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a in N A our title ‘of the Journal of Mental Science, publish De hority 
sof the: Masc t Psyclelnsteal- - Association, we profess that we cultivate pages 
* mertal Sclerice of a particular kind, namely, such mental science as appertains to 


medical men who are engaged in the treatment of the insane. But it has been 
objected that the term mental science 1s inapplicable, and that the term mental 
physiology or mental pathologv, or psychology, or psychiatry (a term much atfected 
bv our German brethren), would have been more correct and appropriate ; and 
that, moreover, we do not deal in mental science, which is properly the sphere of 
the aspiring metaphvsical intellect. If mental science is strictly synonymous with 
metaphysics, these objections are certainly valid ; for although we do not eschew 
metaphysical discussion, the aim of this JOURNAL is certainly bent upon more 
attainable objects than the pursuit of those recondite inquiries which have occupied 
the most ambitious intellects from the time of Plato to the present, with so much 
labour and so little result. But while we admit that metaphysics may be called 
one department of mental science, we maintain that mental physiology and mental 
pathology are also mental science under a different aspect. While metaphysics 
may be called speculative mental science, mental physiology and pathology, with 
their vast range of inquiry into insanity, education, crime, and all things which tend 
to preserve mental health, or to produce mental disease, are not less questions of 
mental science in its practical, that is in its sociological point of view. If it were 
not unjust to high mathematics to compare it in any way with abstruse metaphysics, 
it would illustrate our meaning to say that our practical mental science would 
fairly bear the same relation to the mental science of the metaphvsicians as applied 
mathematics bears to the pure science. In both instances the aim of the pure 
science is the attainment of abstract truth ; its utilitv, however, frequently going 
no further than to serve as a gymnasium for the intellect. In both instances the 
mixed science aims at, and, to a certain extent, attains immediate practical results 
of the greatest utility to the welfare of mankind ; we therefore maintain that our 
JOURNAL is not inaptly called the Journal of Mental Science, although the science 
may only attempt to deal with sociological and medical inquiries, relating either 
to the preservation of the health of the mind or to the amelioration or cure of its 
diseases ; and although not soaring to the height of abstruse metaphysics, we only 
aim at such metaphysical knowledge as may be available to our purposes, as the 
mechanician uses the formularies of mathematics. This 1s our view of the kind of 
mental science which physicians engaged in the grave responsibility of caring for 
the mental health of their fellow-men may, in all modesty, pretend to cultivate ; 
and while we cannot doubt that all additions to our certain knowledge in the 
speculative department of the science will be great gain, the necessities of duty and 
of danger must ever compel us to pursue that knowledge which is to be obtained in 
the practical departments of science with the earnestness of real workmen. The 
captain of a ship would be none the worse for being well acquainted with the higher 
branches of astronomical science, but it is the practical part of that science as it 
is applicable to navigation which he is compelled to study." —Sir J. C. Bucknill, 
MD, F.R S. (Journ. Ment. Sci., vol. vi, 1861, p. 137). 


Made and Printed in Great Britain. 


ee o —P ae nett Dom A ee Ac 


THE ROYAL MEDICO-PSYCHOLOGICAL ASSGCIATION 


VELS mE omis 


1954 


= CONTENTS 


COUNCIL AND OFFICERS 
STANDING AND SPECIAL COMMITTEES 
TRAINING INSTITUTIONS FOR NURSES 

HONOURS ROLL 
MEDALS, PRIZES, AND CERTIFICATES 
LIST OF MEMBERS, EIC. 


Members are particularly requested to send notification of 
changes of address, honours, and additional qualifications 
to the Secretary, 11, Chandos Street, London, W. 1; and 
if they desire such to be published, to the Editors of the 
Journal, Cane Hill Mental Hospital, Coulsdon, Surrey. 


( Additional copies of Year Book, price 6d., can be obtained from Messrs. Adlard & Son, 
Limited, 21, Hart Street, London, W.C. I.) 


902152 


THE COUNCIL AND OFFICERS, 1933-34. 


Officers. 


President. — RANK DOUGLAS TURNER, M.B., M.R.C.S., L.R.C.P. 


‘DANIEL F. RAMBAUT, M.A., M.D., B.C. (South-Eastern). 
Penn. ; . J. L. JACKSON, M.B., B.CH. (South-Western). 
Mas ir in ud < B. H. SHAW, M.D., B.Cu. (Northern and Midland). 
C. J. SHAW, M.D., Cu.B., M.R.C.P., J.P. (Scottish). 
E GAVIN, M.B., CH.B., L.R.C.P.&S.E., L.R.F.P.S.G. (Irish). 
President-Elect. —DANIEL F. RAMBAUT, M.A., M.D. 
Ex-President. —ROBERT BROWN CAMPBELL, M.D., F.R.C.P.E. 
Treasurer. —GEORGE WILLIAM SMITH, O.B.E., M.B. 
Hon. General Secretary —REGINALD WORTH, O.B.E., M.B. 
Registrar. —DANIEL F. RAMBAUT, M.A., M.D. 
Hon. Librarian.—J. R. WHITWELL, M.B. 


South-Eastern.—J. NOEL SERGEANT, M.B. 
Dionoral | South-Western.—S. E. MARTIN, M.B. 
Northern and Midland.—J. IVISON RUSSELL, M.B., F. R. F.P.S.G. 


Secretaries ` Coe .—W. M. BUCHANAN, M.B. 
Irish.—ROBERT THOMPSON, M.B. 


PARLIAMENTARY COMMITTEE. 


Chairman.—NATHAN RAW, C.M.G., M.D., F.R.C.S.E., F.R.S.E. 
Vice-Chairman.—W. F. MENZIES, B.Sc., M. D., C.M., F.R.C.P. 
Secretary.—H. G. L. HAYNES, M.R. CS... L.R.C.PR. 


EDUCATIONAL COMMITTEE. 


Chairman.—A. A. W. PETRIE, M.D., F.R.C.P., F.R.C.S. 
Vice-Chairman. ae caer estes McRAE, M.D., F.R.C.P.E. 
Secrelary.—W. G. MASEFIELD, M. R.C. S., L.R.C.P. 


LIBRARY COMMITTEE. 


Chairman.—J. R. WHITWELL, M.B. 
Secretary.—C. F. F. MCDOWALL, M.D. 


RESEARCH AND CLINICAL COMMITTEE. 


Chairman.—F. L. GOLLA, M.A., M.B., B.Cu., F.R.C.P. 
Vice-Chairman. —A. A. W. PETRIE, M.D., F.R.C.P., F.R.C.S. 
Secretary.—P. K. McCOWAN, M.D., M.R.C.P., D.P.M. 


THE JOURNAL OF MENTAL SCIENCE. 


| DOUGLAS McRAE, M.D., F.R.C.P.E. 
Editors? M. HAMBLIN SMITH, M. A., M.D. 

ALEXANDER WALK, M.D., D.P.M. 

G. W. T. H. FLEMING, M. R.C.S., L.R.C.P., D.P.M. 


Non-Official Members. 


REPRESENTATIVE MEMBERs. 


M. A. COLLINS D. BLAIR 
W. ROBINSON | | H. DOVE CORMAC N. & M. Div. 
DANIEL F. RAMBAUT ; S.E. Div. | B. H. SHAW 
E. D. T. ROBERTS | | GGA CHISCETT dos 2 
R. M. STEWART C. J. SHAW | iii 
E. BARTON WHITE ' cy, p; L. GAVIN 

- S.W. Div. J. C. MARTIN i Irish Div. 


J. L. JACKSON FC | 
NOMINATED MEMBERS. 


A. HELEN BOYLE, J. F. W. LEECH, J. J. O'REILLY, J. S. 
T. R. C. SPENCE, AIDAN G. W. THOMSON. 


I. SKOTTOWE, 


THE STANDING COMMITTEES. 


[The President, General Secretary, Treasurer, an Editor, and the Divisional Secretaries are 
ex-officio Members of all Standing Committees.] 


Parliamentary Committee. 


D. BLAIR. | NEIL T. KERR. 

J. SHAW BOLTON. R. L. LANGDON-DOWN. 
Sır HUBERT BOND. | T. C. MACKENZIE. 

C. W. BOWER. | DOUGLAS McRAE. 

A. HELEN A. BOYLE. E. MAPOTHER. 

R. B. CAMPBELL. HAMILTON MARR. 

M. A. COLLINS. W. F. MENZIES. 

H. DOVE CORMAC. | (Vice-Chairman). 
W. H. COUPLAND. | A. W. NEILL. 

W. R. DAWSON, O.B.E. M. J. NOLAN. 

R. EAGER. NATHAN RAW (Chairman). 
A. T. W. FORRESTER. | W. ROBINSON. 

C. W. FORSYTH. R. PERCY SMITH. 

J. R. GILMOUR. R. MACKENZIE STEWART. 
T. SAXTY GOOD. F. R. P. TAYLOR. 

H. G. L. HAYNES (Secretary). | F. DOUGLAS TURNER. 

G. W. B. JAMES. | E. BARTON WHITE. 

W. BROOKS KEITH. | 


Educational Committee. 


The Registrar, the Examiners, the Area Examination Secretaries and 


J. SHAW BOLTON. | H. B. LEECH. 

Sır HUBERT BOND. | E. S. LITTELJOHN. 

A. HELEN A. BOYLE. | J. MACARTHUR. 

J. BRANDER. T. C. MACKENZIE. 

R. B. CAMPBELL. DOUGLAS McRAE 

M. A. COLLINS. (Vice-Chairman). 
H. DOVE CORMAC. E. MAPOTHER. 

W. H. COUPLAND. | W. G. MASEFIELD 

A. W. DANIEL. (Secretary). 
W. R. DAWSON, O.B.E. W. F. MENZIES. 

J. F. DIXON. A. W. NEILL. 

R. EAGER. M. J. NOLAN. 

G. W. T. H. FLEMING. A. A. W. PETRIE 

A. T. W. FORRESTER. (Chairman). 
J. R. GILMOUR. F. M. RODGERS. 

T. SAXTY GOOD. R. PERCY SMITH. 

S. J. GRAHAM. F. R. P. TAYLOR. 

G. H. GRILLS. W. REES THOMAS. 

D. K. HENDERSON. F. DOUGLAS TURNER. 
R. FITZROY JARRETT. ALEXANDER WALK. 
NEIL T. KERR. E. BARTON WHITE. 


W. J. T. KIMBER. 


Library Committee. 


A. HELEN A. BOYLE. J. E. NICOLE. 

G. W. T. H. FLEMING. WILLIAM STARKEY. 

E. MAPOTHER. | W. H. B. STODDART. 
COLIN McDOWALL (Secretary). J. R. WHITWELL 

W. McWILLIA M. ` (Chairman). 


Research and Clinical Committee. 


ELECTED MEMBERS. 


Central Authorities.—SiR HUBERT BOND, HAMILTON MARR. 

County, Borough, and Registered Mental Hospitals. —D. K. HENDERSON, W. F. MENZIES, 
W. D. NICOL, M. J. NOLAN, J. G. PORTER PHILLIPS. 

Private Mental Hospitals.—C. W. BOWER, J. N. GLAISTER, H. J. NORMAN. 

H.M. Prison Service. —W. NORWOOD EAST, M. HAMBLIN SMITH. 

Mental Deficiency Services.—W. A. POTTS. 

Consultant Psychiatrists and Neurologists.—]. E. MIDDLEMISS. 

Teachers of Psychiatry.—J. O'CONOR DONELAN, E. MAPOTHER, J. SHAW BOLTON. 

Neurology.—A. NINIAN BRUCE, F. L. GOLLA. 

Pathology.—E. GOODALL, F.. A. PICKWORTH. 

Psychology.—W. H. B. STODDART. 

Editors of Journal.—D. McRAE, A. WALK. 


SECRETARIES OF SUB-COMMITTEES. 


Psychotherapy and Psycho-Pathology.—J. E. NICOLE. 

Infectious Diseases in Mental Hospitals.—M. J. MCGRATH. 

Pathology, Bacteriology and Bio-Chemistry.—k. K. DRURY, F. A. PICKWORTH. 
Clinical Psychiatry.—G. W. T. H. FLEMING. 

Study Tours and Post-Graduate Education.—A. E. EVANS. 


OTHER REPRESENTATIVES OF SUB-COMMITTEES. 


L. C. F. CHEVENS (Clinical), W. M. FORD-ROBERTSON (Pathology, etc.), M. E. FRANKLIN 
(Psycho- Pathology, etc.), H. G. L. HAYNES (Study Tours, etc.), W. D. NICOL (Clinical), 
G. DE M. RUDOLF (Infectious Diseases), A. G. SHERA (Infectious Diseases), B. H. SHAW 
(Pathology, ctc.), D. N. HARDCASTLE (Psycho-Pathology), H. YELLOWLEES (Clinical), 
C. W. FORSYTH (Study Tours). 


REPRESENTATIVES OF SPECIAL COMMITTEE ON MENTAL DEFICIENCY. 


R. J. A. BERRY, E. O. LEWIS, W. REES THOMAS, F. D. TURNER. 


Chairman.—F. L. GOLLA. Vice-Chairman.—A. A. W. PETRIE. 
Secretary.—P. K. McCOWAN. 


vi. 


SPECIAL COMMITTEES. 


Mentai Nursing Advisory Committee to the General Nursing Councils. 


England and Wales.—H. DOVE CORMAC, W.G. MASEFIELD, GEORGE W. SMITH, F. R. P. 
TAYLOR, A. A. D. TOWNSEND. 


Scotland.—W. M. BUCHANAN, R. D. HOTCHKIS, T. C. MACKENZIE, DOUGLAS McRAE, 
DONALD ROSS. 


Northern Ireland.—F. J. DEANE, DOROTHY GARDNER, N. B. GRAHAM, M. J. NOLAN, 
J. WATSON. 


Irish Free State.—S. BLAKE, J. CONOR DONELAN, L. GAVIN, R. R. LEEPER, J. C. 
MARTIN. 


Mental Deficiency Committee. 


W. R. ASHBY, R. J. BERRY, C. G. A. CHISLETT, G. F. COBB, W. H. COUPLAND, 
W. NORWOOD EAST, F. A. GILL, E. O. LEWIS (Secretary), T. LINDSAY, E. S. 
LITTELJOHX, P. K. McCOWAN, A. M. McCUTCHEON, W. F. MENZIES, J. E. 
MIDDLEMISS, L. R. PENROSE, W. A. POTTS, G. bë M. RUDOLF, B. H. SHAW, 
E. B. SHERLOCK, H. F. STEPHENS, R. M. STEWART, W. REES THOMAS (l'icc- 
Chairman), A. F. TREDGOLD, F. DOUGLAS TURNER (Chairman). 


Examiners for the Certificate in Psychological Medicine. 


ENGLAND.—W. F. MENZIES, B.Sc., M.D., C.M.Edin., F.R.C.P.Lond.; W. A. POTTS, M.A. 
Camb., M.D. Edin. & Birm., M.R.C.S., L.R.C.P. Lond. 

SCOTLAND.—D. K. HENDERSON, M.D., Ch.B.Edin., F.R.F.P.S.Glasg.; ANGUS MacNIVEN, 
M.B., Ch.B.Glasg., M.R.C.P.Edin., D.P.M. 

IRELAND.—-J. CONOR DONELAN, L.R.C.P.NS.lrel.; M. J. NOLAN, L.R.C.P.&S.Irel. 


Examiners for the Nursing Certificates. 


MENTAL.—Preliminary: C. A. CRICHLOW, M.B.; M. J. McGRATH, M.B.; A. C. SINCLAIR, 
M.D., D.P.M.; J. F. W. LEECH, M.D.; DOROTHY GARDNER, M.B., B.Ch. 
Final: J. MCGARVEY, M.B.; G. L. BRUNTON, M.D.; J. H. MACDONALD, 
M.B., W. G. MASEFIELD, M.R.C.S.; P. MORAN, M.B. 


MENTAL Derectives.—Final: H. F. STEPHENS, M.R.C.S.; G. H. KEENE, M.D.; D. J. 
FORBES, M.B. 


NURSE EXAMINERS. — Miss C. M. MOORE, R.M.P.N.C., S.R.N.En 
R.M.P.N.C., S.R.N. ; Miss DELANEY, R.M.P.N.C.,S. 
N: S. 


: Miss McGRIGOR, 
R. 
R.M.P.N.C., S.R.N.; Miss PIRIE, R.M.P.N.C., S. RB. N. 


N.lrel.; Miss GUYATT, 


List of Examination Areas and Area Examination Secretaries for the 
Mental Nursing Certificate. 


SOUTH-EASTERN Diviston: (1) Northern Area (North of Thames), W. J. T. KIMBER; (2) 
Southern Area (South of Thames), A. A. W. PETRIE. 


SouTH-WESTERN Division: (1) Bristol Area, E. BARTON WHITE ; (2) Cardiff Area, J. S. I. 
SKOTTOWE; (3) Exeter Area, D. McKINLEY REID; (4) Oxford Area, J. F. W. 
LEECH ; (5) Salisbury Area, C. W. S. DAVIES-JONES. 


NORTHERN AND MIDLAND DivisioN : (1) Nottingham Area, J. BAIN; (2) Manchester Area, 
H. DOVE CORMAC; (3) Leeds Area, C. W. EWING; (4) York Area, T. M. DAVIE ; 
(5) Newcastle Area, H. G. DRAKE-BROCKMAN; (6) Birmingham Area, C. W. 
FORSYTH. 


ScorrisH Division: (One Area) A. M. DRYDEN, 
IRIsH Diviston (One Area): L. GAVIN. 


Vil 


Training Institutions for Nurses. 


[For recognition as Training Schools, Mental Institutions and Institutions for Mental 
Defectives must be visited and reported on favourably by a referee or referees appointed by 
the Training Sub-Committee or Registrar.) 


FOR TRAINING MENTAL NURSES. 
(1) ENGLAND AND WALES. 

(i) All County, City, and Borough Mental Hospitals, including Tooting Bec Hospital. 

(ii) Criminal Asylum: Broadmoor. 

(iii) Registered Hospitals: St. Andrew's (Northampton), Manchester Royal, Holloway 
Sanatorium, Bethlem Royal, The Retreat, Barnwood House, Bootham Park, 
Coton Hill, Wonford House, The Warneford, The Coppice, The Lawn (for 
Female Nurses only). 

(iv) Special Hospitals: Netley (D Block), Roval Naval Hospital (Yarmouth), Maudsley 
Hospital, St. George’s Retreat, Burgess Hill, Sussex (with the Hospital of St 
John and St. Elizabeth, for Training in Medical and Surgical Nursing). 

(v) Private Mental Hospitals: The Old Manor, Camberwell House, Laverstock House, 
Peckham House, Brislington House, Ticehurst House, Northumberland House, 
The Priory, Middleton Hall, Bailbrook House, Brooke House (for Female 
Nurses only). 

(vi) Municipal Hospitals: Erdington House (Birmingham), Smithdown Road 
(Liverpool). 


(2) SCOTLAND. 
(i) Royhl Asylums and Hospitals: Aberdeen, Crichton (Dumfries), Dundee, Edinburgh, 
Glasgow (Gartnavel), Montrose, James Murrav's (Perth). 
(ii) All City and District Asylums and Mental Hospitals. 
(ii) Poor Law Asylum: Greenock. 
(iv) Poor Law Hospital: Stobhill Hospital (Glasgow). 
(v) Private Mental Hospital: New Saughton Hall (Polton). 


(3) IRELAND. 
(i) All County, City and District Asylums and Mental Hospitals. 
(ii) Criminal Asvlum: Dundrum. 
(ii) Chartered Hospitals: St. Patrick's. 
(iv) Private Mental Hospital: Farnham House (for Female Nurses only). 


(4) FEDERATED MALAY STATES. 
Central Mental Hospital: Tanjong Rambutan, Perak. 


(5) INDIA. 
Ranchi Mental Hospital for Europeans, Kanke, Province of Bihar and Orissa. 


FOR TRAINING THOSE NURSING MENTAL DEFECTIVES. 


(1) ENGLAND. 

(i) State Institution: Rampton. 

(ii) Certified Institutions: Botley’s Park, Surrey; Brentrv ; Calderstones; Clerks Croft, 
Surrev; Cell Barnes Colony, Herts; Coldeast Colonv, near Southampton ; Coles- 
hill Hall; Farmfield ; Great Barr Park Colony; Hortham, Bristol; Leybourne 
Grange Colony (for Female Nurses only); Monyhull Colony ; Pewsey Colony, 
Wilts (for Male Nurses only); Royal Albert Institution; Royal Earlswood ; 
Royal Eastern Counties; Sandhill Park (with ancillary premises); South 
Ockenden Colony, Essex; South Side, Streatham; The Manor, Middlesex 
Colony, Shenley ; Western Counties Institution. 

(iii) Approved Institutions: Darenth, Leavesden, Caterham, Fountain (for Female 
Nurses only). 

(iv) Certified Houses: Normansfield. 


(2) SCOTLAND. 
Baldovan; Gogarburn, Edinburgh; Royal Scottish National Institution 
Stoneyetts. 
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Honorary Auditors. 
G. F. BARHAM, M.D. R. J. STILWELL. 


The Library and Secretary's Office. 


Ir, CHANDOS STREET, LoNDpow, W. 1. 
Telephone: Langham 1495. 


Secretary and Assistant Librarian.—Miss. M. HIGGINS. 


Publications. 
From MEssrs. ADLARD & Son, Lro.: 


Year Book of the Association. Price 6d. Post free. 

The Charter and Bye-Laws of the Association. Price r/-. Post free. 

Engraved Book-Plates of the Association. Price 1/-. Post free. 

Portrait of Dr. Samuel Hitch. Price 1/-. Post free. 

‘* The Clinical Study of Mental Disorders." Price 6/-. Post free. 

* First Report on the Comparative Incidence of Cancer in Mental Hospital Patients and in the 
General Population of England." Price 9d. Post free. 

“ The State Registration of Mental Nurses." Parts I and II. Price 6d. eaclr. Post free. 

* An Account of a Tour of Dutch Mental Hospitals and Clinics." Price 1/-. Post free. 


From Messrs. J. & A. CHURCHILL: 


“ The Journal of Mental Science." Published Quarterly. Price 7/6. Postage extra. 

General Index of the Journal, vol. lv to lxviii (inclusive). Price 2/6. Post free. 

Binding Cases for the General Index, price 2/- (post free), are obtainable from Messrs. Adlard 
& Son, Ltd., who also undertake binding, including case, for 4/6. 

Catalogue of the Association’s Library. Price 2/-. Post free. 


From Messrs. BAILLIERE, TINDALL & Cox: 


‘* Handbook for Mental Nurses." 7th edn. 1923. Price 6/- net. 
' Manual for Mental Deficiency Nurses." 1931. Price 6/- net. 


From the REGISTRAR, St. Andrew’s Hospital, Northampton : 


“ Regulations’ 
“ Rules” 
“ Syllabuses ” 


) for the Examinations for the Certificates of Proficiency in Mental Nursing 
) and in Nursing Mental Defectives. Price 2d. each. Postage jd. 


Year. 


1883 
1884 
1885 
1886 
1887 
1888 
1889 
1890 


1891 
1892 


1893 
1894 
1895 
1896 
1897 
1898 
1899 
1900 
1901 
1902 
1903 
1904 
1905 
1906 
1907 
1908 
1909 
1910 
191I 
1912 
1913 
1914 
1915 
1916 
1917 
1918 
1919 
1920 
1921 
1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 
1930 
1931 
1932 


1933 
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Honours Roll. 


Gaskell Medal and Prize. 


md 
met) 
— 


—— 


J. E. D. Mortimer. 


T. B. Hyslop. 
G. M. Robertson. 


Nathan Raw. 
G. R. Wilson. 


Ww. F. Macnaughton. 
R. Dawson. 
Hubert Bond. 


— 


G. 
W. 
C. 


Maurice Craig. 
W. H. B. Stoddart. 
G. H. Grills. 


J. M. Rutherford. 


H. Devine. 


j. G. P. Phillips. 
W. Boyd. 
W. R. Thomas. 


j. €. Woods. 

J. Walker. 

J. T. H. Madill. 
Mary Barkas. 

W. S. Dawson. 

G. de M. Rudolf. 
Elizabeth Casson. 

F. R. Martin. 
Alexander Walk. 

G. W. T. H. Fleming. 


Muriel L. M. Northcote. 


v Louis Minski. 
|! Desmond Curran. 


* Prize only. 


Bronze Medal and Prize. 
J. Wiglesworth.* 
S. R. Macphail. 
T. D. Greenlees.* 


— 


J. Wiglesworth. 


— 


. C. Mackenzie. 
W. J. Smythe. 


—— 


J 
G. M. Robertson. 


. W. Campbell. 
. Beadles. 


A 
C 
j. Turner. 
J 
F 
C 


. R. Lord. 
. G. Crookshank. 
. C. Easterbrook. 


— 


ve 


. A. D. Townsend. 


» 


J. Shaw. 

C. Howard. 

F. F. McDowall. 
. Morton. 

. H. Garnett: 

D. McKinley Reid. 
J.C. Wootton. 


— 


amon o 


R. Eager. 
W. S. Dawson. 
P. K. McCowan. 


Duncan Macmillan. 
J. H. Ewen. 
W. R. Ashby. 


D. N. Parfitt. 


Medals and Prizes. 


The Gaskell Gold Medal and Prize. 


(Value nat less than £30.) 


This Medal and Prize was established, at the Annual Meeting held on August 9, 
1886, in honour of Samuel Gaskell, Esq., F.R.C.S., at one time Medical Super- 
intendent of the County Asylum, Lancaster, and afterwards for 17 years a 
Commissioner in Lunacy. Upon his death on March 16, 1886, his sister, Mrs. 
Holland, gave £1000 to the .Association, and other members of the family contributed 
further sums amounting to £340. The interest of this sum is given annually as a 
prize to the candidate who most distinguishes himself in an Examination in the 
subjects hereunder mentioned. 


The examination must be held in England according to the terms of the Trust. 

(1) Candidates must produce evidence: (a) Of having attained the age of 23. (b) Of having 
been qualified Medical Officers in one or more mental hospitals or clinics in psychiatry in the 
United Kingdom or elsewhere in the British Empire for at least two years. (c) Of possessing the 
Certificate in Psychological Medicine of this Association or a degree or diploma in Psychological 
Medicine of one of the Universities or Examining Boards having the power to grant medical 
qualifications registrable in the British Isles or elsewhere in the British Empire. 

(2) Candidates will beexamined in: (a) Psychology. (5) Anatomy, Histology and Physiology 
of the Nervous System, reproductive and endocrine glands; Pathology of the above, especially 
in relation to mental disorders. (c) The diagnosis, prognosis, treatment and legal relations of 
mental disorders. (d) Clinical cases. 


a: u- -h — -— — M .- 


The Bronze Medal and Prize. 


(Value Ten Guineas.) 


The Bronze Medal and Prize was established at the Annual Meeting held on 
August 2, 1882, and is awarded to any assistant medical officer of a mental hospital 


(public or private) for the best dissertation on a clinical or pathological subject 
relating to mental disorders. 


The following is an abstract of the conditions : 
(1) The dissertation to be written in English. 


(2) Each dissertation to be distinguished by a motto or device, and accompanied by a sealed 
envelope containing the name and residence of the author, and having on the outside a motto 
or device corresponding with that on the dissertation. 

(3) The dissertation shall not exceed 10,000 words in length. 

(4) The dissertation and every accompanying drawing and preparation will become the 
property of the Association, to be published in the Journal at the discretion of the Editors. 

(5) The dissertations not approved, with their accompanving drawings and preparations, 
will, upon application within one year, be returned, together with the sealed envelopes unopened ; 
if not claimed within one year they will become the property of the Association. 

(6) The dissertations for the year must be delivered to the Registrar before April 3o. 

(7) No prize will be awarded if none of the dissertations is of sufficient merit. 


Divisional Prizes for Assistant Medical Officers. 
(Two Prizes of £,ro and £5 respectively.) 


The proposal to award Divisional Prizes under the conditions set out below emanaled from the 
Irish Division and was adopted at the Annual Meeting held on July 13, 191r. 


(1) Two prizes of £1o and £5 respectively will be awarded annually by the Association (pro- 
vided sufficient merit be shown) for the best paper read during the preceding calendar year at a 
Divisional Meeting by an Assistant Medical Officer or Assistant Physician in a Psychiatric or 
Neurological Institution or Service. (See also Regulation No. 7.) 


(2) Competitors must be members of the Association. 


(3) Only one paper by a competitor can be entered during any competitive year. The same 
applies to a paper entered by more than one author.* 


(4) Only papers certified by the Secretary of the Division (in the absence of the Secretary, 
the Chairman of the Meeting) to have been read at a meeting of the Division and to be eligible 
for this competition can be entered. Divisional Secretaries are to withhold their certificates in 
cases where there has occurred material alterations or additions. 


. (5) Papers certified as eligible for the competition shall be forwarded to the Registrar not later 
than April 3o of the following year. They shall be submitted to the Examiners for the Certificate 
in Psychological Medicine for report and then adjudicated on by the President. Publication 
shall not invalidate a paper for adjudication.t 


(6) The results shall be announced, and the prizes awarded, if any, by the President at the 
Annual Meeting in the year following the competitive year. 


(7) Papers by more than one author can be entered and any prize awarded be divided among 
the authors. 


(8) If in any competitive year one or two papers only are submitted for competition the 
Council may withhold either or both prizes; or it may, after considering the report of the 
Adjudicator, and if in its opinion the paper or papers are of outstanding merit, award a first 
or second or both prizes, at its discretion. 


The Certificate in Psychological Medicine. 


This Certificate was founded at the Annual Meeting held on August 4, 1885, and the first 
examinations were held in 1886. 


Candidates must be at least twenty-one years of age, and must produce a certificate of having 
at least three months’ clinical experience of mental disorders, or of having attended a course of 
lectures on insanity and the practice of a mental hospital (where there is clinical teaching) for a 
like period, or they shall give such proof of experience in mental disorders as shall, in the opinion 
of the President, be sufficient. 


The examination is held yearly, and is in three parts: (1) Written. (2) Oral. (3) Practical. 
Candidates must be registered under the Medical Act (1858) before the certificate is bestowed. 


The fee for the examination is £3 3s., and intending candidates should communicate with the 
Registrar, who will supply date and place of examination. 


Candidates failing in the examination may present themselves at the next or subscquent 
examinations on payment of a fee of £1 Is. 


* This means that the joint authors (though separately eligible) cannot enter another paper in the competitive 
year. 

t The original MS., certified in accordance with Regulation No. 4, is to be submitted. Only under exceptional 
circumstances can a certified reprint of a published paper be accepted, but a reprint, where possible, should 
accompany the certified original MS, 
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The Insignia of the Nursing Certificate. 


The Certificate of Proficiency in Mental Nursing was founded at the Annual 
Mecting held on Fuly 24, 1890. 


The Nursing Medai. 


The Nursing Badge. 


The Nursing Badge was founded at the Annual Meeting held on 
Fuly 11, 1928. 


XIV 


Honorary Certificate in Mental Nursing. 


1928, H.R.H. THe Princess RovaL. 


The Campbell Clark Gold Medal and Prize. 


This Prize was instituted in 1933 in memory of the late Dr. Campbell Clark, 
and is awarded in May and November of each vear to the candidate, whether male 
or female, who obtains the highest number of marks at the Examination for the 
Certificate of Proficiency in Mental Nursing. [t is provided that only candidates 
who have completed the whole of their training in one institution are eligible. The 
value of the prize is Three Guineas, together with the Medal. 


Winners of the Campbell Clark Medal. 


1933, May. Arthur Barnett Hindson, Cambridge Mental Hospital. 
», Now. Florence Barber, Maudsley Hospital. 


1841. 
1842. 
1843. 
1844. 
1847. 
1848. 
I85r. 
1852. 


1854. 
1855. 
I$56. 
1857. 
1858. 
1859. 
1860. 
1861. 
1862. 
186 3. 
1864. 
1865. 
1866, 
1867. 
1868. 
1869. 
1870. 
1871. 
1872. 
1873. 
1874. 
1875. 
1876. 
1877. 
1878. 
1879. 
1880. 
1881. 
1882. 
1883. 
1884. 
1885. 
1886. 
1887. 
1888. 
1889. 
1890. 
189I. 
1892. 
1893. 
1894. 
- 1895. 
1896. 
1897. 
1898. 
1899. 
I900. 
I9OI. 
1902. 
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List of Chairmen. 


Dr. Blake, Nottingham General Asylum. 
Dr. de Vitré, Lancaster Asylum. 

Dr. Conolly, Hanwell Asylum. 

Dr. Thurnam, The Retreat. 

Dr. Wintle, Warneford House. 

William Ley, M.R.C.S., Littlemore Asylum. 
Dr. Conolly, Hanwell Asylum. 

Dr. Wintle, Warneford House. 


List of Presidents. 


A. J. Sutherland, M.D., St. Luke's Hospital, London 

J. Thurnam, M.D., Wilts County Asvlum. 

J. Hitchman, M.D., Derby County Asylum. 

Forbes Winslow, M.D., Sussex House, Hammersmith. 

John Conolly, M.D., Hanwell Asylum. 

Sir Charles Hastings, D.C.L., Worcester. 

J. C. Bucknill, M.D., Devon County Asylum. 

Joseph Lalor, M.D., Richmond Asylum, Dublin. 

John Kirkman, M.D., Suffolk County Asylum. 

David Skae, M.D., Royal Asylum, Edinburgh. 

Henry Munro, M.D., Brook House. 

Wm. Wood, M.D., Kensington House. 

W. A. F. Browne, M.D., Commissioner in Lunacy for Scotland. 
C. A. Lockhart Robertson, M.D., Haywards Heath Asylum. 
W. H. O. Sankey, M.D., Sandywell Park, Cheltenham. 

T. Lavcock, M.D., Edinburgh. 

Robert Boyd, M.D., Wells Asylum. 

Henry Maudsley, M.D., The Lawn, Hanwell. 

Sir James Coxe, M.D., Commissioner in Lunacy for Scotland. 
Harrington Tuke, M.D., Chiswick House. 

T. L. Rogers, M.D., Rainhill Asylum. 

J. F. Duncan, M.D., Dublin. 

W. H. Parsey, M.D., Warwick County Asylum. 

G. Fielding Blandford, M.D., London. 

Sir J. Crichton- Browne, M.D., Lord Chancellor's Visitor in Lunacy. 
J. A. Lush, M.D., Fisherton House. 

G. W. Mould, M.R.C.S., Royal Asylum, Cheadle. 

D. Hack Tuke, M.D., London. 

Sir W. T. Gairdner, M.D., Glasgow. 

W. Orange, M.D., State Criminal Lunatic Asylum, Broadmoor. 
Henry Rayner, M.D., Hanwell Asylum. 

J. A. Eames, M.D., District Asylum, Cork. 

Sir Geo. H. Savage, M.D., Bethlem Royal Hospital. 

Sir Fred. Needham, M.D., Barnwood House. 

Sir T. S. Clouston, M.D., Royal Asylum, Edinburgh. 

H. Haves Newington, F.R.C.P., Ticehurst House. 

David Yellowlees, M.D., Royal Asylum, Glasgow. 

E. B. Whitcombe, M.R.C.S., City Asylum, Birmingham. 
Robert Baker, M.D., The Retreat. 

J. Murray Lindsay, M.D., Derby County Asylum. 

Conolly Norman, F.R.C.P.I., Richmond Asylum, Dublin. 
David Nicolson, C.B., M.D., State Criminal Lunatic Asylum, Broadmoor. 
William Julius Mickle, M.D., Grove Hall. 

Thomas W. McDowall, M.D., Northumberland Asylum. 

A. R. Urquhart, M.D., James Murray's Royal Asylum, Perth. 
J. B. Spence, O.B.E., M.D., Burntwood Asylum, Lichfield. 
Fletcher Beach, M.B., London. 

Oscar T. Woods, M.D., District Asylum, Cork. 

J. Wiglesworth, M.D., Rainhill Asylum. 
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1903. Ernest W. White, C.B.E., M.B., City of London Asylum, Stone. 

1904. R. Percy Smith, M.D., London. 

1905. T. Outterson Wood, M.D., London. 

1906. Sir Robert Armstrong- Jones, C.B.E., M.D., Clavburv Asylum. 

1907. P. W. MacDonald, M.D., Dorchester County Asylum. 

1908. Chas. A. Mercier, M.D., Flower House. 

1909. W. Bevan-Lewis, M.Sc., West Riding Asylum, Wakefield. 

I9I10. Sir John Macpherson, M.D., Commissioner in Lunacy for Scotland. 

I9II. Wm. R. Dawson, O.B.E., M.D., Inspector of Lunatic Asylums, Dublin. 

I912. J. Greig Soutar, M.B., Barnwood House. 

I913. James Chambers, M. D., The Priory. 

1914-18. David G. Thomson, €. B.E., M.D., Norfolk County Asylum. 

1918. John Keay, C.B.E., M.D. , Bangour Village. 

1919. Bedford Pierce, M.D., The Retreat. 

1920. William F. Menzies, M.D., Cheddleton Mental Hospital. 

I921. Sir Hubert Bond, K.B.E., M.D., Commissioner, Board of Control. 

1922. G. M. Robertson, M.D., Royal Mental Hospital, Morningside, Edinburgh. 

1923. Edwin Goodall, C.B.E., M.D., Cardiff City Mental Hospital. 

1924. Michael J. Nolan, L.R.C.P.&S.Irel., Downpatrick Asylum. 

1925. Sir Frederick W. Mott, K.B.E., M.D., London. 

1926. John R. Lord, C.B.E., M.D., Horton Mental Hospital, Epsom. 

1927. Hamilton Marr, M.D., Commissioner, General Board of Control for Scotland. 

1928. J. Shaw Bolton, D.Sc., M.D., West Riding Mental Hospital, Wakefield. 

1929. Nathan Raw, C.M.G., M.D., F.R.C.S.E., F.R.S.E., Lord Chancellor's Visitor in Lunacy. 

1930. T. Saxty Good, O.B.E., M.A., M.R.C.S., L.R.C.P., Oxford County and City Mental 
Hospital, Littlemore. 

1931. R. R. Leeper, L.R.C.P.I., F.R.C.S.I., St. Patrick's Hospital, Dublin. 

1932. R. B. Campbell, M.D., F.R.C.P.E., aes District Mental Hospital, Larbert. 

1933. Frank Douglas Turner, M.B., M. R. C.S., L. R.C.P., Royal Eastern Counties Institution, 
Colchester. 


List of Maudsley Lecturers. 


1920. Sir J. Crichton- Browne, LL.D., D.Sc., M.D., F.R.S. 
1921. Sir F. W. Mott, K.B.E., LL.D., M.D., F.R.C.P., F.R.S. 
1922. Sir M. Craig, C.B.E., M.A., M.D., F.R.C.P. 

1923. Charles Kirk Clarke, LL. D., M. D. 
1924. J. Carswell, F. R.F.P.S. 
1925. Joseph Shaw Bolton, D.Sc., M.D., F.R.C.P. 
1926. George M. Robertson, M.D., F.R.C.P.E., F.R.C.S.E. 
1927. Edwin Goodall, C.B.E., M.D., F.R.C.P. 
1928. Sir John Macpherson, C.B., M.D., F.R.C.P.E 

1929. Charles E. Spearman, Ph.D., F.R.S. 

1930. Sir Henry Alfred McCardie. 

1931. Sir Hubert Bond, K.B.E., LL.B., D.Sc., M.D., F.R.C.P. 

1932. Sir Edward Farquhar Buzzard, Bart., K.C.V.O., M.A., M.D., F.R.C.P. 

1933. Adolf Meyer, M.D. 

1934. The Right Hon. Lord Macmillan, M.A., LL.D., Lord of Appeal in Ordinary. 
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Membership of the Association. 


SOUTH-EASTERN Division: 


Honorary . : à : : . i 
Ordinary . 


SOUTH-WESTERN DIVISION: 


Honorary . z ; : T , 
Ordinary . j : : : : 


NORTHERN AND MIDLAND DivisioN : 


Honorary . . ; : s 
Ordinary . s , $ . 


SCOTTISH DIVISION : 


Honorary . ‘ ; 
Ordinary 


InisH. DIVISION: 


Honorary . ; à s 
Ordinary . ; : : . 
ABROAD: 
Honorary . à : à : 
Corresponding . à : 
Ordinary . e *. . . . e 


TorAL MEMBERSHIP: 


Honorary . s : . 
Corresponding . ‘ i : ; 
Ordinary . à : : : ; 


131 


106 


61 


118 


895 
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1932. 


1928. 
1900. 


1928. 


1900. 


1932. 


1925. 
1931. 
1909. 
I9I2. 
1876. 


1930. 


1924. 


1923. 


1922. 


1930. 


1930. 


1924. 
1932. 
1928. 
I9IO. 
1921. 


1926. 


Honorary Members. 


HONORARY MEMBERS. 


Armstrong-Jones, Sir Robert, C.B.E., D.Sc., M.D., B.S., F.R.C.P., F.R.C.S., F.S.A., 
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Part I.—Original Articles. 


MELANCHOLIA: A HISTORICAL REVIEW. 


By AUBREY J. Lewis, M.D., M.R.C.P., 
Assistant Medical Officer, The Maudsley Hospital. 


PART I. 


MELANCHOLIA 1s one of the great words of psychiatry. Suffering many 
mutations, at one time the tenacious guardian of outworn schemes or errant 
theories ; presently misused, cavilled at, dispossessed, it has endured into our 
own times, a part of medical terminology no less than of common speech. It 
would seem profitable to consider the history of this word, and of the states of 
fear and distress with which it has from the beginning been associated. 


THE ANCIENTS. 


The beginning was with Hippocrates (1): “ If fear (phobos) or distress 
(dysthymia) last for a long time it is melancholia,” he wrote, and so fixed the 
word. He insisted on the special temperament and constitution which tend 
to melancholia. His notion that black bile and phlegm altered the brain in 
its hotness and humidity, thus darkening the spirit and making melancholy, 
was to influence much subsequent speculation, and all classification was reared 
on his divisions—mania, melancholia, paranoia, phrenitis; but it is evident 
that for Hippocrates the atrabiliar conditions were numerous, and that the 
term '' melancholia ” covered diverse states, now otherwise regarded. Further- 
more, he considered epilepsy and melancholia to be closely related : “ melan- 
cholics ordinarily become epileptics, and epileptics, melancholics: of these 
two states, what determines the preference is the direction the malady takes ; 
if it bears upon the body, epilepsy, if upon the intelligence, melancholy." To 
the seasons he imputes much influence. However little now remains of these 
latter beliefs, once current in the School of Cos, there has been in recent times 
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fresh"interest*In the às m of temperaments, most active and justified where 
depresii, dnd. sharja”, arç in question ; there has even been a revival in France 
“oF the: “orig Yejectéed theory that black bile is the source of melancholy. 

Aretezus (2) of Cappadocia gives a detailed description of severe melan- 

cholia : ‘ If it (black bile) be determined upwards to the stomach and diaphragm, 
it forms melancholy, for it produces flatulence and eructations of a fetid and 
fishy nature, and it sends rumbling wind downwards, and disturbs the under- 
standing. On this account, in former days, these were called melancholic and 
flatulent persons. And yet, in certain of these cases there is neither flatulence 
nor black bile, but mere anger and grief, and sad dejection of mind. 
It is a lowness of spirits from a single phantasy without fever ; and it appears 
to me that melancholy is the commencement and a part of mania. For in 
those who are mad, the understanding is turned sometimes to anger and some- 
times to joy, but in the melancholics to sorrow and despondency only. But 
they who are mad are so for the greater part of life, becoming silly, and doing 
dreadful and disgraceful things ; but those affected with melancholy are not 
every one of them affected according to one particular form; but they are 
either suspicious of poisoning or flee to the desert from misanthropy, or turn 
superstitious, or contract a hatred of life. Or if at any time a relaxation takes 
place, in most cases hilarity supervenes, but these persons go mad.” 

He points out the recurrent character of the conditions, gives criteria of 
differential diagnosis, and concludes: “ The characteristic appearances, then, 
are not obscure ; for the patients are dull or stern, dejected or unreasonably 
torpid, without any manifest cause : such is the commencement of melancholy. 
And they also become peevish, dispirited, sleepless, and start up from a dis- 
turbed sleep. Unreasonable fear also seizes them, if the disease tend to increase, 
when their dreams are truc, terrifying and clear; for whatever, when awake, 
they have an aversion to, as being an evil, rushes upon their visions in sleep. 
They are prone to change their mind readily ; to become base, mean-spirited, 
illiberal, and in a little time, perhaps, simple, extravagant, munificent, not 
from any virtue of the soul, but from the changeableness of the disease. But 
if the illness become more urgent, hatred, avoidance of the haunts of men, vain 
lamentations ; they complain of life and desire to die. In many, the under- 
standing so leads to insensibility and fatuousness, that they become ignorant 
of all things or forgetful of themselv es, and live the life of the inferior animals.” 

Melancholia, like mania, Aretzus would localize in the hypochondrium, 
and he would have it the fundamental form, from which other psychotic 
varieties develop—a doctrine that lasted until the end of the nineteenth century. 

Asclepiades and his follower, Celius Aurelianus (3), though important in 
the general history of psychiatry for their advocacy of rational therapy, have 
little to say about melancholia ; the latter of them points out the distinction 
between the mood-disorders of mania and of melancholia. Celsus (4), another 
of that period, and greatly productive, includes many depressive states under 
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the heading “ phrenitis’’; he classifies partly according to duration, and 
speaks of “ another kind of madness which continues a longer time and goes 
no further than a sadness ’’, and of a “ third kind of insanity, the longest of 
all, insomuch as it does not shorten life. There are two species of this. In 
some the deception arises from false images. . . . If imaginations mislead, 
first of all it must be observed whether they be melancholy or merry ". He 
classes melancholia among the partial deliria (general delirium being mania). 
His treatment is a curious mixture of very good and very bad. 

Galen (5), living in the second century, developed the humoral pathology. 
Hippocrates (1) had insisted on the importance of the brain: "^ Men ought to 
know," he wrote, “ that from the brain, and from the brain only, arise our 
pleasures, joys, laughter and jests, as well as our sorrows, pains, griefs and 
tears. . . . Itisthe same thing which makes us mad or delirious, inspires 
us with dread or fear. . . . The corruption of the brain is caused not 
only by phlegm, but by bile. You may distinguish them thus. Those who 
are mad through phlegm are quiet and neither shout nor make a disturbance ; 
those maddened through bile are noisy, evil-doers and restless, always doing 
something inopportune.” Galen agrees with this in general—"' if we were 
well acquainted with the physiology of the brain, we should assuredly find in 
its pathological condition both the place and nature of the remedy "—but 
when he comes to speak about the humours and the part they play, he expresses 
not hopes and apodoses, but assured opinions. Melancholia depends on a 
superfluity of black bile “ in the very substance of the brain ” ; the melancholy 
humour is a condition of the blood, “ thickened and more like black bile, which, 
exhaling to the brain, causes melancholy symptoms to affect the mind ". He 
attacks Erasistratus for denying this. Under the designation “ melancholia "' 
he describes indubitable schizophrenic pictures, and he agrees with Hippocrates 
as to the relation between epilepsy and melancholia. 

There is in Plutarch an admirable description of one afflicted with religious 
melancholy, but it is proposed to abstain here from those citations out of non- 
medical writers and discussions about the madness of famous personages, 
from Hercules onwards, which are common in articles of this kind, but belong 
less to the history of psychiatry than to its belles-lettres. 


THE MIDDLE AGES AND AFTER. 


From the time of Galen there is a long blank in occidental psychiatry. 
The influence of the Church was unfavourable. Demonology became the 
speculative foundation of thought about mental disorders. Exorcists continued 
through the Middle Ages the tradition of priestly intervention, long known 
among the peoples of antiquity. Religious value was placed on many of the 
signs of mental disturbance. In the East, and especially in Turkev, matters 
were better, but in Christendom, apart from a Greek survivor like Paulus 
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A:gineta (6) and an occasional later voice like that of Jean le Charlier (7), 
belief in demoniacal possession, incubi and succubi, witchcraft, lycanthropv 
and such like usurp the place of medicine in this field. With the sixteenth 
century there is a gradual revival of empirical medicine in the study of insanity, 
characterized in part by a reversion to the teachings of Hippocrates and Galen, 
and by attempts at classification and a recognition of natural causes associated 
with the names of Paracelsus, Weyer and Plater. 

In their views on melancholta, the majority of the writers of the first half 
of the sixteenth century repeat what Galen had said. Thus, Vallesius (8), 
in his Tractatus Medicinalis and his Methodus Medendi (1559-1589), compares 
and judges previous views about melancholia and gives as his own opinion 
‘“ melancholia morbus non fit sine melancholia succo, genito aut in ipso cerebro, 
si est affectus proprius; aut alibi si est per consensum . . . intemperies 
facit succum nigrum, nigrities obscurat spiritum, obscuratio spiritus facit 
metum et moestitiam ” (‘‘ The disease ‘melancholia’ does not occur unless 
there be a melancholic tumour generated either in the brain itself (if it is 
primarily affected) or elsewhere (if it is affected consensually) . . . the 
disturbance causes black juices; these obscure the spirits, and hence come 
fear and sadness"). This is said with more to the same purpose also by 
Montanus (9), Cappivacci (10), Nicolas Piso (11), Walter Bruel (12), Gregory 
Horst (13) and others of note in their time, whose works the laborious Laehr 
has collected. Rondelet of Montpelier (14) (1507-1566) said that melancholia 
arose from a mere defect of the brain, or consensually from suffering of the 
whole body, or, finally, from the stomach as melancholia hypochondriaca, thus 
recalling Galen's (5) view, akin to that of Diocles of Carystus, that there is 
a melancholy that arises from the stomach. Similarly, Hieronymus 
Mercurialis (15) (1530-1606) emphasized the occurrence of disorders of digestion 
in all cases of melancholy, and said that there was also affection of the heart 
in them, which accounted for their special fears—a view developed forty years 
later by Daniel Sennert (16). Among thes rs, elimi melancholic 
humours by purgation, clv sters, blood- -letting and baths, the use of hellebore, 
the specific from Anticyra, apphcation o aromatic poultices, vesicants, leeches 
around the anus, cautery to the skull witli-Tong-maintained suppuration 
and finally working on the patient's imagination are the Weapons for combating 
the frigida intemperies cerebri, affectio tenebricosa. 

Felix Plater (17) (1536-1614), the Basle professor, is justly eminent for his 
attempt to build up an empirical psychiatry by classifying the diseases according 
to their nature and setting up empirically recognized varieties. Of his four 
divisions of insanity, the third, “ mentis alienatio ", includes melancholy 
and hypochondriasis among its subdivisions. 

For the rest of the sixteenth and the seventeenth centuries there are Prosper 
Alpinus (18) (1553-1616), who gives a good description of melancholia and 
recommends warm baths for it, Riverius of Montpelier (19) (1589-1655), s who 
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says that there is a proximate cause, a poison generated in the body, which can 
be taken up and developed best in the atrabiliar constitution, Waldschmidt 
(20) (1644—1687), of the chemical school, who thinks melancholia arises from 
abnormal fermentation in the organism, Tozzi (21) (1638-1717), who reverts 
to Hippocrates' definition, Bellini (22) (1643-1 3-1704), who gives a good descrip- 
tion, especially of the aboulia and psychic inhibition, and Hoffman (23) (1662), 
who, like the Englishman, Sir George Ent (24) (1667) and id others of the time, 
advised blood transfusion in melancholia, as in mental disorders generally. 
Of other Englishmen may be mentioned J. Johnston (25) (1603-1675), who 
follows Aretzus in his views on melancholy, Sydenham (26) (who appears 
as an ardent phlebotomist, a Sangrado of the gloomy), and the illustrious 
. Thomas Willis (27). Willis has been described as the father of modern cerebral 
physiology ; he regarded the '' animal spirits " as the principle of sensation 
and movement—they are separated out in the brain from its blood ; he sought 
to find the channels through which these animal spirits flowed during mental 
activity, and to defect or spoiling of them he attributed such disorders as 
melancholia. Sydenham appears to have adopted these views. 


THE EiGHTEENTH CENTURY. 


A fresh period, in which the interaction of physical and mental factors 
is discussed and psychology brought nearer to practical medicine, begins 
with the influence of G. E. Stahl (28) (1660-1734), exercised through his 
animistic doctrine. Paracelsus (20) and, after him, van Helmont, (30), had 
sald that mental disorders sprang from anger, fright and other effects of the 
mystical Archeus, the life-principle, anima sensitiva, the seat of which is in 
the stomach, and which builds up the organism and dominates all "vital 
phenomena. Stahl, equally a vitalist, pointed to the influence of the psychic 
life on organic phenomena ; these processes are united into one whole in the 
living organism by the motus tonico-vitalis; thereby all the single functions 
and organs express themselves in one animal economy as instinct in the healthy 
state, in morbid conditions as vis medicatrix nature ; mental disorders are an 
abnormal relationship of the soul, inhibited in its regular working by a strange 
motive (idea), which arises either from the senses, or from other bodily functions, 
or from the mood. It is not appropriate here to deal further with his views, 
essentially dualistic, on the genesis of mental disorder; they were carried 
into a later period by Zückert (31) (1737-1778) and Unzer (32) (1727-1799). 
The former described patients with strong “ imaginations ” in whom all other 
senses and feelings are suppressed, thinking only of the subject which makes 
the imagination so lively ; if this state be conjoined with lasting sadness, 
that is melancholia. Other currents in medical thought towards the end of 
this period are recalled with the names of Mesmer, Gall and Spurzheim, and 
Lavater, but they have no particular bearing on melancholia. The main 
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features of European writings on psychiatry during this period (presently 
o be described, so far à oncern mefancholia, under national headings) 
are new classifications, search after bodily changes, especially in the brain, 
and crude attempts to apply psychological principles in treatment. There 
is also a large sediment of Galenical teaching in Friedrich Hoffman (33) 
(166071743), who considers the proximate cause of melancholia to consist 
in a rush of thick blood to the brain, its stagnation there and impeded return. 
Tt will not be amiss to consider first the place cT melancholia im the general 
nosological systems, more varied than in the last period. Vogel (34) (1724- 
1774) divides the morbi mentis into six : mania, melancholia, fatuitas, stupiditas, 
amentia and oblivio. Boissier de Sauvages (35) (1706-1767) divides insanity 
into three orders. the twcronleriswiorbe deliri, and includes mania and melan- 
choha ; the cause of them is a material one, located in the brain, the sense- 
organs or the arrangement of the nerve-fibres. Melancholia is “ chronicum 
sine febre meditabundum paucis objectis affixum delirium" (“a chronic 
afebrile, brooding delirium fixed on a small number of objects "). Among his 
second order, the morbi imaginarii, is hvpochondriasis ; the third order is 
morbi morost. This is followed by Michael de Valenzi (36), in whose system 
the influence of Linnaeus may be discerned ; Linnaeus had divided mental 
disorders on formal grounds into ideal, imaginary and pathetic, melancholv 
being one of the pathetic. Valenzi classes all the forms as vesanie. Metzger 
(37), writing in 1793, separates feeble-mindedness (mentis imbecillitas) from 
insanity. True insanity is either febrile or chronic; if chronic, it is often 
ushered in by melancholia-Za state of the mind in which it is occupied with sad 
pictures and iori Sooner or later melancholia passes over into chronic 
insanity—a view tbát culminated long after in Kahlbaum's vesania tvpica. 
Kurt Sprengel (38), the medical historian, divides disorders “of mood into 
melancholia, mania and fatuity. The essence of melancholy lies in an obstinate 
fixation of attention on one object and in mistaken judgment about it ; from 
this one-sided activity result the feelings of inactivity and the sad mood ; as 
proximate cause he assumes such an irregularity in the use of the brain’s energy, 
that it becomes active only with one definite idea, all other having a weakened 
effect. Drevssig's (39) Classue ation (1770-1809) shows well the changes of 
meaning that the term " melancholia” was undergoing. He collects all 
mental disorders into three forms—mania, melancholia, imbecility ; melan- 
cholia is a partial insanity, or a partial (aure of f judgment and reasoning 
capacity, limited to one or a few subjects; it may be true or false; true 
melancholia is bound up with a lasting sad mood, false melancholia with 
indifference or cheerfulness ; raging melancholy as the highest form approaches 
mania. This is clearly a very important distinction between “ true " and 
“ false" melancholia. The proximate cause of melancholia he took to be a 
disturbed balance between the power of judgment and the power of imagination. 
It is distinguished from hypochondria and hysteria on the ground that in the 
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latter, irritability is specially increased in the abdominal viscera. As to the 
relation between mania and melancholia, just alluded to, the famous aphorisms 
of Herman Boerhaave (40) contain a similar opinion. Boerhaave regarded 
mania as a higher form of melancholia: ‘‘ si melancholia eousque increscit 
ut tanta accedat agitatio liquidi cerebrosi qua in furorem agantur saevum, 
mania vocatur ” ( if melancholia go so far that the agitation of the cerebral 
fluid causes the patients to go raving mad, it is called mania") ; hesyncretized 
the prevailing nosological conception of melancholia in his definition of it as 
“ille morbus in quo zger delirat diu et pertinaciter, sine febre, eidem fere et 
uni cogitationi semper affixus ” (“ that disease in which the patient is long and 
obstinately delirious (deluded), nearly always dwelling on one and the same 
thought, but without having any fever ’’)—almost identical with the earlier 
one of Johnston. The relation of mania and melancholia had been considered 
by Boerhaave ; Mor agni (41), more akin to later writers, denied in his De 
sedibus et causis Morborum (1761) any complete distinction between the two : 
“ Melancholie autem mania ut Willisii utar verbis in volumine eodem prolatis 
in tantum affinis est ut hi affectus sæpe vices commutent et alter uter in alterum 
transeat ; quin sepius dubitantes medicos videas hinc taciturnitate et metu, 
hinc loquacitate et audacia in eodem agro subinde alternatis, melancholicum 
an maniacum pronuntient " (“ Mania, to use the words of Willis, is in so far 
akin to melancholia that these disorders often change from the one into the 
other, and so you may often see physicians doubting whether they should call 
a patient melancholic or maniac who alternates between talkative boldness 
and frightened silence "). This sounds a little like a reference to catatonic 
excitement, rather than mania. The Dutchman, Schim (42) (1779), went a 
step further and described periodic outbursts, and Philippe Pinel (43) described 
periodic insanity in more detail in 1798, concluding that the periodicity had 


no connection with the nature of th@tauses, and that the original site of this 


malady was in the region of the stomach, whence the attacks radiated. Fifty 
— Before concluding these general considerations, a brief note on the therapv 
of melancholia as advocated by most writers of the eighteenth century may 
be added. Drugs were of all sorts, the most favourable being anagallis, arsenic, 
bellàdonna, datura stramonium, phosphorus, tartar and other emetics and 
purges. Electricity was occasionally employed. Asses’ blood was highly 
recommended, even 1 regarded as a specific (Cardilucci (44) ; Boenneken (45)). 
Boerhaave (40) recommended hvdro-therapy : “ precipitatio in mare, sub- 
mersio in eo continuata, quamdiu ferri potest, princeps remedium est "'. 
(‘‘ Plunging into the sea, immersion for as long as it can be borne, is the chief 
remedy "). Likewise John Ferriar (46) (1763-1815), who in his Medical 
Histories and Reflections advised warm baths to soothe mania, cold baths for 
melancholia. Some used immersion as a punitive or minatory remedy. 
Music was recommended as treatment for melancholia by French writers 
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(Col de Villars (47), 1737, Buchoz (48), 1769) ; was there not King Saul in 
Holy Writ to attest its efficacy? Not all measures were so gentle. The 
barbarous methods of general management, including the whirling chair which 
Avicenna (49) long before had advised in melancholia to direct the blood into 
the proper parts, need no further mention here. 


ENGLISH WRITERS OF THE PERIOD. 


It is convenient to consider separately and in some detail the contributions 
of English physicians of the eighteenth century to this subject of melancholy. 
The ' spleen ”, rb v cq bou door peculiarly incident on the 
English—'' maladie Anglaise ’’—was explored by Burton, by the essayists of 
the Spectator and Boswell’s Hvpochondriac with curious and familiar concern. 
Doctors were not behind in this. Cheyne (50) wrote a book, The English 
Malady, or a Treatise of Nervous Diseases of all kinds, as Spleen, Vapours, 
Lcowness of Spirits, Hypochondriacal and Hysterical Distempers (1733), and he 
discussed the great frequency of suicide among the English. Montesquieu, it 
may be mentioned here, was corrected by Philippe Pinel (43) for falling into 
this error of regarding suicide without evident motive as a malady peculiar 
to the English, though Pinel himself believed sufficiently in the national gloomi- 
ness to write: ''On doit peut-être admirer la malheureuse fécondité des 
Anglais en expressions énergiques et propres à exprimer les perplexités extrémes, 
l'abattement et le désespoir des mélancoliques, méme dans leurs ouvrages de 
médecine, et indépendamment de leurs romans et de leur poésie " (“ One ought 
to admire perhaps the unfortunate richness of the English in vigorous expres- 
sions for thc extreme perplexitv, dejection and despair of the melancholic in 
their medical works, quite apart from their novels and poetry "). Benjamin 
Fawcett (51), though probably without medical training, published at Shrews- 
bury in 1780 his Observations on the Nature, Causes and Cure of Melancholy ; 
especially of that which is commonly called Religious Melancholy ” ; he regarded 
it as a bodily_illness, working on the mind commended, tnter alia, 
rubbing the skin with a brush. 

.. À more notable name is that of William Cullen (52), described by Kornfeld 
as "the creator and founder of the theory and practice of psvchiatry in 
England ". He classed vesanie or “ lesions of the judging faculty " as one 
of the orders of neurosis, excluding from this order the hallucinations and the 
morositates—" the morositates, or erroneous passions, that accompany vesania, 
which as consequences of a false judgment, must be considered as arising from 
the same causes, and as symptoms only of the more general affection ". The 
vesanie he subdivided into delirium (erroneous judgment, the meaning it still 
bears in France) and fatuity (weakness or imperfection of judgment). The 
nervous power or cerebral activity “is, at different times, in different degrees 
of mobility and force. To these different states I beg leave to apply the terms 
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of excitement and collapse. . . . To that state in which the mobility and 
force are not sufficient for the ordinary exercise of the functions, or when-they 
are diminished from the state in which they had been before, I give the name 
of collapse ". He deplored the present incapacity to distinguish the several 
species of insanity according as they depend upon “ the different state and 
circumstances of the brain ", and deprecated “ the ingenious Dr. Arnold's 
distinction of varieties: ‘‘ these varieties appear to me to be often combined 
together, and to be often changed into one another, in the same person: in 
whom we must therefore suppose a general cause of the disease i 
Mania he believed to occur ‘‘ most frequently in persons of a melancholic or 
atrabilarian temperament " as well as in the sanguine. The genus melancholia 
he described as a partial insanity, but speedily pointed out his doubts as to 
the justice of this: “ I am inclined to conclude that the limits between general 
and partial insanity cannot always be so exactly assigned . . ." He 
considered it improper to distinguish melancholia by the character of partial 
insanity alone: “ If I mistake not, it must be chiefly distinguished by its 
occurring in persons of a melancholic temperament, and by its being always 
attended with some seemingly groundless, but very anxious fears." He gave 
the differential points between it and hypochondriasis, which is one of the 
“ adynamie ” 

Another important figure is John Brown (53) (1735- 1788), who declared 
insanity to be a disease, not of a single part, but of the whole body, mostly 
caused by excessive exertions c of the mind—3jole ions. His views on 
excitement, the sthenic and asthenic states, which reverted to the doctrine 
of Haller, had a considerable influence upon psychiatry in England and 
elsewhere, especially as to therapy ; in this regard it was a most unhappy 
influence. He strove to excite the opposite passion in the patient to that 
which was evident and operative ; thus he would rouse a melancholic from his 
torpor by the cruellest alarms. 

Thomas Arnold (54), in his Observations on Insanity, published at Leicester 
in 1752 and 1786, shows himself an inveterate drawer up of schemes and 
Categories, applied also to the analysis of melancholia, its forms, etiology and 
prophylaxis. Linnaus is his pattern. Richard Temple (55) (1792) defines 
melancholy as chronic disorder of the understanding in certain things, with 
"sadness and rumination, the proximate cause being too great a dryness of the 
brain substance. W. Perfect (56) (1740-1789) was one of those who used 
————À . a t  AEE —————— ; 
electricity in treating melancholia ; h€ gave careful descriptions of the somatic 
symptoms in his Select Cases (1787), and laid emphasis on inheritance. A 
Harper (57), who confidently wrote A Treatise on the Real Cause and Cure of 
Insanity, in which the Nature and Distinctions of the Disease are Fully Explained, 
and the Treatment Established on New Principles (1789), considered there were 
two sorts of mental disorder besides insanity—melancholia and hypochondria. | 
His bold claims as to treatment are not unjustified ; he would have the body 
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looked to as well as the mind; phlebotomy, diaphoretics, purges, diuretics, 
camphor, quinine, exercise, change of air, warm baths, music, sleep and 
moderate copulation shall be accompanied by the avoidance of all irritation 
and unnecessary restraint ; isolation he declares especially harmful. One 
should try to discover the cause of distress, then remove it, give way to every 
sensible idea, avoid all exhausting activity of the mind, and prevent all 
unpleasant ideas and overstrung impressions. If these rules could be carried 
into practice early in the disorder, it would become exhausted and its progress 
stayed, he held. This was indeed admirable doctrine for the times. Faulkner 
(58), in his Observations, etc. (1790), is all for psychic treatment of the condition, 
and against the custom of immediately putting the patient into an asylum, 
since the sudden change of place and removal from all acquaintances may be 
harmful. Pargeter (59), writing in 1792, describes some cerebral changes in 
melancholia, but refrains from drawing any conclusion, remarking that it is 
uncertain whether these are cause or effect of the disease—a dilemma not 
unknown in later times. Among other remedies he liked snuff, which clears 
————— pui E . 
out unclean lymph from the respiratory passages and sinuses, and, especially 
in melancholia, shakes up The-whok-Dody thiouem Smeeztng i gh sneezing, and stimulates 
the nervous system. He recommended rubbing the belly with flannel Tor half 
an hour morning and evening—not unlike Fawcett, who used a brush instead 
of flannel. Pargeter, it may be mentioned, denied any influence of the moon 
in lunacy. 

Better known than these is J. Haslam (60), one-time Apothecary to Bethlem 
Hospital. In his Observations, etc. (1798), he discussed thè relationship of 
mania and melancholia: ‘‘ As the terms, mania and melancholia, are in general 
use, and serve to distinguish the forms under which insanity is exhibited, 
there can be no objection to retain them ; but I would strongly oppose their 
being considered as opposite diseases. In both, the association of ideas is 
equally incorrect, and they appear to differ only from the different passions 
which accompany them." He objects to Ferriar’s insistence on “intensity 
of idea " in melancholia, and writes of the alternation of (schizophrenic) 
excitement and depression, '' when the furious state is succeeded by melancholy, 
and after this shall have continued a short time, the violent paroxysm returns, 
the hope of recovery is very slight. Indeed, whenever these states of the disease 
frequently change, such alternation may be considered as unfavourable ”. 
For melancholia he recommends blood-letting, but has little use for the other 
measures, such as emetics, ; opium, blisters to the head, and setons, 
then customary. Alexander Crichton's (61) Inquiry, ec. (1798), contains a 
psycho-pathological system unlike anyone else's, depending om a division of 
excitable parts, occasionally reminding one of Broussais’ (62) De l'Irritation. 
The passions, according to Crichton, work on the nerves by means of the 
blood-vessels, and melancholia is the outcome of inhibition of vascular activity 


in the nervous system. Less fanciful and more intellectualistic were the views 
pe MENU 


1934. BY AUBREY J. LEWIS, M.D. II 


of James Sims (63) (1799), who considered melancholia to be a condition where 
imaginations of unpleasant experiences were mixed with correct recollections, 
the sufferer arriving from such faulty premises at formally correct conclusions. 
This was largely a restatement of John Locke’s (64) view. 

Of these English physicians, Philippe Pinel (43) wrote with severity : “ Un 
examen sévère et impartial n'y fait découvrir qu'une manière vague de disserter, 
des compilations répétées, des formes scolastiques, et quelques faits épars 
qui servent de temps en temps de points de ralliement, sans offrir un corps 
régulier de doctrine fondée sur les observations les plus multipliées ” (‘‘ Severe 
and impartial examination discloses in them only a vague style of disquisition, 
repeated compilations, scholastic forms and some scattered facts which 
occasionally serve to hold the thing together, but do not make up a regular 
body of doctrine founded on many observations "). He is here talking of 
Arnold, Harper, Pargeter and Ferriar. For Perfect's Annals of Insanity he 
has high praise so far as it contains curious and valuable observations on 
different varieties of insanity, but he exclaims: '' Qu'il y a loin de ce recueil 
à un corps régulier de doctrine, à un traite général et approfondi sur l'aliénation 
mentale ! " (“ What a long way this collection is from being a regular body of 
doctrine, a general and thorough treatise on mental disorder! ’’). 

As to other countries, French and German writers are to be considered ; 
the Italians are represented by Chiarugi (65), who supposes in melancholia 
a pre-occupation with one idea, presented by phantasy, the whole state being 


a product of sad passions ; the patients should have their attention distracted. 


PINEL AND OTHERS. 


’ 


In France there are Lorry (66) (1762), for whom “ melancholia " covers 
almost the whole range of mental disorders, including hysteria and epileptic 
convulsions, Le Camus (67), who denies psychic causes, J. F. Dufour (68) 
(1770), who follows Boerhaave's teaching, and the illustrious Philippe Pinel. 
In his Traité Médico-philosophique sur  Aliénation Mentale, Pinel says: “ J'ai 
conservé le nom de délire mélancolique à celui qui était dirigé exclusivement 
sur un objet ou une série particuliére d'objets, avec abattement, morosité, 
et plus ou moins de penchant au désespoir, surtout lorsqu'il est porté au point 
de devenir incompatible avec les devoirs de la société ” (" I have kept the name 
‘melancholic delirium ' for the variety that was directed exclusively upon one 
object or particular series of objects, with dejection, gloom and more or 
less tendency to despair, especially when it goes so far as to become incompatible 
with one's duties in society "). In the section of ''mélancolie ou délirie 
exclusif ” he speaks first of melancholy as a habitual temperament (using it in 
the sense of Napoleon's remark, '' cependant sans cette maudite bile on ne 
gagne pas de grandes batailles') ; he then describes melancholy considered 
as a mental disorder, and includes quite exalted states (chiefly paranoiac) as 
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well as depressive ones. He speaks of melancholia “ degenerating " inte 
mania, but his illustrative Case Is of a paranoid schizophrenic. He treats of 
üicmelandiol that Icd to suicide and gives some vivtd case-histories. He 
points out the danger of sending patients home too soon. 

In Germany one picks out the names of Philipp Fischer (69) (1790), whe 
asserts that to understand these causes properly one must get Chronological 
data to permit of studying the whole psychological state of the patient—what 
is nowadays called “ the longitudinal section " of the case; and of M. A. 
Weickard (70), who makes the division of mental disorders into '' Geistes- 
krankheiten " and ‘‘ Gemütskrankheiten ". In the mood-diseases one will find 
lively affective qualities of mood or slow depressed retiring ones ; among these 
latter are sleepiness, fatigue, sadness, depression, envy, shame, fearfulness. 
anxiety, despair, suicide. Simple depression and simple mania he thus regards 
as disorders of mood; while depression and excitement with delusions are 
included among the ‘‘ Geisteskrankheiten ", subsection “ Wahnsinn, Insania " 
Where the patient is confused and deluded through preoccupation, sadness or 
other passion, it is melancholia ; if he is raging, it is mania. The philosopher, 
Immanuel Kant (71), expressed general views about insanity in his Anthropologie 
(1798) ; he divided the “ Gemütskrankheiten " into mania and hvpochondria. 
Melancholia is not quite a disorder of mood for him, but can lead to that: 
like hypochondria it may be a mere delusion of misery. J. G. Langerman (72 
a follower of Stahl, advised that in diagnosis one should take carefully into 
consideration the somatic constitution and individual psvchic character, 
with especial emphasis on the tendency to phantasy. Finally, there is an 
interesting anonymous paper (73), Beobachtungen und Erfahrungen | über 
Melancholische, by a gaol chaplain, in which melancholy is said to be that 
state of mood in which dark and confused ideas and sad and apprehensive 
feelings prevail. 


ESQUIROL TO GRIESINGER. 


The next period starts with Esquirol(75) at the beginning of the centurv, 
and ends with Griesinger, half-way through it. There is great preoccupation 
with methods of classifying the forms of insanity ánd interest in their course 
and relations ; description becomes more 


detailed. 

Esquirol (75), following Pinel, assumed four varieties of mental disorder : 
Mania, monomania or txed delusion, dementia and OEY, For depressive 
states, once called melancholic, he introduced the term "lypemania ", and 
instead of “melancholia” in its current Sense at that time, fie substituted 
“monomania ". The meaning of the word “ melancholia " had been much 
perverted and extended—the ^" angor animi" of Aretwus had become 
insignificant, while the “íin una cogitationt defixus atque inherens " of his 


definition was all important. The blame for this shift has been laid at the 
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door of Reil and Hoffman, but it was much older ; it is to be found in Daniel 
Sennert, and very plainly in Boerhaave. By Esquirol's time it was the parent 
of confusion. Prichard (74), defending it, pointed out that in ordinary Greek 
writings, in Aristophanes, for example, usay xvoÀav meant simply to be mad, 
to be out of one's mind, without any lowness of spirits; but there was 
the special medical significance, given first by Hippocrates, and for long 
generally preserved, a usage firmly established, moreover, in popular speech. 
Esquirol did not get rid of the word, but through his criticism it was purged 
of accretions and returned to its proper use. Of lypemania Esquirol wrote: 
‘“ nous la croyons bien définie en disant que la mélancholie avec délire, ou 
la lypémanie, est une maladie cérébrale caractérisée par le délire partiel, 
chronique, sans fiévre, entretenu par une passion triste, débilitante ou 
oppressive " (“we believe that this is a good definition: melancholia with 
delirium, or lypemania, is a chronic afebrile cerebral malady, with partial 
delirium, kept up by a sad debilitating or oppressive emotion '"). He separates 
if from “the habitual state of sadness in some individuals ” and from mono- 
mania: '' (Celle-ci) ne saurait étre confondue avec la monomanie qui a pour 
caractère les idées exclusives avec une passion expansive et gaie”’ (" It should 
not be confused with monomania, which is characterized by exclusive ideas 
with an expansive or cheerful emotion "). He also separated lypemania from 
dementia, and, with much emphasis, from hypochondria. As to the relation 
to mania, he wrote: “ La lypémanie passe quelquefois à la maine; c'est sans 
doute celle transformation qui a fait confondre la mélancholie avec la maine ” 
(* Lypemania sometimes passes into mania; it is doubtless this change that 
has caused melancholia and mania to be confused "). In his lively description 
of the condition he surpasses his predecessors in accuracy and completeness. 
His influence upon English psychiatrists, as will presently be seen, was con- 
siderable. Prichard, for example, dedicated his treatise to Monsieur Esquirol, 
"the most distinguished writer of his age on the subjects which I have 
endeavoured to investigate ”. 

Another writer in French was the Belgian, Joseph Guislain (76) (1797-1860), 
who assumed that every mental disorder was preceded by a more or less 
pronounced stage of depression—a view very generally adopted and later turned 
to the purposes of the Einheitspsychose. Among many opinions having a 
modern ring, Guislain advocated bed-treatment for melancholia. 

English psychiatrists of this period devoted much attention to asylum 
arrangements and humanitarian principles in treatment; in theoretical 
psychiatry, discussions of classification and of pathological changes in the brain 
were in the forefront. 

In his sober and admirable Description of the Retreat (1813), Samuel 
Tuke (77), though no doctor, gives a ‘‘statement of cases and remarks ”’ 
in which “ the cases are arranged under three classes, vtz., dementia, melan- 
cholia and mania. . . . Under the class melancholia, all cases are included 
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in which the disorder is chiefly marked by depression of mind, whether it is, 
or is not, attended by general false notions ”. 

In Philadelphia, on the other hand, Benjamin Rush (78) was advocating 
the opposed view. There are partial insanity and general fmsanity ; melan- 
cholia is partial insanity in which the delusions apply to external objects. 
The melancholic patient may be sad or cheerful; so there are two varieties, 
tristimania (Esquirol's lypemania), and amenomania (monomania, paranoia). 

Burrows (79), the maligned director of the Clapham Retreat, concluded, 
with Haslam, that “ mania and melancholia have one common physical origin, 
and are one and the same disease. All classification of mental disorders 
consequently appears to me worse than useless ". He discusses grief as a 
" frequent moral cause of melancholia—often owing to an hereditary pre- 
disposition, or the person is of the melancholic temperament ". Schizophrenia 
and paranoia contribute to his array of the symptoms of melancholia, as with 
so many other writers. He follows Esquirol in the main, but disagrees with 
his substitution of monomania for melancholia. 

Prichard (74), famous for his Moral Insanity—a term that has undergone 
a considerable change of meaning, but which, as he used it, included all affective 
disorders without delusions—says in A Treatise on Insanity (1835): “ A Can- 
siderable proportion amongst the most striking instances of moral insanity 
are those in which a tendency to gloom or sorrow is the predominant feature," 
and he gives a good clinical description of simple depressive states. Under 
the section “ Of Monomania ” he explains how this term is synonymous with 
the “ melancholia ” of earlier writers, and says, '' mental dejection or melan- 
choly which extinguishes hope and gives the mind up to fear and the anticipa- 
tion of evils, lays the foundation for many kinds or varieties of monomania ", 
and he includes hypochondriasis as a form of monomania associated with fear 
and despondency. 

M. Allen (80), in his apologia-born Essay on Classification (1837), regards 
mania and melancholia as ''effects of the same power being overactive in 
different directions "', likely to be followed by “a third stage, of exhaustion ''. 
Neville (81) (1836) regards melancholy as a partial affective insanity ; his 
views are manifestly coloured by phrenology, but do not otherwise differ from 
those of his contemporaries. Conolly (82), of Hanwell, the champion of '' no 
restraint ’’, describes mania and melancholia as “ the two principal forms of 
mental malady ” in his Croonian Lectures of 1849, but he casually differen- 
tiates apathy (? of early schizophrenia) from true melancholy in the following 
passage: “‘ Young persons not infrequently fall into a state somewhat resembling 
melancholia, without any discoverable cause of sorrow, and certainly without 
any specific grief; they become indolent, or pursue their usual occupations or 
recreations mechanically and without interest ; the intellect, the affections, 
the passions, all seem inactive or deadened, and the patients become utterly 
apathetic ; but the true melancholic patient is not apathetic. The mind sinks 
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under some imaginary fault " These are the chief writers early in the 
century. The thread of English psychiatry will be resumed with Maudsley. 

In Germany the psychiatrists were especially concerned with general 
questions concerning the nature and causes of insanity, with systematic 
divisions, for example, according to the affection of will, mood, thought 
(Neumann (83)), or ideation, sensation, instinct (Hagen (84)), and predominantly 
with the question of psychic versus somatic, which was the great question 
for the first four decades of the century. The philosophical foundations of 
psychiatry were speculated on at length, and if it were not for the interest 
and enthusiasm of which these writings were indicative, one would find much 
pertinence in Burrows’ (79) dictum: “ The best rule, however, for everybody 
to observe when attempting a judgment on any particular case of insanity 
is to take care and preserve his own faculties clear, and as free from the mysti- 
cism of speculative philosophy as from the trammels of nosology." Of the 
numerous writers before Griesinger there are few who possess interest in the 
present connection ; the different schools became known to English readers 
especially through the Sydenham Society's translation of Feuchtersleben's (85) 
Medical Psychology. Feuchtersleben included melancholy (lypemania, para- 
thymia), in the restricted sense, in the general division “ fixed delusion ’’, the 
monomania of Esquirol. 

Flemming (86) divided the vesanie into dysthymia (affective disorders), 
ancsia (where there are delusions with dysthymic phenomena that are of 
secondary significance) and mania. Zeller put forward an interesting division 
into two great groups; one characterized by the morbid origin, dominance 
and persistence of affective states with consequent modification of the whole 
psychic life; and another, where there are disorders of ideation and will, 
deriving not from dominance of an affective state, but representing an inde- 
pendent false thinking and willing without deeper excitation of mood, mostly 
with the character of psychic weakness. If the first of these groups be called 
affective disorders, and the second schizophrenia, with an allusion to Berze's(89) 
view about insufficiency of psychic activity in the latter, the differentiation 
seems modern. In Zeller's (87) Berichte über die Irrenanstalt Winnenthal, 
1840, however, it is held that the states contained in the first group, in the 
majority of cases, precede the states of the second group ; further, there is 
within the first group a certain definite succession of individual kinds of affective 
state, and so we come to regard insanity as showing in its different forms 
different stages of one disease process which may be modified, interrupted, 
changed by all sorts of intercurrent pathological happenings, but which, on 
the whole, keeps to a steady successive course which can go on to complete 
disintegration of psychic life—the Einheitspsychose. 

The most important name in ninete ntury psychiatry, if one except 
Kraepelin, is that of Gricsinger (55) (1817-1868). The general importance of 
Griesinger in the development of scientific psychiatry cannot be gone into here. 
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As far as melancholia was concerned, he accepted Zeller’s (87) view of “ two 
grand groups or fundamental states of mental anomalies, which represent the 
two most essential varieties of insanity " ; he pointed out that in the first group 
were all the recoverable conditions: semeiology, psychological analysis 
and investigation of morbid anatomy all point towards recovery in these 
primitive affective mental anomalies. In this group are contained depression 
(Schwermut), mania, and delusional insanity. Among the forms of Schwermut 
are hypochondria, simple melancholia, melancholia with stupor (in which the 
schizophrenic form, regarded by Esquirol as dementia, is discussed also), 
melancholia with destructive tendencies (suicidal or homicidal), and melan- 
cholia with persistent excitement of the will (folte raisonnante, moral insanitv, 
psychopathic character). Schizophrenia in its earlier stages was regarded bv 
him as one of the affective disorders: '' Observation shows that in the great 
majority of cases those conditions which form the first leading group (emotions 
and emotional states) precede those of the second group; that the latter 
generally appear only as consequences and terminations of the first, when the 
cerebral affection has not been cured." He agrees with Guislain (76) that most 
mental diseases commence with depression, and says he has no hesitation in 
speaking of the stadium melancholicum as the initiatory period of mental 
disease. 


MAUDSLEY. 


The influence of Griesinger gradually made itself felt in England. His 
book was translated for the New Sydenham Society in In 1863 Dr. 
Skae (90), of Morningside, had propounded a scheme of classification with 
eetiological bias, containing twenty-five separate diseases, of which Blandford 
(91) wrote in 1871, “ The merits of this division are so great, and its superiority 
over all preceding so manifest, that it requires little or no comment ". It 
received, however, a great deal of comment, some of it critical, was modified 
by Batty Tuke (92), widely approved, and, with Bucknill's elaborate divisions, 
marks the height of classifying activity in England. But in 1868 one finds 
Henry Maudsley (94) putting forward a simpler view. The main changes 
of opinion in England during the rest of the century can in large measure be 
followed in the successive editions of his book, The Pathology of Mind. To 
trace these changes in some detail is at once relevant and pious in one who is 
writing from the Maudsley Hospital. 

Following in the steps of Prichard (74), and influenced by Esquirol (75), 
Maudsley gives, in the edition of 1868, a symptomatological grouping into 
affective and ideational insanity which, in some of its implications, recalls 
Griesinger: ' If a broad division were made of insanity into two classes, 
namely, insanity without positive delusion and insanity with delusion—in 
other words, into affective insanity and ideational insanity ; and if the sub- 
division of these into varieties were subsequently made—would not the 
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classification, general as it may appear, and provisional as it should certainly be 
deemed, be for the present preferable to one which by postulating an exactness 
that does not exist, is a positive hindrance to an advance in knowledge ? ” 
“ The affective disorder is the fundamental fact; in the great majority of 
cases it precedes intellectual disorder; it co-exists with the latter during its 
course ; and it frequently persists for a time after this has disappeared.” 
'“ A third objection to an adherence to the present artificial classification is 
that it has unquestionably fettered observation, and hindered the faithful 
study of the natural history of insanity. The different forms of affective 
insanity have not been properly recognized and exactly studied because they 
did not fall under the time-honoured divisions; and the real manner of 
commencement of intellectual insanity in a disturbance of the affective life 
has frequently been overlooked." He recalls Guislain's and Griesinger’s 
observation that depression is often an initial stage in mental disorder, and 
adds that “ maniacal perversion of the affective life" may be equally a 
precursory stage. In his working out of this scheme, however, he is hampered 
by relics from the earlier writers. His affective insanity includes mania 
without delusions, melancholic depression without delusions, ‘‘ mental alienation 
proper '"' (moral insanity), and the insane temperament (neurosis spasmodica). 
Obsessions, compulsive disorders generally, phobias, etc., are included in it. 
As forms of ideational insanity there are acute and chronic mania and melan- 
cholia (which are called general forms), monomania and melancholia (partial 
forms), dementia, general paralysis of the insane, and idiocy. The significance 
of the relation of the delusions to the affective state, pointed out by Griesinger, 
is overlooked, hence the overlapping and the inclusion, in the clinical descrip- 
tions, of schizophrenic and true melancholic patients in the same grouping. 
Depressive states are actually described almost entirely under the heading 
“ ideational insanity ". There are adumbrations of a later adoption of 
Griesinger's view that there is but one disease, insanity : “ The different forms 
of insanity are not actual pathological entities, but different degrees or kinds 
of the degeneration of the mental organization—in other words, of deviation 
from healthy mental life.” 

The third edition (95) of Maudsley's book appeared in 1879. Of this there 
is an interleaved qopy, with his manuscript annotations, in the library of the 
Maudsley Hospital. There is here recognition of the occasional independence 
of the manifest affective state and the delusions. In regard to mania and 
melancholia with “ partial ’’ delusions (monomania and lypemania) he writes : 
‘ While the intellectual disorder is limited to a few ideas, the same thing can 
seldom, if ever, be said truly of the feelings ; they are more deeply and generally 
affected, and yield a constant nourishment to the delusion which is rooted in 
and fed by them. Were our observer to reside long enough in the asylum to 
watch the course which these mental disorders went through, he would notice 
that there took place in some instances a gradually increasing failure of mental 
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power with an increasing incoherence of ideas, the feeling that inspired the 
delusions waning in force, while the delusions themselves persisted and perhaps 
became more in number and more extravagant in character." He puts forward 
the view that where there are delusions not explicable as arising out of the 
affective disturbance, strong hereditary predisposition may be assumed ; 
this is summed up in a manuscript note, “ So calm and yet so deluded, he 
could never have developed that alone ” ; and in another such note he writes : 
“ Delusions not, as it were, the logical outcome of a predominant mood and 
coherent development, but independent, abrupt, of spontaneous outcome, 
as it were, have got themselves to be explained. The fact is, I take it, that 
it is with them as in dreaming, the supreme centres show their natural tendency 
to fashion or create, and to create according to their inbred form." The 
pragmatic inadequacy of his grouping of mental disorders is explicitly admitted, 
but not on just grounds: “ when we have to think how a particular case has 
been caused, what course it will run, how it will end, and what sort of treatment 
should be used, we do not so much consider whether the symptoms are mania 
or melancholia as we do what constitutional diathesis underlies, or what bodilv 
disturbance accompanies the derangement. It is certain that we get more 
help generally from the exact observation and appreciation of such bodilv 
states than we do from the mental symptoms alone; for example, whether a 
mental disorder is maniacal or melancholic is not of much moment, but the 
recognition of a gouty disposition, of a syphilitic infection, of a commencing 
paralysis, of a puerperal cause, and the like, will help us much." The clinical 
description of melancholia is full and admirable; though it is still included 
under “ideational insanity ”, the essential unimportance of the mere presence 
of delusions is plainly stated: “ at the beginning of melancholia in most cases, 
and throughout the disease in some cases, there is no definite delusion, the 
person is simply morbidly melancholic " ; the painful delusion “ has been 
precipitated, as it were, out of the vague feeling of unspeakable misery which 
is the medium in which its gestation or incubation has taken place ; and it 
takes different forms according to the person's culture and habits of thought, 
and according to the prevailing social and religious opinions of the time”. 
In one place he describes the alternation of hypomania and mild depression as 
an example of moral insanity ; elsewhere he alludes to Falret’s“ folte circulaire "’ 
as the succession of true mania upon true melancholia. 

In the last edition (96), of 1895, classification is scarcely mentioned (though 
in this it was not wholly representative ; the influence of 5kae and the earlier 
classifiers was still working in Clouston and others). The emphasis is now all 
on the individual, his inheritance and make-up—an evidence of French 
influences. The physician “ will reflect if he is wise, that there is no such 
disease as insanity, that there are really so many insane individuals to be 
treated in the concrete " ; in involutional melancholia “ here, as always, the 
right question is not whether the disease is one likely to end in recovery, but. 
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whether the particular sufferer from it, being what she is, is likely to recover "’. 
The manuscript notes in the earlier edition are elaborated and polished. ‘ Moral 
or affective insanity " is thrown overboard ; the importance of constitution 
(tinctured by Morel's (109) views on degeneracy) is underlined with fatalism ; 
it is “the inborn structure of the individual mind which determines whether 
disorder shall deepen into disorganization or shall pass away. . . . In 
this relation it is proper to remember and reflect that bad foundations of 
mental structure are laid, not by positive madness only in the parental stock, 


but by such wrong and unwholesome mental development in it. . . . Not 
that every degree and sort of neuropathic inheritance is fraught with so serious 
a risk. It is a question of kind and degree of degeneracy. . . . The 


heritage may amount to no more than an unstable equilibrium, prone to be 
overthrown suddenly and perhaps as suddenly restored. This is especially 
the case where there was an external cause of mental disturbance in some 
physical or moral shock, some stress or strain, not apparently adequate in 
itself, but adequate in the case, and where the disorder was acute." He is 
speaking here of mania, but has similar views as to melancholia and the alter- 
nating recurrent form, “ Janus-faced ". All depressive states, including 
hypochondriacal melancholy, are described together, with more stylistic 
effort and less detail than in the earlier books; the general features of the 
disorder replace or subsume the catalogue of individual symptoms. There is 
a striking account of the selfish and exacting claims which many melancholics, 
professing lowliness, make upon their relatives or nurses—an observation 
made again by Sigmund Freud. Maudsley, interpreting it, introduces specu- 
lations from neurology: '' But is all this self-indulgence the selfishness which 
it looks? It is the indulgence of a partial, maimed and morbid self. 
The probable pathological condition of things is an exorbitant and predominant, 
almost exclusive, activity of certain brain-tracts charged with sad feeling 
entailing a molecular sluggishness and, according to its degree, a 
lessened or suspended function of other tracts." Hughlings Jackson (97) 
had speculated in a more tentative and unprecise way about the nature and 
factors of insanity (1894), but this audacious playing with unsuitable physio- 
logical and neurological conceptions, an aberration in Maudsley, was a dominant 
vice in other English psychiatrists and, more soberly applied, was the 
characteristic in Germany of Wernicke (98) and his school. 


OTHER NINETEENTH CENTURY WRITERS. 


After this detailed examination of the manner in which Henry Maudsley 
considered the problem, there is little need to write further at length on English 
psychiatrists during the latter half of the nineteenth century. The influence 
of Prichard (74) and Skae (90), and less immediately. of Esqüirol (75) and 
Griesinger (88), was considerable among the earlier of them, such as Blandford 
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(or), Bucknill and Tuke (92), and Dickson (99); then come Sankey (roo) 
and Savage (101), the latter notably simple in his classification and clear in 
his pictures of types of disorder; he describes simple melancholia, active and 
passive melancholia, and melancholia with stupor ; he notices the relationships 
of melancholy with periods of life and with bodily disorders, such as gout, 
cardiac and renal disease. He speculates very little, and remarks in one place 
that “ wise men investigate while fools explain ". Bevan Lewis (102) devotes 
nearly half of his work on Mental Disorders to anatomy and structural pathology : 
in his clinical description of states of depression there is much psychologizing. 
He insists, however, as did Falret père (104), on the indivisibility of the mind : 
speaking of “ purely emotional or affective insanity " he remarks: “ So 
interblended are all the mental faculties in their mutual co-operation, that no 
such division can be drawn, in a strictly scientific sense, between the purelv 
emotional and the intellectual states. When we speak of emotional states, 
we must ever bear in mind that the term connotes more or less of the intellectual 
element of mind . . . feeling, memory, reason, volition; or rather that 
these are but different aspects of the same state ". The section (by Rayner 
(103)) on Melancholia in Allbutt’s System of Medicine covers no new ground 
and abounds in technical terms. 

In France Jean Pierre Falret (104), in 1851, drew attention to the diffe- 
rences between ordinary melancholia and the periodic variety. Then, in 1854. 
Baillarger (105) described to the Academy of Medicine his “ folic 3 double” 
forme ' ; there was a brief controversy as to priority, and Falret at the follow- 
ing session read his paper, De la Folie Circulaire. In this he points out the 
frequency and intensity of remissions and paroxysms in the course of mental 
disorder, and says that many grave errors have been the consequence of not 
considering this: '' C'est une des causes aussi pour lesquelles, dans l'étude des 
aliénations partielles, existe et se perpétue la doctrine de l'unité de délire, de 
la monomanie, doctrine si erronée sous le rapport de la science ” (“ It is also 
one of the causes for the persistence in regard to partial insanities of the 
scientifically erroneous doctrine of the sinlge delusion, of monomania ’’). 
Intermittent disorders “ont, le plus généralement, une invasion subite, une 
marche d'une continuité plus uniforme, moins paroxystique pendant l'accés ”’ 
("have most commonly a sudden onset, a more uniformly continuous less 
paroxysmal course during the attack "). Moreover, it resembles in all points 
precedent attacks, and, as against the opinion of earlier and of contemporary 
authors, "la durée de chaque accés peut étre et est souvent plus longue, à 
mesure que la malade avance dans la vie, mais c'est une urreur de croire que 
la folie intermittente finit toujours par devinir continue. C'est là, au contraire, 
un fait trés exceptionnel " (“ The duration of each attack can be and often is 
longer with advancing years, but it is a mistake to believe that intermittent 
insanity always ends as continuous insanity. On the contrary, that is very 
rare"). Most curable in its attacks, it is incurable in its essence, though one 
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may be able to delay and even abort the attacks. It is intermittent, not 
periodic. Exciting causes can precipitate an outburst. The intermittency 
may be prolonged, or brief (eight days toa month). Folie circulaire is charac- 
terized '' par l'évolution successive et réguliére de l'état maniaque, de l'état 
mélancolique et d'un intervalle lucide plus ou moins prolongé ”’ (" by the regular 
sequence of maniacal state, melancholic state and lucid interval of varying 
duration "). He considers it ‘‘ une véritable forme de maladie mentale, parce 
qu'elle consiste dans un ensemble de symptómes physiques, intellectuels et 
moraux, toujours identiques à eux-mémes. " ("a genuine form of 
mental illness, because it consists in a group of constant physical, intellectual 
and affective or total behaviour symptoms "). He gives further grounds for 
regarding it as a natural form ; describes its clinical features : '' il n'y 
a pas lésion restreinte de l'intelligence et prédominance de certains délires bien 
déterminés comme dans les mélancolies ordinaires, mais dépression physique 
et morale portée quelquefois jusqu'à la suspension compléte des facultés 
intellectuelles et affectives " (" There is no limited impairment of intelligence 
and predominance of certain well-defined delusions as in ordinary melancholia, 
but a physical and mental depression, even to the point sorpetimes of complete 
suspension of the intellectual and affective faculties "). & He says that it is 
strongly hereditarv, and commoner among women than men) And, finally, a 
classification based on “ un ensemble de caractères subordonnés les uns aux 
aurtes et sur leur marche, c'est à dire sur l'évolution de ces phénomènes, se 
succédant dans un ordre déterminé ” (“a collection of characteristics related 
together and following a definite course '") is in his judgment most likely to 
lead to sound prognosis and rational treatment. His reasons for this view 
and objections to the older classification are expounded with great clarity. 
His influence on Kraepelin in regard to the manic-depressive psychosis may be 
safely assumed. 

Just as Falret demolished monomania, so Brierre de Boismont (106) (1867) 
showed that folie raisonnante was only a sVmptorm of widely different forms 
of insanity (later Krafft-Ebing (107) designated very chronic and constitu- 
tionally conditioned melancholia as “ melancholic folie raisonnante ’’) 
Laségue (108), in 1852, pointed out that the “ délire de persecution " was not 
part of lypemania. Morel (109) (1860), whose insistence on inheritance and 
the make-up of the individual was of great service, proved less happy in applying 
his principles to the actual distinction an painting of pictures of mental 
disorder. Cotard (110) (in 1880) described the syndrome known by his name, in 
which délire des négations is conspicuous; he recognized its unfavourable 
prognostic significance, which he took to be invariable. 

Magnan (111) (1882), accepting Tore Een Rp o hereditary 
insanities, distinguishes - oi mélanchoha from melancholic states occurring 
among these  degenerés ", and he describes as a special group “ folies inter- 
nitentes". In his general description of them he follows Falret and 
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Baillarger, but says, ‘‘la répétition des accés, quelle que soit leur forme (manie 
ou mélancholie) est le phénoméne le plus important au point de vue du 
pronostic ” (“ the recurrence of the attacks, whatever their form (melancholia 
or mania), is the most important phenomenon from the prognostic point of 
view ''), and says that the form of the attack is very variable—"' on observe les 
combinaisons de la manie et de la mélancolie les plus inattendues chez le méme 
malade ” (“ one finds the most unexpected combinations of mania and melan- 
cholia in the same patient ’’). 
It will have been observed that the distinction between. psychoses and 
_neuroses (excepting hysteria) was in some measure a product of the nineteenth 
century; at first grouped under the “ moral or affective Insanities ”, as by 
Prichard and Maudsley, more carefully se arated by French psychiatrists, 
begigning with Morel, and regarded as evidences of hereditary alienation 
or “ degeneration ", the disorders in which compulsion or anxiety is the chief 
clinical feature were gradually delimited, but it was not until the present 
century that the _“ neuroses ” attained a nosological independence that is 
nowadays unduly insisted on in some quarters. In the main tide of psychiatry 
the occurrence of fear, doubt, obtrusive thoughts and more precisely defined 
“ neurotic " symptoms in the course of melancholia has long been clearly 
recognized. Burrows (79), though in his terminology “neurosis” was the 
general term for disease of the nervous system, pointed out from the genetic 
standpoint the close relationship between insanity and certain neuroses in 
the modern sense. Trélat and Legrand du Saulle (112) developed and modified 
Morel's views on the same matter. Kahlbaum (113), somewhat later, discussed 
the interrelation between neuroses and psychoses. In the present centurv 
Lange (149), Kahn and Abraham (175, 170) have made notable contributions 
to the subject, so far as melancholia is concerned. 


PART II. 


With Kahlbaum (113) one stands on the threshold of the modern period 
in psvchiatry. His contributions towards the delimiting of “ dementia 


precox " have been often stressed. Here it is only necessary to recall that 
for him general paralysis of the insane (vesanta paralytica) was the paradigm 
to which vesamia catatonica was to be approximated ; mania, melancholia, 
moria and dementia are “ nicht die Formen verschiedener Arten von Geistes- 
krankheiten . . . sondern die Formen ihrer verschiedenen Stadien, 
oder noch besser die Formen verschiedener Symptomencomplexe welche 
sie in verschiedenen Perioden ihres Verlaufs annehmen können " (“not the 
appearances of different kinds of mental disorder . . . but the appearances of 
their different stages, or, better still, the appearances of the different symptom- 
complexes which they can assume at different periods of their course"). Here 
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he follows Griesinger and Neumann. The difficulties of this, when considered 
with regard to actual cases, and especially to folie circulaire, are acknow- 
ledged. In “stable " melancholia, he remarks, all the psychic symptoms can 
be derived from the morbid affect, not so in “ primary dementia ". He would 


reserve “ melancholia "' as a designation for initial or transitory melancholy, a 
-—À RÀ aS TAE . 

stage In vesania typica, but for stable or definitive melancholy (melancholia in 
the modern sense) he suggests “ dysthymia "—a term already borrowed from 
Hippocrates by Flemming and Griesinger. This dysthymia he regards as a 


variety of mental disease (a special, or partial, mental disorder), while the 
other is only a morbid state. Folie circulaire he includes as a modification 
of vesanta typica, destined to end in dementia. The relation of melancholia 
to vesania typica is compared by his pupil, Hecker (114), to that between 
coryza and measles—the former may be an initial stage of the latter, or an 
independent disorder. Hecker incidentally emphasizes the frequency with 
which anxiety attacks, often referred to the preecordium (Precordialangst), may 


occur in “genuine melancholia ". Hecker further describes the features of the 


“ melancholia ” that usher in vesanta catatonica—the rigidity, stereotypy, etc. 
—Q — Á— 


KRAEPELIN. 


With Kraepelin (116, 117), the door of the modern period is opened. 
Prominent in his work may be recognized the nosological principles of Kahl- 
baum, the insistence on identity of causal factors (Entstehungsbedingungen), 
course and outcome as the criteria of a mental disease. The Einheitspsychose is 
forsaken. Manic-depressive insanity and dementia praecox take the field ; 
and in the successive editions of his textbook Kraepelin defines more and more 
clearly the features of the “ disease ’’—manisch-depressives Irresein. In the 
fourth edition the most diverse terminations are ascribed to mania and melan- 
cholia, and essentially different states are included as sub-groups of melancholia. 
In his 1896 edition (116) (the fifth), which he describes as betokening “ den 
letzten enscheidenden Schritt von der symptomatischen zur klinischen Betrach- 
tungsweise des Irreseins " (“ the last decisive step from the symptomatic to 


the clinical approach to insanity "), he divides all insanity into acquired 
disorders and those arising from morbi i ition ; among the former 


‘‘ melancholia " figures as an insanity of the involution period ; among the 
latter, periodic insanity is given as one of the constitutional mental disorders, 
and constitutional mood-disorder (constitutionelle Verstimmung) as one of the 
psychopathic conditions (insanity of degeneration). In “ periodic insanity ” 
he describes manic, circular and depressive forms. 

In the following years controversy centred mainly about the independence 


view in I902, and in later writings pointed out the grounds on which he would 
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include this variety of agitated depression within the manic-depressive psychosis, 
of which it is in clinical form, if not in course, a mixed state. It was onlv, 
however, after Dreyfus’s (119) monograph in 1907 that Kraepelin ceased to 
denominate as ‘‘ melancholia’ the depressive anxiety of the presenium, 
and accepted it as one of tis Mischzustande. Dreyfus, unlike Thalbitzer, 
used Kraepelin's own criteria. In spite of Kraepelin's attitude, the point 
continued to be hotly contested ; among Germans, Westphal (120), Ziehen 


(121, 122), Specht, (123), Rehm (124) and Forster (125) ; among the French. 


Régis (126), Masselon (127), Ducoste (128), Dény and Camus (129) contributed 
to the discussion, and in 1g10 “ die Melancholiefrage " was still being debated 
when Hoche's (131) famous Referat with this title cut the ground from under 
the feet of the disputants. His pupil Bumke (133) the year before had published 
a trenchant criticism of the whole Kraepelinian position. Hoche (131), following 
it up, pointed out that in the eighth edition (1909) Krsepetin bad relegated 
“ melancholia " (involutional depression) from “ Krankheitenseinheit" to a 
“ Zustandsbild "—from a disease to a clinical picture—-and that it no longer 
mattered whether there was mania or melancholia, occurrence once in life, 
or many times, at irregular or at regular intervals, whether late or early, with 
predominance of these symptoms or those—it was still manic-depressive 
insanity. This standpoint Hoche attacked on theoretical and practical grounds, 
and proceeded to his general thesis—that clinically distinguishable Krank- 
heitseinheiten do not exist. With incisive sarcasm he derided the systematizing 
efforts of his contemporaries, ‘‘ who give the impression of a great number 
of diligent workmen, most energetically engaged in clarifying a turbid fluid bv 
pouring it busily from one vessel into another ". Typical cases are the excep- 
tion: “ Es ist richtig, eine Art von Denkzwang, ein logisch, asthetisches 
Bedürfnis nótigt uns, nach wohlumgrenzten in sich geschlossenen einheitlichen 
Krankheitsbildern zu suchen, aber leider ist hier, wie sonst, unser subjektives 
Bedürfnis noch kein Beweis für die Realität des Ersehnten, für das tatsächliche 
Vorkommen der reinen Typen in der Wirlichkeit ” (" It is here that a kind of 
thought-compulsion, a logical and esthetic necessity, insists that we seek for 
well-defined, self-contained  disease-entities, but here as elsewhere, unfor- 
tunately, our subjective need is no proof of the reality of that which we desire, 
no proof that these pure types do, in point of fact, actually occur "). He cited 
the great variety of clinical pictures seen in structural disease of the brain, 
toxic disorders, etc., and proposed to substitute for diseases “ symptom- 
complexes ” or syndromes : '' Ich glaube nun, dass wir weiter kommen werden, 
wenn wir den Versuch machen würden, Einheiten zweiter Ordnung zu finden, 
gewisse immer weiderkehrende Symptomverhüppcetungen, die wir sehen lernen 
werden, wenn die Aufmerksamkeit erst darauf eingestellt sein wird ” (“ Now I 
believe that we will make more progress if we make an attempt to find entities 
of a secondary order, certain constantly-recurring accumulations of symptoms 
which we shall learn to recognize when once our attention is directed to them ’’). 
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Hypochondria, neurasthenia and hysteria were given as examples of this. He 
declared that for practical and didactic purposes labelling with names of diseases 
is unnecessary: ‘‘ Das wir das Handeln des Kranken voraussehen kónnen, 
dass wir aus gewissen an sich unbedeutenden Ziigen doch in der Regel bald 
ein Bild des inneren geistigen Geschehens bei einem gegebenen Individuum 
gewinnen kónnen, beruht sicherlich nicht auf der Existenz von Krankheits- 
typen, sondern auf viel allgemeineren Erfahrungen, die von der Frage der 
Etikettierung dieser Zustände ganz unabhängig sind " ( That we can predict 
the patient's behaviour ; that, from certain features, in themselves insignificant, 
we can yet, as a rule, soon obtain a picture of an individual's inner psychic 
activity ; these facts surely depend, not on the existence of disease-types, but 
on experiences of a much more general nature, which are quite independent of 
the question of the labelling of these states "). There are certain regularly 
recurring symptom-complexes which account for the similarity of utterance 
and behaviour in countless madmen of all times and countries. Certain of 
these syndromes lie pre-formed and ready in normal psychic life—the melan- 
cholic is one of them. There are in the individual case endless possibilities 
as to form and course. '" Wenn der Name ' manisch-depressiv ' die nahe 
innere Verwandtschaft der beiden Stimmungsgegenpole theoretisch zum 
Ausdrück bringen wird, so ist dagegen nichts einzuwenden. Als Krank- 
heitseinheit aber und damit als eine diagnostisch und prognostisch brauchbare 
Bezeichnung ist dieser Name abzulehnen ” (‘‘ If the term ' manic-depressive ' 
is meant as a theoretical expression of the close internal relationship of the 
two opposite poles of affectivity, then there are no objections to raise against 
it. But the name is to be rejected as a disease-entity and consequently as a 
designation of diagnostic and prognostic value "). '' Die Melancholie (erhält) 
gerade wegen ihrer nahen Verwandtschaft mit dem normalen psychischen 
Geschehen mehr als andere Seelenstórungen von Alter, Geschlecht und persón- 
lichem Temperament ihr Gepráge, und (weist) somit auch in der Involutions- 
periode ganz besondere Züge auf ” (‘‘ Just because of its close relationship with 
normal psychic events, melancholia, more than other mental disorders, takes 
its stamp from the subject's age, sex and personal temperament, and so, 
too, presents quite special characters when it occurs in the involutionary 
period ”’). 

The influence of these views upon German psychiatry was great, and 
Kraepelin himself in 1920 made considerable concessions in his Erschetnungs- 
formen des Irreseins (117). In this he recognized Bonhoeffer's (145) “ Exogene 
Reaktionsformen ”, and went on to remark how significant it is “ dass zahlreiche 
Ausserungsformen des Irreseins durch vorgebildete Einrichtungen des mensch- 
lichen Organismus eins für allemal festgelegt sind und sich daher überall 
in gleicher Weise abspielen, wo die Vorbedingungen dazu gegeben sind " 
(" that numerous manifestations of insanity are laid down once and for all by 
previously established dispositions of the human organism, and therefore run 
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their course in the same way in all cases, given the same conditions ’’). 


We are thus obliged to limit to the utmost the assumption that this or that 
disorder is characteristic of a definite disease-process (‘‘ Krankheitsvorgang `’). 


EARLY TWENTIETH CENTURY. 


There has been an indepen movement along the same lines in America. 
Adolf Meyer (134), working at first with the Kraepelinian groupings, gradually 
"between 1902 and 1905 developed out of his dynamic-genetic interpretation 
a concept of reaction ty a Wie paper e168 These 
views are given more at length below; but it may be mentioned here that 
in I904, in a discussion (135) on melancholia at the New York Neurological 
Society, he said that “ for practical reasons he would rather favour a different 
classification. On the whole he was desirous of eliminating the term 
melancholia, which implied a knowledge of something that we did not 
possess, and which had been employed in different specific ways by different 
writers. If, instead of melancholia, we applied the term depression to 
the whole class, it would designate in an unassuming way exactly what was 
meant by the common use of the term melancholia ; and nobody would 
doubt that for medical purposes the term would have to be amplified so as to 
denote the kind of depression. In the large group of depressions we would 
naturally distinguish our cases according to etiology, the symptom-complex, 
the course of the disease and the results. . . . The distinction had best be 
made according to the intrinsic nature of the depression. From that point of 
view we might distinguish the pronounced types from the simple insufficiently 
differentiated depressions. Besides the manic-depressive depressions, the 
anxiety psychosis, the depressive deliria and depressive hallucinations, the 
depressive episodes of dementia pracox, the symptomatic depressions, non- 
differentiated depressions will occur". The further development of this 
will be described later. 

At about the same time the subject of cyclothymia received much attention, 


especialy ii France. Under this name Kahtbaum (113) had collected the 


mildest forms of circular insanity ; hjs-pupil Hecker (115) treated the subject 
in a special paper (1898), as did Hoche (132) in 1897 Wilmanns (136) pointed 
out the features which have since come to be associated with “ psychogenic `’ 
depression, and Rómheld (137) wrote on similar lines. Ziehen described 
periodic menstrual melancholia with depersonalization or excitement, and 
Kraepelin eventually grouped all these conditions together as '' Grundzus- 
tände ". In France, Deny (130) and Kahn (138) somewhat earlier (1909) 
extended the term ‘‘cyclothymia” to cover not only mild forms of manic- 
depressive insanity, but also a special morbid predisposition, highly inheri- 
table—an attitude in keeping with the general trend of French psychiatry. 
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Friedmann's (139) “ neurasthenic melancholia’? was regarded in a similar 
way, though the word “ cyclothymia " was eschewed. The importance of the 
constitutional factors was recognized by Reiss (140) in his paper on '' Kon- 
stitutionelle Verstimmung " ; he found fluid transitions between the various 
tvpes of depression, genuinely endogenous circular forms at one end of the scale 
and clear reactions to an environmental situation at the other. Alzheimer (141) 
wrote a paper on “ diagnostic difficulties in psychiatry " which likewise paid 
due regard to the constitutional factors—still viewed in the light of “ degene- 
ration ". Other writers dealt at this time with "''hysteromelancholia ”’, 
'" pseudomelancholia ” and similar newly-named groupings. At the same time 
Psychological experiments along Wundtian lines were carried out chiefly by 
Rehm (142), Isserlin (143) and Aschaffenburg (144). Clinical studies were 


published in great numbers, but were largely eseUples with statistics and 
quarrelling. 


NOSOLOGICAL PROBLEMS. 


The brilliant work of Bonhoeffer (145) in describing the exogenous types of 
reaction served to emphasize the difficulties of an etiological classification. 
It was clear that the same cause might produce widely different clinical pictures, 
and the reverse, and that constitutional metabolic, genetic and biological 
factors generally called for consideration, together with careful analysis of the 
clinical features, from a phenomenological point of view. Some, presently to 
be considered, thought that salvation lay rather in minute psychological 
analysis—a different thing entirely, and open to epistemological objections, as 
they practised it. 

Kraepelin had made concessions to Hoche's view, but it was not surrender. 
Manic-depressive insanity remained for him, as for his followers, a disease to 
be differentiated and delimited. He held, as shown above, that the individual 
brain reacts to the trauma of the disease in the manner determined by its own 
constitution ; among these Erscheinungsformen he included delirious, paranoid, 
emotional, instinctual, schizophrenic, verbal hallucinatory, encephalopathic, 
oligophrenic and spasmodic kinds. But the fundamental diseases remained. 
His pupil, Johannes Lange (147), examined in accordance with these principles 
catatonic phenomena occurring '' in the frame ” of manic-depressive insanity. 
The bott-claims ol Urstein were disposed of. The difficult problem of the 
interpretation of schizophrenic features occurring in the course of a pre- 
dominantly affective disorder was gone into by Lange in the hght of the exo- 
genous and genetic factors, as well as the time of life. Bonhoeffer (146) showed 
that periodic confusional states were special variants of manic-depressive 
insanity, and pointed out the frequency with which compulsive phenomena 
occur in depressive states—a subject with which Stocker (150) also concerned 
himself. Lange (148) also made a study of depressive states, following in the 

——— —————————————— 
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footsteps of Reiss (140), but making more use of the somatic and genetic 
criteria in accordance with the tenets of Kretschmer (166) and others. The 
psychogenic forms of depression were dealt with by Kurt Schneider (151), 
who emphasized the “ vital” elements in endogenous depression, in accor- 
dance with the philosophic doctrine of Scheler ; Westermann (152) followed 
suit. 

Among those who did not support the Kraepelinian_views were Rittershaus 
i5). aie ie Hed (a, ew in manic-depressive insanity - only a 
symptom-complex, and Schréder (154), who would accept-pure cases of it as a 
special disease-group, but would include all the complicated forms (Misch- 
zustánde, Grenzzustande) in a new UD M E ME or meta- 
bolic disorders, in which there might also be put impure psychotic pictures, 


odds and ends from dementia praecox, epilepsy, etc. Kleist (155), the disciple 


of Wernicke (98) and inheritor of his “ motility-psyclioses which he was at 
—~_—_ 
hrst mich o allot back to the tTríanic-depressive disorder, came to the con- 


clusion that one may delimit the pure manic-depressive psychosis and set 
alongside it as of equal value motility-psychoses, periodic hallucinoses, periodic 
paranoid pictures, expansive and depressive autopsychoses, periodic con- 
fusional states, etc.—all linked together by their autochthonous development 
and cyclic course ; the whole collection, including mania and melancholia, he 
denominated ‘‘ the autochthonous degeneration-psychoses’’. Later, under the 
influence of biological tendencies, he separated pure cases of manic-depressive 
insanity from the degeneration-psychoses, therein agreeing with Schróder (154), 
and prosecuted his very individual “ localizing " method of study. Gaupp 
and Mauz (156) have arrived at similar conclusions, calling their rubbish-heap 
" Mischpsychosen ". A failure to consider the individual and pathoplastic 
elements in the symptom-picture may be suspected to be the basis of their 
problem. The word “ pathoplastic " was used by Birnbaum (157), in contra- 
distinction to ‘‘ pathogenetic ", when discussing the causal factors in the 
building-up of a psychosis; its implications as to structural analysis were 
the same as those of Kretschmer's (166, 167) '' pluridimensional diagnosis '"— 
the necessity, in brief, for considering the individual upbringing, experience, 
environment, setting, when assigning its value to any svmptom or group of 
svmptoms. This has been emphasized also by Adolf Meyer (134) and, of 
course, by those with psycho-analytic convictions or bias. 

Ewald (158), in a paper dealing with this subject of degeneration psychoses, 
expressed the view that, like Thalbitzer (118), he regarded manic-depressive 
psychoses as endogenous “ quantitative diseases ", while the other members 
of the group could be qualified with various combinations of the epithets, 


“ qualitative " and “ quantitative ", " exogenous " and “ endogenous ". (It 
is curious to set alongside his '' quantitative " a passage written by Bernard 
Hart (160) (1912) : “ In another variety of general mental change observed m 


cases of insanity, the alteration is qualitative rather than quantitative. It 
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may be regarded as a change in the general attitude of the mind towards its 
experience, either transitory or more or less permanent. Under this heading 
are included excitement, depression and apathy.’’) 

The work of Kleist has met with little acceptance so far, outside Frankfurt. 
An isolated and independent attempt with, in this respect, not entirely 
dissimilar results, has been that of Shaw Bolton (161) in England to discover 
a structural basis for the symptoms of mental disorder. Under the group 
heading “ amentia ” he was led to include a great variety of disorders—feeble- 
mindedness, paranoia, manic-depressive types, and psychopathic personality ; 
his other division, “ dementia ", ranged from dementia praecox to dementia 
senilis. In the “ amentia " groups, he concluded from his clinical and minute 
histological studies, there is evidence of subevolution of the brain without 
structural lesions. The choice of the term “ amentia ” was unfortunate, since 
among German and American writers it is used, after Meynert, to designate 
confusional states. 


BIOLOGICAL STUDIES. 


Poole with strong dualistic bias, were made to find the somatic basis 


or “essence " of the disorde disorder. Attention at first centred on the ductless 
glands and the vegetative nervous systen nervous system. Stransky (162) put forward the 


theory of endocrine pathogenesis nesis for manic cb EU A in IJII; many 
workers have dealt with it since, but most inconclusively. The accent has 


shifted somewhat ; it is now rather the bodily concomitants than the somatic 
basis of the disorder that are the object of countless investigations into chemical 
and physical changes in metabolism. To enumerate the investigators would 
be idle, nor are there as yet any definite and specific conclusions concerning 
depressive states of the manic-depressive group. It is of interest to mention 
here the revival of ancient views about the róle of the liver. Jacobi (163) has 
concluded from interferometric studies, and Ewald (159) from another, 
admittedly inadequate series of investigations, that in mania the thyroid 
gland, in melancholia the liver play a certain part. Büchler (164) found the 
bilirubin value in the blood to be raised in 90% of melancholic patients. Chiray 
has in many articles described an atony of the gall-bladder with biliary stasis ; 
in his and Zitzermann’s paper (165) (1930) there is a reference to Pécholier 
(who showed that veratrine, the active principle of white hellebore, is a powerful 
cholagogue, thus efficacious in melancholia) and to many other French writers 
who have thought the liver and melancholy to be causally connected, as the 


common people suppose, and puns aver. Chiray and Zitzermann give their 
X-ray findings of atony of the gall-bladder, together with detailed accounts 
of their procedure for collecting the thick, black, stagnant bile from depressed 


people, most of them with digestive symptoms ; they raise and reject the 


possibility of the biliary phenomena being secondary to “ vagotonic imbalance " 
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and report how the parasympathetic and other symptoms of the depressive 
attack are ameliorated if the biliary atony be dealt with by daily duodenal 
lavage, the use of olive oil, etc. These observations are given at length here 
for their historical interest. There have been few opinions on mental disorder 
expressed in past times for which one cannot find a counterpart in the writings 
of the present century, often couched in such terms as to suggest a revival 
rather than a modern analogue. To illustrate this further would be otiose ; 
the above example is a sufficient warning against neglect of the ancients, or 
supposing them wholly in oblivion. 

It is necessary to speak particularly of the investigations into the relation 
of character to physique that are usually associated with the name of Kretsch- 
mer (166, 167), their most active and brilliant representative. His correlation 
of the cyclothymic or manic-depressive psychic constitution with a pvknic 
habit of body has been the most fruitful and acceptable of a number of bold 
assumptions, qualified by statistical data. There has been much criticism of 
Kretschmer's claims, now greatly reduced. The methods of examination and 
criteria of particular body-types have been shown to be open to objection, 
but it seems plain that a higher proportion of manic-depressive patients show 
pure pyknic build than may be found in schizophrenic patients or in the average 
population. Less popular, but equally or more valuable, has been Kretschmer's 
(167) work on temperaments. In this field he has prosecuted inquiries that 
may be compared with the work of August Hoch and Adolf Meyer in the 
United States. It is the restatement, with fresh knowledge, of the older 
doctrines. Kretschmer pointed out a “ diathetic proportion ", a relation 
between hypomanic and depressive qualities, characteristic of “ cycloid " 
people, and described the characteristics of the depressive temperament, among 
others. The value of these studies of constitution has been less in their 
accepted conclusions or results than in the stimulus they have given to the 
study of the pre-morbid personality, the total make-up of the individual. 

Alongside these biological studies others on inheritance have been prose- 
cuted, chiefly by a small group directed by Rudin (168). At first it appeared 
that manic-depressive insanity represented a dominant character, but the 
matter proved less simple. Kleist (155) thought that separate genes should 
be assumed for mania and for melancholia, but this is generally thought to be 
unsound. Kahn (169) has published reports on the children of manic-depressive 
parents ; of 50 children only ro were manic-depressive. were manic-depressive. Lange (149) sums 
up his own conclusions as follows : manic-depressive insanity is unquestionably 
a hereditary disease ; not only are the manic-depressive disorders determined, 
but also in many cases the time of occurrence, and occasionally even the course 
of the disorder ; the genetic factors are complicated, and constellative external 
influences which cause changes in metabolism or in the brain are also important 
in deciding the time of occurrence of an attack. The work of Mott (170) in 
England has also to be mentioned in connection with studies in heredity. 
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PSYCHOLOGICAL AND PSYCHO-ANALYTICAL WORK. 


Before passing to the American school of thought dominated by Meyer, 
there remains for consideration one important method of studying the depres- 
sive psychoses—the psychological. Kraepelin and his followers paid attention 
to this in some measure, especially as regards inhibition (Hemmung, retardation) 
but the application of Wundt’s experimental or physiological psychology to 
the problems of psychiatry did not prove particularly happy. Janet (171) in 
France has made some notable contributions. Other investigators of the 
disorders of thinking and related matters in depressed patients have been 
influenced by philosophical teachings, as yan Domarus (172) by Husserl's 
phenomenology, Kant (173) by Klages, K. Schneider (151) by Scheler, and 
Maver-Gross (174) by Jaspers. The application of Rorschach's ink-blot 
experimental method to the differentiation of cycloid personalities seems of 
limited or doubtful value. But much more important than these has been 
the advent of Freud’s psycho-analysis. To present in detail the conclusions 
reached about melancholia by Freud (177), Abraham (175, 176) and some less 
notable writers would be impossible here, and a critical examination of them, 
as of much other detailed work in the field of depressive states, is reserved for 
another place. It is idle to gainsay their importance. The psycho-analytic 
concern with melancholia may be said to begin with Abraham's (175) paper of 
IQII; it is carried on with Freud's (177) ‘‘ Trauer und Melancholia ” (1916-18), 
and is presented with clarity in Abraham's '' Short Study of the Development 
of the Libido, Viewed in the Light of Mental Disorders " (176) (1924). Maeder 
(178), Brill (179) and Nunberg (180) are other writers on the subject. 

Abraham’s first paper (175) was based on the analysis of six patients ; the 
structural likeness to obsessional neurosis impressed him, and he discovered 
striking points; whereas, for example, in the obsessional, substitutive aims 
take the place of unattainable sexual ones, in the depressive patient sadistic 
impulses towards the ''love-object " are repressed; projection occurs, the 
patient feels hated by his environment; there arise guilt, self-reproach, 
anxiety ; masochistic tendencies are reinforced. 

Freud's illuminating paper (177) assumes that the loss of a “ love-object ” 
is the precipitating cause of an attack. The differences between the mourning 
or grief of the healthy person and the morbid depressive state lie chiefly in 
the withdrawal of love into the patient's self (giving up of “ object-cathexis ’’) 
and identification of the abandoned object with the self ; it is thus a narcissistic 
regression ; the desire to incorporate, t.e., devour, the loved object is fixed 
at the oral stage, hence the difficulties about taking food. There is essential 
ambivalence in the love relationships, which makes itself felt when the loved 
object is lost. “The melancholic’s erotic cathexis of his object undergoes 
a twofold fate: part of it regresses to identification, but the other part, under 
the influence of the conflict of ambivalence, is reduced to the stage of sadism 
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which is nearer to the conflict." “ It is this sadism, and only this, that solves 
the riddle of the tendency to suicide." The complex of melancholia can 
withstand the desire for sleep (on the part of the ego): ' the complex of 
melancholia behaves like an open wound, drawing to itself cathectic energy 
from all sides and draining the ego till it is utterly depleted." He recognizes 
constitutional factors, and says of the improvement that occurs towards evening 
that it is probably due to a somatic factor, and not explicable psychologically 
—a noteworthy recognition of possible somatic elements. Some unanswered 
problems, especially as to the economics of the situation (energy), are posited 
| by Freud, who deals with the subject incidentally in his Group Psychology 
and the' Analysis of the Ego. 

Abraham 's lengthy and candid paper of 1924 (176) can only with difficulty 
be summarized. The conclusions as to depression are bound up with his 
views on the fixation points in the development of the libido. In the 
melancholic, as in the “ obsessional " patient, there is a common relation 
to the anal sadistic organization: the former regresses to the ontogenetically 
earlier of its two levels, at which hostile tendencies of destroying and losing 
the object predominate, the latter only to the later conserving and controlling 
level. In melancholia there may be regression further to the oral phase, 
where also there are two levels, on the higher of which only can an ambivalent 
attitude of the ego emerge. There are a number of etiological factors in the 
“choice of neurosis’’: first, a constitutional factor, though he thinks that 
what is inherited is not a manic-depressive tendency as such, but an over- 
accentuation of oral erotism ; this predisposition helps to bring into operation 
the second factor— special fixation of the libido on the oral level; thirdly, 
a severe injury to juvenile narcissism ; fourthly, a disappointment in love 
before the cedipus wishes have been surmounted; and finally, a repetition 
in later life of this primary disappointment. It is against the original “ love- 
object ” that all the patient's anger is directed, though a substitute has provoked 
the immediate attack. With time and gradual appeasing of the sadistic 
desires, the introjected ''love-object " is again safe and, for the patient, 
becomes again part of the outer world, ceasing to be part of himself: this is, 
for his unconscious, an act of evacuation. 

The re-statement of these views in terms of ego, id and super-ego 
has received relatively little attention ; Rickman (18r), accepting Abraham's 
and Freud's conclusions, remarks that the difference between mania and 
melancholia consists in the relation of the ego to the super-ego: in melancholia 
there is pathological separation of function, with cathexis transferred from 
the ego to the super-ego ; in mania, fusion ; this is, of course, a translation 
into psycho-analytic terms of the obvious situation. These psycho-analytic 
investigations, conjectures and conclusions, extended also into the field of 
therapy, offer at least an explanation, however speculative in places, of many 
of the obscure manifestations of melancholia: even though unaccepted, they 
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are exerting influence on psychiatrists who approach the problems with other 
methods of a familar and on the whole more trustworthy kind. 


ADOLF MEYER’S INFLUENCE. 


It is not possible to end this résumé without some further remarks on the 
work of American psychiatrists, among whom the psycho-biological view 
of Adolf Meyer (134) has chiefly prevailed. His work in the field of dementia 
precox has made more stir, as it has been more actively put forward, than 
that on the affective disorders, but his general formulation of a psycho- 
biologically integrated organism reacting to situations covers the whole of 
the phenomena, emancipated from any dogmatic nosological scheme: “ We 
work with a reasonably limited number of reaction-sets, that 1s, groups of facts 
that have a specific meaning for us. These may be of the nature of part- 
disorders—the irritable weakness type, the anxiety-reaction, the hypo- 
chondriacal, the dysmnesic-hysterical, the obsessive-ruminative and the simple 
defect type of facts; or we consider the more sweeping reaction sets, the. 
thymergastic or affective, the parergastic or twist, the dysergastic or toxic 
and the anergastic or organic defect complexes, always remembering that 
any one patient can present more than one of these sets of facts. We study 
the factors entering into the disorders, the poisons and infections (exogenic), 
the metabolic (organogenic) components, and then the constitutional and the 
more definitely modifiable and adjustable psychogenic experience-determined 
factors and special function-tendencies."  Ergasia, being the term used for 
performance or psycho-biologically integrated activity in general, there are, 
among others, the thymergastic reactions, in which depressive states may 
appear as reactions (protective at any rate in intention, designed to withdraw 
the individual from an ill-adjusted situation), with concomitant phenomena 
on various levels—vegetative, kinetic, and topical mental, characterized 
chiefly by diffuse general inhibition. There may be sadness, with feelings 
of difficulty and dearth of ideas and activity, or actual retardation ; catathymic 
reaction, with harping on one set depressive topic; or the dominant affect 
may be not sadness but anxiety. Neurasthenia, hypochondriasis, anxiety 
attacks and obsessive-ruminative states of tension are, together with hysteria, 
denominated ''merergastic reactions ", by which is meant a substitutive 
disorder not involving the whole personality and behaviour. In these and 
other reaction sets it is not a disease or even a diagnosis that is set forth, but 
a suggestion of fairly definite situations, reactions and kind of personality, 
all of which need evaluation in any particular case. The insistence is not 
primarily on outcome, but on the possibilities of therapeutic modification. 
The full working out of these doctrines cannot be given here ; their influence 
as far as affective disorders are concerned may be traced in the work of Mever's 
colleague, August Hoch, on benign (depressive) stupor (182), states of 


LXXX. 3 


34 MELANCHOLIA : A HISTORICAL REVIEW, ‘Jan., 


perplexity (184), and (in common with McCurdy) the so-called involutional 
melancholia (183). McCurdy's (185) analytical and descriptive studies of 
emotional reaction, including the depressive ; Greenacre's (186) investigation 
of schizophrenic characteristics occurring in affective disorders, with which 
Kirby also dealt ; and Hohman's (187) discussion of thymergastic reactions 
may also be mentioned. 


OTHER RECENT VIEWS. 


The influence of Meyer’s teaching has been considerable in England also 
during the last lustrum. So far as depressive states are concerned, the English 
position was stated in a discussion on manic-depressive disorder in 1926, 
when Mapother (188) gave a critical presentation of the whole problem, in which 
he incidentally laid stress on the impossibility of sharp or fundamental 
distinction between psychotic depressive states and the related “ neurotic "' 
states, especially of anxiety ; this view, based by Mapother on clinical observa- 
tion, but receiving independent support from Abraham's psycho-analytical 
work referred to above, has been contested by many English psychiatrists, 
` who put forward therapeutic accessibility as the chief point at issue; their 
views were expressed in the discussion on Mapother’s paper and at the Royal 
Society of Medicine (April, 1930) (189). Gillespie (190), a thorough-going 
believer in the essential difference between ''cyclothymic " and “ psycho- 
neurotic " depression, has in several papers accepted. in efect Lange's 
differentiation of the types of depression, as Taid down in the latter's 1926 
paper on melancholia. Kraepelinian influences of an older date are still 
occasionally evident in England, alongside bold psycho-analvtical advances ; 
as regards depression, the main currents are those alluded to above. Much 
work on metabolic changes has also been prosecuted, but so far with no special 
bearing on depression. In France the vegetative changes have received 
much attention, as may be seen in the following quotation from Laignel- 
Lavastine's (191) book: “ La mélancolie est un syndrome, caracterisé par 
un sentiment de tristesse et d'impuissance, expression psychique d'un état 
cénesthésique pénible, l'inertie motrice et le ralentissement de l'activité vitale, 
surtout visible dans le domaine des idées et de la parole " (" Melancholia is a 
syndrome, characterized by a feeling of sadness and weakness (the mental 
expression of a painful state of camasthesia), motor inertia and slowing of 
vital activity, especially evident in ideas and speech "). Von Monakow, of 
Zürich (192), recently, in collaboration with R. Mourgue, put forward a com- 
prehensive biological theory covering the psvchoses, in which the róle of the 
instincts and the time-factor receive much attention. Erwin Straus (193) 
in Germany has likewise emphasized the importance of the time-factor, 
especially in depressive states, in two recent publications. | 

There has been very little written in this review asto therapeutics. Notable 
as have been the changes in the general care of the insane, there is little to be 
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said about the particular treatment of depressive states. To hinder suicide, 
to prevent irritation, and to provide for nutrition, sleep or rest and, in due 
course, occupation and interests, have long been the objects of judicious treat- 
ment, conscious that of the factors potent to heal, time is more important 
than any kind of interference so far attempted. Only psycho-analysts have 
of late challenged this; their hardy claims are as yet unconfirmed. The 
differentiation of psychogenic from endogenous depressions, already alluded 
to, with the consequent adoption of active psychotherapy for the former 
as against resignation in the latter, has been urged recently, with scarcely 
enough consideration for the frequent difficulties that attend any such attempt 
at discrimination. The advocates of mental hygiene are hopeful as regards 
prophylaxis, but their optimism has so far more of an affective than of a 
demonstrable scientific foundation. 

It has been difficult to avoid turning a history of melancholia into a history 
of psvchiatry. It has been also difficult to set forth the interplay between 
different countries and different schools, the submission in every age to current 
philosophical and medical conceptions—a constant intermingling of streams 
which could better be set down, as it seemed, in a straightforward chronological 
account, than if one should attempt to follow the parallel development of 
discrepant modes of thought. There are still many modes of thought in 
psychiatry, many methods of research, not wholly discrepant nor unsusceptible 
of co-ordination, if not of fusion ; among them the biological conception is 
now chief, and likelv to be unifying. 
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PREGNANCY, with the associated pain and danger of labour and the 
puerperium, is an ordeal for any woman, more so perhaps to-day than it has 
. ever been, because of the wide publicity given to the toll of puerperal infection 
and the need for ante-natal care. An experience so intimately connected 
with the love-life, and with social and economic difficulties also, is often 
a period of acute mental stress in perfectly healthy women. Still more is 
it a time of psychological tension in those constitutionally unstable and liable 
to mental breakdown, both because they are not able to withstand the strain 
of mental conflict, and because they are the more likely to meet with such 
emotional problems on account of their temperamental unbalance. 

In any individual case the presence of bodily disturbance or disease 
leading to added toxamia will increase the danger of the development of 
psychopathic symptoms, since it is well known that toxemia of itself is often 
sufficient to induce a state of insanity. | 

It is not surprising, therefore, that psychoses associated with childbirth 
are fairly common, nor is it surprising, since at least one precipitating factor 
is known and can be investigated and its results treated, that the proportion 
of recoveries is fairly high. 

The present essay is based on the case-histories of I4 successive patients 
of this nature admitted to a mental hospital during the years 1931 and 1932, 
with the addition of one admitted in 1933 who died soon after admission. 

Of these 14 cases, I1 were puerperal, being admitted within three weeks 
of labour, and 3 were psychoses arising during the course of pregnancy. 

Eleven recovered sufficiently to be discharged, 2 died, and 1 patient 
remains in hospital after a period of seven months. 

It is proposed to investigate the various factors which apparently influenced 
the course of these psychoses, and to formulate a satisfactory scheme for their 
treatment. 


THE RENAL FUNCTIONS. 


The occurrence of renal infection and defect during pregnancy and the 
puerperium is well known to be comparatively widespread. 


* An Essay for which the Bronze Medal of the Roval Medico- Psychological Association was 
awarded, 1955. 
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Baird (1) showed that dilatation and stasis in the ureters are common 
in the second half of pregnancy, and he believes that this is a potent cause 
of renal damage. Infection is commonly produced, and this seldom clears 
till pregnancy has finished. Abundant fluids are advised in the treatment. 

The exact mechanism of this ureteral dilatation is not settled. Casson (2) 
supports Opitz’s original contention that it is the pressure of the pregnant 
uterus on the ureters, especially on the right ureter, that leads to dilatation 
and perhaps infection, while Stoeckel (3) suggests that the general ureteral 
muscular atony is dyshormonic in origin. 

Edinburgh workers (4), however, have shown that in toxic albuminuria 
of pregnancy and in eclampsia there is an over-production of the hormones 
of the posterior pituitary, which should diminish ureteral atony. Küstner (5) 
also states that eclamptic toxemia is due to excessive posterior lobe pituitary 
hormone. He states that this is antagonized by thyroxin, which increases 
the passage of the fluid from the tissues to the circulation, especially if the 
blood-pressure is low, cedema is present and the renal function is impaired, 
and in these cases thyroxin should be prescribed. 

In 13 of the 14 patients considered in this investigation, albumen was found 
in the urine soon after admission. In 6 the amount was considerable, and in 
3 of these it persisted throughout the duration of the patient’s residence in 
hospital. Two of these 3 also had casts in their urine. The remaining 7 
had albumen present in the urine during the early days or weeks, which 
disappeared later. 

Pus cells were persistent in 3 cases, and B. coli were cultured from the urine 
of 8, in 3 of which the growth was very heavy. The urines of the other 6 
patients were sterile. Four patients had urinary indican, 2 had acetone 
and 2 sugar. All these cleared up except the sugar in the urine of one case 
with a severe grade of diabetes. 

Only one patient had a clear urine throughout. 

In B. coli urinary infections, autogenous vaccines were tried in 2 cases 
without noticeable effect, but ordinary medicinal remedies usually proved 
efficacious. 

Water excretion tests, based on the test described by Beaumont and 
Dodds (6), as used by Strauss Graunwald, were carried out at intervals on 
most of the patients. As tests of renal function they proved of little value, 
but the excretion regularly increased with improvement in the mental health, 
and it was found possible to correlate the increased excretion figures with 
reduction in the emotional tension. Thus, one patient admitted in a stuporose 
condition excreted 17 oz. of urine during the three hours following the ingestion 
of one pint of water on a fasting stomach. Three months later the patient 
was much improved, but tearful and depressed and full of vague fears. The 
same test now only produced 12 oz. Another patient excreted 6 oz. soon 
after admission, 4 oz. a month later, when emotional tension was very obvious, 
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and 23 oz. a month later, when convalescent. These results were fairly constant, 
and the test provided an index of the diminution of emotional tension, but 
not necessarily of cure in any individual case. Its use is therefore similar 
to that of the hyperglycemic index calculated from blood-sugar curves, as 
employed by McCowan and Quastel (7). 


NEPHRITIS. 


In two cases there was a history of a severe degree of albuminuria of 
pregnancy. 

In the first it necessitated induction of labour at eight months, after which 
the patient was gravely ill, and developed mental symptoms necessitating 
certification three weeks after delivery. The second case had had albuminuria of 
pregnancy with a first child six years previously, but had decided to risk a 
second pregnancy. Mental symptoms developed soon after delivery at full time. 
In both these patients casts and albumen persisted in the urine at least until 
the day of discharge, and both had high blood-pressure. Both had a history 
of cedema, but it was absent on admission. Fluids were given freely to both, 
with salines and enemata. 

The blood plasma cholesterol content is widely accepted as a measure 
of renal damage of the parenchymatous variety. During pregnancy the blood 
cholesterol increases, but it diminishes towards term and during lactation, 
the fall being more rapid if the mother suckles her child, because of the 
excretion of cholesterol in the milk. No patient in this series suckled her 
child, and this added to the difficulty in estimating the degree of nephritic 
damage that might be indicated by a raised blood cholesterol level. The 
blood cholesterol figures of the two patients with parenchymatous nephritis 
are shown in Table I. The high contents were undoubtedly due to the 
renal defect present in these cases. 


TABLE I. 


Time after delivery in weeks. 


2. 3. 4. 5. 8. 12. 
Case 1 € Blood cholesterol )  .. j 463  . 283 : 216 . 303 : 200 
„ 2 i inmerm.% 3 259 . - . 240 . TA : £s . 213 


The estimations were not of any great clinical use, however, for the 
examination of the urine and the clinical condition of the patient are usually 
sufficiently trustworthy. In any case it is difficult to formulate reliable inter- 
pretations from blood cholesterol levels, for the variation in normals is wide, 
especially in women, being from 80 mgrm.% to 230 mgrm.% according to 
Gainsborough (8), and the same author adds that the level is affected by biliary 
stasis, hypothyroidism, diabetes and other conditions, as well as by nephritis. 
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Moreover, the blood cholesterol has been shown to vary with the emotional 
tone by Sternberg (9) and Lockwood (10). Table II shows the cholesterol 
blood plasma levels in two of the other patients in this series, who had 
relapses while under treatment : 


TABLE IT. 
Case 1. Case 2. 
, ; “Blood plasna Blood plasma | 
us Mn. cholesterol Mental state. , cholesterol Mental state. 
m mgrn. `o- In ngm. ;g. 

3 ee ; ie f 256 . Maniacal. 

4 ‘ 123 " Improving . 237 j $5 

6 > 173 ` Maniacal : 188 ; Improving. 

8 ; 22 ; Improving ^ I77 . Convalescent. 
10 3 167 . Convalescent . 167 " Maniacal. 
14 . - ; vs ; 228 i Improving. 
18 ; T" ; An : 108 . Convalescent. 


These two cases illustrate the rise in the blood plasma cholesterol following 
an increase of emotional tension, but the increase lags behind the emotional 
level, as pointed out by Lockwood (ro) The blood plasma cholesterol is 
subject to rather wide variations, even when estimated in the morning on an 
empty stomach, to avoid fitful increases from the digestion and assimilation 
of food. A succession of estimations on one patient in this series at intervals 
of roughly five days gave the following figures: 163 mgrm. 9$, 116 mgrm. ° 4, 
137 mgrm. 9,, 162 mgrm. %, 142 mgrm. %, 171 mgrm. 95, 118 mgrm. 94, and 
this without any marked change in the emotional tension. It is clear that 
the estimation of blood cholesterol has little clinical use in the treatment 
of psvchoses associated with childbirth. 


Blood Urea. 


Although no case of true azotemic nephritis occurred in this series, vet 
the estimation of the blood urea was found to be a useful investigation. During 
the later months of pregnancy there is a progressive fall in the blood urea, 
probably due to the demands of the fœtus on the proteins ingested, and there 
is a progressive rise after the first week of the puerperium until about the 
twentieth day. Since a puerperal psychosis most commonly begins near the 
end of the first week, it is probable that this increased strain on the maternal 
metabolism is partly responsible in many cases. The fall and rise of the blood 
urea is illustrated by the following case in this series : 


CASE I.—.l:t. 35. Admitted approximately seven months pregnant, restless 


and confused, and with diabetes of pregnancy. The blood-urea was 39 mgrm. e eis 
and this fell in one month to 18 mgrm. 95, but since the sugar curve grew 
progressively higher and more prolonged, labour was induced. After delivery the 


blood urea varied as follows: 


1934. ] BY D. N. PARFITT, M.D. 47 


TABLE III. 
l Days. 
3. 6. 10. 15. 21. 28. 
Blood urea in mgrm. % ‘ ‘ 29 ; 23 : 42 ; 47 à 39 , 20 


Apart from nephritis a high blood urea may be due to dehydration or 
temporary renal toxemia. In this series the diet was limited, as a rule, to 
fluids, at least five pints a day, consisting of diluted milk and fruit juice with 
glucose until the blood urea fell below 40 mgrm. ?5, and I am convinced of 
the wisdom of this procedure. The table (Table IV) shows the figures 
obtained in patients so treated : 


TABLE IV.—Puerperal Cases with High Blood Urea. 


Dav after delivery " 3. 4 4. 5. 7 œ 9 . IO . IO . II . ? 
symptoms coin- 
menced 

Dav admitted after a: ADE vg 6 xc “Os -a Shae a dE s GEXG w^ X000. Rp. o 3 
delivery 


Dav after Blood urea in mgrm. %. 
delivery. -————————— —Ó——————— 
roth 3 " "I XM "M 

12th : i Zo MES. a oho Lus ve. Vel. AME VAS Vii 
14th à . £03 5.-20- w X x ex Ge. WO 
16th i é sod wo wx. wwe Ix 5 
18th ‘ i « AS, MM. : eer RO 
20th A " "S A uw 191 1M. 
22nd " ; Du ww Nl ee 
24th ; à "uM Er cuu 0 1. 
28th : i "D —— c . 
32nd ; i "UE E E uuu d Oe, a ats a 
36th A ; "— 0.9 0 M 2 MOM MO. 
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Urea excretion tests proved of no value in this series, and even those patients 
with definite nephritis gave satisfactory figures, although in most cases the 
urea excretion increased somewhat as improvement took place in the patients' 
general health. 


SEPSIS. 


It is to be expected that the effects of local infection in the genital tract 
would frequently be found in a series of psychoses associated with childbirth, 
and where puerperal infection occurs it has a primary call for immediate 
treatment. Besides this, the role of focal sepsis elsewhere as an etiological 
factor in the production of psychoses has to be considered. The importance 
of tonsillar, sinus or dental sepsis has been ably expounded by Graves and 
Pickworth (rr), among a host of others, and Graves particularly stresses the 
frequency of sinus infection. He maintains that puerperal and lactational 
cases are often due to sinus disease, with or without dental, tonsillar and 
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gynecological sepsis, and he believes that there is a reduction in resistance to 
toxemia and infection following labour, and that if sepsis is present it is 
intensified and may persist until relieved by operation. It is undeniable, too, 
that striking successes do follow the eradication of septic foci in psychotics as 
well as in many patients suffering.from skin or joint lesions or nephritis, but 
the universal benefits at one time anticipated have not been fulfilled, and the 
treatment of focal sepsis in the majority of cases depends on the principle of 
leaving no stone unturned. Miller (12) has recently pointed out the compara- 
tively disappointing results following the thorough treatment of dental sepsis, 
and the effects of tonsillar enucleation are receiving a great deal of criticism 
at the present time. 


Two patients in this series died, both from puerperal infection and septicemia. 
The first had had mental symptoms for seven days when she was admitted on the 
fourteenth day of the puerperium, seriously ill, with abdominal distension and 
tenderness over the lower abdomen, but no rigidity. The uterus was sub-involuted, 
and lochia absent. On the third day in hospital a hemolytic streptococcus and 
the B. alkaligenes fecalis were grown from a blood culture, and an identical growth 
of these two organisms was again obtained on the sixth day. A cervical swab 
gave a growth of B. coli. Treatment consisted of hot fomentations to the abdomen 
and hot vaginal douches, with large doses of anti-streptococcal serum subcu- 
taneously, followed by intravenous injections of N.A.B. Pituitary extract was 
also given subcutaneously for the abdominal distension, which disappeared in a 
few days. The uterus was swabbed out on the fifth day after an intra-uterine 
douche, but the patient died on the ninth day, and the post-mortem revealed a 
large abscess in the right side of the pelvis and spreading peritonitis. Hemolytic 
streptococci were grown from the heart and liver. 

In the second case symptoms commenced on the eighth day of the puerperium, 
and the patient was certified on the fourteenth. There was a septic wound in the 
perineum and a profuse foul discharge from the vagina, with a swinging temperature, 
varying between 98? and 102° F. Blood culture was negative on one occasion, and 
staphylococci were cultured on another. A cervical swab gave B. colt and staphylo- 
cocci. Improvement occurred at first, but on the eighth day in hospital an intense 
scarlatiniform rash appeared over the body, and acute nephritis, with cedema, 
diminished urine and albumen caused the patient's condition to become critical, 
and she died two days later, despite three injections of 50 c.c. of mixed polyvalent 
anti-streptococcal serum and anti-scarlatinal serum. A post-mortem examination 
was refused. The nature of the terminal signs and symptoms in this case made it 
fairly obvious that death was due to streptococcal septicaemia. 


Excluding these two patients who died from puerperal septicemia, septic 
infection was still fairly frequent. Subinvolution was present in 8 of the 
remaining I2, and in 6 of these the lochia were offensive, in 2 slightly and 
in 4 markedly so, while 4 patients had temperatures above roo? F. for a 
few days. All cases responded to treatment by ergot and postural drainage, 
with hot vaginal douches twice a day. In one case where a swinging tem- 
perature and grave toxemia persisted for several days, a hot uterine douche 
of weak iodine was given under general anesthesia, with excellent effect. 

Cervical swabs were taken in all cases; B. colt was cultured five times, 
while Staph. aureus, Staph. albus, Strep. viridans, pneumococcus and diphtheroid 
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organisms were cultured once each. In 3 cases vaccines were prepared 
from these cultures, one of B. coli, one of a mixture of pneumococci and 
Strep. viridans and one of Staph. aureus. In the last case the Staph. aureus 
was grown from a septic tonsil and from a perinzal wound, as well as from 
the cervix, but in no case was any effect observed following the use of the 
vaccines, and reactions were absent. 

N.A.B. injections were also given to the patient from whom Streptococcus 
viridans was cultured. 

All patients were examined, and, where necessary, treated by an ear, nose 
and throat surgeon, and by a dental surgeon. One patient was edentulous, in 
8 the teeth were satisfactory, 2 had several extractions, and 1 patient had a 
total clearance under general anasthesia. In this last case the teeth were 
sound, but recovery was delayed, despite other forms of treatment, and the 
patient was too confused and restless for any psychological approach. 
Speculative cultures were grown from two tooth-roots and a vaccine prepared 
from a growth of Streptococcus salivarius. Marked reactions were obtained by 
the use of this vaccine, and in consequence it was decided to have all the teeth 
removed. A good recovery followed soon after. 

Three patients had their tonsils removed by dissection under general 
anasthesia. Three other patients, whose recovery was delayed, had both 
antra and both sphenoidal sinuses washed out by the special aseptic technique 
recommended by Watson-Williams and Graves. Twelve sterile cultures 
resulted, but in one patient the right antrum was full of pus and mucus. 

Non-specific protein therapy in the form of intravenous T.A.B. vaccine was 
used in 8 of these 12 patients, the dosage being usually regulated so that a 
temperature of 102? F. or less was produced at weekly intervals. The injec- 
tions were continued until a dosage of 1,200 million mixed bacteria was reached, 
the number of injections varying from six to twelve. No advantage, but 
rather the reverse, was obtained by higher temperatures. 

Two patients, in whom treatment was commenced one month after labour, 
were clinically worse following this treatment, while three patients who seemed 
to be passing into chronicity and dementing, after being in hospital from four 
to seven months, made remarkable clinical improvement soon after. The 
impression gathered from these cases was that treatment with T.A.B. vaccine 
should be postponed until the patient is in fairly good physical health, and that 
if mental improvement is not then satisfactory, good results can be expected 
in a majority of cases by the use of doses calculated to produce comparatively 
small rises of temperature. This is somewhat surprising, since it 1s my experi- 
ence that small doses of T.A.B. vaccine can often be used with great benefit 
very early in the course of an.acute confusional psychosis from other 
causes. 

It has been demonstrated by Mellanby (13 and 14) and his fellow workers 
that a diet rich in vitamin A has a preventive action against the development 
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of puerperal sepsis and also a favourable influence on a puerperal fever 
already present, and consequently cod-liver oil was administered to all 
patients. 

In all patients the Wassermann reaction was negative in the blood. 


THE HEART. 


Since puerperal patients especially are often gravely ill, it is only to be 
expected that the cardiac condition frequently needs careful watching, for 
the heart muscle shares in any general toxemia that is present. In both 
patients who died of septiczmia the heart was dilated, particularly to the right. 
and the rate very rapid. In 6 further cases the heart condition gave rise to 
anxiety, and the pulse-rate remained above 100 per minute for several days. 
Systolic murmurs were heard occasionally, and in one patient the heart-rate 
fell to only 36 per minute for twenty-four hours, about one month after labour. 
This was presumably a temporary heart block resulting from toxemia. 

Glucose by the mouth was used as a heart food, and digitalis was 
prescribed with advantage in several cases. Rest, however, is the first 
essential for a heart that is showing signs of early failure, and sedative drugs 
are often essential. 


SEDATIVES. 


Sedatives were almost uniformly required. The standard prescription for 
most patients was IO gr. of medinal twice a day. 

It was often possible to reduce this dose after several davs of treatment, 
but occasionally an injection of morphine and hyoscine was required in addition. 
Continuous baths were used in the case of two patients, but the results attained 
by frequent tepid sponging seemed to me to be R Sedative massage 
was sometimes useful. 


BLOOD-PRESSURE. 


The following table (Table V) is a summary of the blood-pressures of the 
I4 patients here considered. Cases 1 and 2 suffered from parenchymatous 
nephritis. Rest reduced high blood-pressure in all cases, and drugs were not 
necessary. In the case of Case 1 in the table, after rest had reduced the systolic 
blood-pressure from 170 mm. to 130, the pressure rose again to 150 during a 
course of intramuscular injections of collosol iron and arsenic. This may have 
been accidental, but since I have observed a similar occurrence in other psychoses 
with a tendency to high blood-pressure, I am inclined to the belief that the 
injections were responsible for the rise. All the figures given are averages of 
two or three readings. 
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Blood-pressure Table. 


I: 2. 3. 4- 5. ^. 7. 
During ist week . 170/120 . 190/140 . 150/100 . 150/95 . 145/95 . 135/95 . 135/95 
After 2 months . 130/90 . 143/100 . 150/95 . 125/88 . 135/88 . E s vs 
[150/105] 
8 9. IO. II. I2. I3. 14. 


' During ist week . 130/80 . 130/75 . 115/85 . r10/78 . 105/65 . 90/60 . 150/90 
After 2 months . i 2 3 115/80 . 120/85 . 115/90 . 90/62 
[120/80] 


There were several cases of low blood-pressure. Case 14 fell from 150 
systolic to 9o with rest, and rose to 120 following the administration of ephedrine. 

Ephedrine was also prescribed in Case 13, while Case 12, a hypothyroidic 
patient, received thyroid extract, in each case with a satisfactory result. 


ANEMIA. 


Anemia, of course, was a common finding. Seven patients had hemo- 
globin percentages below 60, the average of these being 48%. Iron was 
usually given by intramuscular injection, since many patients were taking 
other medicines concurrently. Collosol iron and arsenic was usually employed, 
but sometimes 20 gr. of iron and ammonium citrate were given by the mouth 
three timesa day. This was successful in all but one of these cases, the average 
hemoglobin content three months after admission being 70%. Red cell counts 
ranged from 4 to 5 million cells per c.mm., averaging 4'4 millions, and white 
cell counts were usually about 7,000 per c.mm. 

Whitby (15) has pointed out that while anemia in pregnancy is more 
commonly a simple iron deficiency, responding satisfactorily to the adminis- 
tration of iron, yet anzemias of more serious nature, resembling pernicious 
anemia, are fairly frequent in incidence. 

These latter can be divided into plastic and hypoplastic from bone-marrow 
hypoplasia. 

The hypoplastic type is worse with succeeding pregnancies and difficult to 
cure. It is usually most severe between the sixth and eighth month, but is 
often not clinically manifest until the puerperium. The use of liver in addition 
to iron is generally essential, and blood transfusion may be necessary. It is 
obvious, of course, that pernicious anemia itself may occur. 

One patient in this series had a hypoplastic anemia which proved refractory 
to treatment. The initial blood examination gave red cells 3,900,000 per 
c.mm., hemoglobin 48%, white cells 2,400, of which 57°, were lymphocytes 
and 40°% were polymorphs. Intensive iron therapy only raised the red cell 
count to 4,200,000 per c.mm., the hemoglobin to 54% and the white cell count 
to 3,000 perc.mm. Liver and liver extract were prescribed and the red cell 
count rose to 5,000,000 per c.mm., the hemoglobin to 60°, while the white 
cell count rose slowly to 5,600 per c.mm. 


[xd 


A white cell count of 13,000 per c.mm. was found in one patient who died 
from septicemia and peritonitis. 


THE LUNGS. 


No pulmonary complications were observed in this small series. 


NERVOUS SYSTEM. 


Abnormal neurological signs were practically confined to changes in the 
pupil reaction and the tendon reflexes. The tendon reflexes were normal in 
4 cases, exaggerated in 6 others and grossly exaggerated in the remaining 4, 
changes resulting from the failure of inhibition of higher centres. A diminution 
in the tendon reflexes during the course of the illness is generally a good sigr:. 

The pupils were markedly dilated in 6 patients and contracted in none. 
Reactions were normal in 5 cases and sluggish in 7, while in one patient with 
very dilated pupils no reactions could be obtained. Another patient's pupils 
reacted briskly to light, but re-dilated almost immediately, although the light 
remained. 

One of the septicemia patients had a positive Babinski reaction on the right 
side, which persisted until her death, and a positive Babinski on the right side 
was observed temporarily in one other patient suffering from a severe grade of 
toxemia. 


GASTRO-INTESTINAL FUNCTIONS. 


The tongue was usually found to be coated, and frequently it was dry and 
cracked and the mouth and pharynx lined with viscid mucus, necessitating 
hourly cleansing. The bowels were almost invariably constipated, and as a 
general rule salines and enemata were administered early until the motions 
were very loose; the dose of salines was then reduced, sufficient being still 
given to keep the bowels acting freely. Since two of the three patients admitted 
when pregnant and ro of the 11 puerperal cases were faulty in habits when 
first admitted, this is a form of treatment that taxes the patience and skill of 
the nursing staff not a little. Where recurring constipation was met with 
during the progress of the illness a course of Plombiéres douches was given and 
seemed to help. 

Most patients were on a fluid diet at first, and when refusal of food was met 
with, tube-feeding was promptly resorted to, an endeavour being made to give 
each patient at least 5 pints of fluid daily. Each feed and drink was charted 
on a daily sheet as so many ounces and the total added each day. Six patients 
needed tube-feeding for some time. 

Even when patients were on a full diet it was surprising how often their 
weight failed to rise at first, but when the weight did begin to increase this was 
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generally rapid, sometimes as much as a stone a month, and there were few 
signs of such good prognosis as this. 

Little information of value was obtained from investigation of gastric 
function. Fractional test-meals were carried out on 8 of the patients. Four 
had no acid in the resting juice, and one of these gave a culture of Streptococcus 
viridans. The fasting juice of the remaining 7 was sterile. Two patients, 
one of whom had given a positive culture, had hyperchlorhydria, and these 
were given alkalis in moderate doses after meals. Three were within normal 
limits. The remaining 3 had hypochlorhydria, and of these 2 gave curves 
within normal limits when the test was repeated after a few months. Hypo- 
chlorhydria was treated with dilute hydrochloric acid before meals. In 
two cases the stomach emptied in an hour and a half. 


ENDOCRINES. 


One patient certainly, and another possibly, had deficient thyroid secretion. 

The first patient was admitted a few days before term. She was stuporose, 
but could give replies to simple questions if given plenty of time. She was 
solidly fat, her complexion was pallid and her skin dry. The blood-pressure 
was low and the pulse-rate 75 per minute. The thyroid was impalpable. 
A course of Lugol's iodine was followed by increasing doses of dried thyroid 
extract up to 24 gr. a day, finally reduced to 5 gr. aday. The patient quickened 
and brightened considerably, the blood-pressure and pulse-rate rose, the skin 
became a little flushed and moist, and recovery followed. 

The second patient was a puerperal case and developed a depressive 
stupor. This patient was mentally slow, confused and very apathetic, and 
had a well-marked simple goitre. She improved following a course of 
Lugol's iodine and thyroid extract, but the blood-pressure and pulse-rate 
fell, and the patient put on weight while under this treatment. 

Two patients with very low blood-pressures were successfully treated with 
ephedrine, and may possibly have had some suprarenal insufficiency. 

One pregnant patient had diabetes of pregnancy, which insulin failed to 
control satisfactorily, and labour was induced at eight months, resulting in 
a stillbirth. 

The possible róle of posterior pituitary hormone as a cause of puerperal 
infection should also be borne in mind when stimulating the uterus in puerperal 
cases. 


MISCELLANEOUS. 


In this group of cases labour was usually easy and of normal duration. 
In one case the presentation was an impacted brow, necessitating Cesarean 
section; in two others labour was prolonged, and two more had the 
placenta expressed by Crédé's method. In several there were minor perineal 
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tears. This is noteworthy, since 12 patients were pregnant for the first time. 
In one case it was the second pregnancy, and in one the third. 

In 12 patients it was the first attack of insanity ; one patient had had an 
attack of mania ten years before, lasting five months, and another a psychosis 
of a schizophrenic type eleven years before, lasting ten months. Both these 
previous attacks occurred apart from pregnancy. 

Illegitimacy and desertion were not potent factors in this group. One 
patient was married when two months pregnant, and one was not married. 
In the remaining 12 the pregnancy was legitimate. 

Ten of the resulting children were boys and 4 were girls. 

The incidence of insane heredity was 5095, which agrees with that observed 
by others. 

The ages of the patients varied from 19 to 36, the average being 26. 

The general picture presented by most patients on admission was one of 
toxic confusion, with disorientation, restlessness and noisy, incoherent talk, 
but as the confusion cleared and the physical health improved, the underlying 
psychosis made itself apparent. 


THE TYPES or INSANITY. 


The diagnosis in this small group was as follows: Schizophrenic states, 6 
(hebephrenic 3, paranoid 2, simplex 1); manic state, 5; depressive state, I; 
toxic confusional states, I ; stupor, I. 

The two chief groups are seen to be manic and schizophrenic, and there 
were certain broad differences in the onset and course of these two groups. 

Although no hard and fast rule can be laid down, yet the schizophrenic 
group tended to be certified earlier and to develop symptoms sooner than 
the manic cases. Two schizophrenic cases were certified during pregnancv, 
one at six months and another at seven. The average time of certification of 
the puerperal cases was the ninth day of the puerperium. 

All the manic cases were puerperal, and the average time of certification 
was the sixteenth day. 

The average day for the onset of symptoms in the puerperal schizophrenics 
was the fourth day, and the first symptoms were usually the development of 
delusions of suspicion and of bizarre ideas.  Restlessness and insomnia usually 
followed, working up to the excited and confused state seen on admission. 

The average day for the onset of symptoms in the manic cases. was the 
eleventh day of the puerperium. Excitement with insomnia were the first 
symptoms as a rule, although one patient began with a day’s acute depression. 
All became steadily worse, and were admitted to hospital excited and confused, 
the clinical picture very often being indistinguishable at first from that of 
the schizophrenic cases. The latter cases, however, were not uniformly and 
persistently noisy, but had depressive, uncertain periods, and were more 
impulsive and sudden in their outbursts. 
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Another very striking difference was observed in the course of the illness. 
Of the manic patients one died, and'the average duration in hospital of the 
other four was five and a half months, whereas, excluding one schizophrenic 
still in hospital after seven months, the average duration of the remaining five 
was fully twelve months. One of these schizophrenic patients remained in an 
advanced stage of mental disorder for eighteen months, finally improving 
rapidly and being discharged three months later. 

The differentiation of schizophrenic cases is thus of the greatest importance, 
for one has to expect a much longer course, and carefully avoid allowing the 
patient to slip into the obscurity of a chronic ward. 

The convalescent manic patient is easily enrolled into an oerupatibnal 
class or into one of the hospital services, but persistent and repeated efforts 
should be made by the occupational staff of a hospital to interest the backward 
schizophrenic ; these patients are often difficult and tedious, but success results 
so frequently that all the effort expended is amply repaid. 

Too often the diagnosis of schizophrenia causes a cessation of therapeutic 
activity. Actually the prognosis is fairly good in both manic and schizo- 
phrenic cases, but the prognosis as to the duration depends on the type of 
psychosis present. Cole (16) states that in puerperal psychoses the more acute 
and the sooner the attack the better the prognosis. Since in acute attacks 
the diagnosis of mania is more likely, this can be passed, but the early onset 
of delusions within a few days of labour is usually a sign of an underlying | 
schizophrenic psychosis, and the prognosis is that the illness will be 
correspondingly longer. 

In this small group of cases the age-incidence in the two groups was some- 
what different. The average age of manic cases was 24, and of schizophrenic 29. 

During the period covered by this essay at least 4 patients were admitted 
to hospital with ordinary mania or melancholia who had previously been 
certified during a puerperium. One patient had attacks of melancholia at 
the ages of 19 and 60, and of puerperal confusion at 30; another was certified 
with puerperal insanity at the ages of 35 and 39, was a certified melancholic 
at 48, and was finally admitted with mania at the age of 53; while a third 
was certified for three months at the age of 26 during a puerperium, and had 
another attack at 31 without pregnancy, both attacks being clinically typical 
of melancholia. 

I am inclined to think that the incidence of manic-depressive psychoses 
in insanities associated with childbirth is greater than would appear from the 
small number considered here, for among the remaining 3 cases there was 
only one depressive state. In this patient the symptoms commenced seven 
days after labour, and she was certified on the twenty-first day in a state of 
toxic confusion. She soon subsided into a depressed condition from which 
she gradually recovered, to be discharged in five months. 

The case labelled ‘‘ toxic confusional" died before a final diagnosis 


56 PSYCHOSES ASSOCIATED WITH CHILDBIRTH, [Jan., 


could be made. She was gravely ill and worried by terrifying hallucinations. 
Symptoms had commenced on the eighth day and she was certified on the 
fourteenth. 

The last case was one of stupor in a patient who had never been verv 
intelligent and who suffered from definite hypothyroidism. Symptoms had 
commenced with fits of depression and outbursts of excitement early in 
pregnancy. She was certified four days before labour, and was discharged 
at her normal mental level in nine months. 


THE SEXUAL LIFE. 


The youthful histories of these patients showed little of note in the manic 
cases, but three of the schizophrenic patients had been difficult, sensitive 
and moody children. 

The pre-marital life was apparently normal, and there was nothing 
distinctive about the menstrual periods. 

One schizophrenic was unmarried, two lived happily with their husbands, 
but the remaining three were moody, jealous and difficult wives, and each of 
these three showed frigidity in marriage, which in one patient was periodic. 
Of the manic patients, one was separated from her husband after a series of 
_ violent quarrels, and at least two had been secretly unfaithful during marriage. 
Four of the five manic patients led happily married lives, however. The three 
other cases were all happily married also. 

In 11 of the total 14 cases the pregnancy was desired. 

Two manic patients and the stuporose patient stated that their sexual 
relations with their husbands were unsatisfactory. 

During the hyperacute stage indifference to both husband and child was 
practically uniform. Of the rr cases that proceeded to convalescence, 5 
expressed anxicty to return home to their husbands and to resume normal 
relations. The 3 others were all schizophrenics, and showed a large measure of 
indifference to the resumption of the marital state—-an attitude that persisted 
in some degree right up to the dav of discharge. Two of these 3 patients 
wrote a series of bitter, hostile letters to their husbands full of suspicion and 
unfounded accusations of infidelity while they were in hospital. 

Obviously erotic behaviour was more apparent in manic patients than 
in the others, but only two patients masturbated, one being a schizophrenic 
and the other a manic case. 

During convalescence affection for the child was almost uniformly expressed, 
but the feeling of genuine warmth usually apparent in the manic was absent 
in the schizophrenic. Two schizophrenic patients on four days' leave of 
absence from hospital hardly gave their children a second look, despite the 
long separation, or possibly because of it. 

Most patients were appreciative of conversations designed to elicit their 


1934. | BY D. N. PARFITT, M.D. 57 


marital problems, and generally spoke with a fair degree of freedom about 
their home life. Manic patients as a whole showed a greater interest in their 
future, and were often keen to have advice as to pregnancies and the risks of 
another attack. They derived greater comfort from explanation and advice 
than the schizophrenics. The latter were often difficult to guide in a thera- 
peutic talk owing to their insistence on the fancied iniquities of the husbands, 
and it was usually the husbands who showed the greater interest in the 
possibility of future attacks. 

Anderson (17), in a recent communication, found no material differences 
in the pre-psychotic sexual life in psychoses associated with childbirth and 
similar psychoses occurring apart from childbirth. I incline, however, to the 
belief that, speaking broadly, there are differences in the pre-psychotic sexual 
lives of schizophrenics and manic-depressive cases. Anderson quotes Zilboorg 
as finding aloofness, long courtship, persistent frigidity in marriage and chronic 
masturbation in cases of puerperal schizophrenics. With the exception of 
masturbation, the very few cases in this series roughly agree with this finding. 


I wish to thank Dr. A. T. W. Forrester for permission to use the case 
material referred to, and to pay tribute to Miss Ring and Sister Foster, of the 
hospital nursing staff, whose kindliness, skill and untiring efforts have been a 
constant encouragement to me. 
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AN ANALYTICAL REVIEW OF A SERIES OF CASES OF 
INSANITY WITH PREGNANCY. 


By C. B. Bawronp, M.D., 
Assistant Medical Officer, Rainhill Mental Hospital. 


Ir has generally been considered by obstetricians and psychiatrists that the 
insanity of pregnancy, in common with other forms of insanity associated with 
the reproductive function, offers a favourable prognosis from the point of view 
of complete mental recovery of the mother. This standard view is to be found 
in most text-books on midwifery and mental diseases. 

I have recently had the mortification of seeing a small number of such cases 
failing to fulfil the favourable prognosis that I had held out, and this disappoint- 
ment impelled me to make a detailed inquiry into all the cases of insanitv 
with pregnancy which have been received into, and treated at Rainhill Mental 
Hospital during the last fifty years. 

Such has been the salutary effect of this research that at this very early 
stage I can state two salient conclusions: firstly, that the prognosis is not so 
good as is commonly taught and supposed ; and secondly, that the condition 
as a fully-fledged psychosis, requiring institutional care and treatment, 1s 
comparatively rare. During the years 1883-1933, 97 pregnant women were 
admitted to this mental hospital. This number represents a very small 
percentage of the total number of admissions of all kinds and types of mental 
disorders. It constitutes by far the smallest group of the psychoses associated 
with reproduction, and in our experience accounts for less than 10% of this 
comprehensive group. 

To avoid confusion, it is necessary to draw attention to the fact that this 
investigation is concerned solely with cases of insanity with pregnancy, and 
takes no account whatever of any of the puerperal and lactational cases. 

I shall now give the outcome of the 97 cases in tabular form and a 
description of the main features of the cases from the obstetrical and mental 
aspects with comments. 


AZTIOLOGICAL FACTORS. 


Careful search has been made in the clinical records to ascertain to what 
extent insane heredity played a róle in the etiology, but only in 17 cases had 
it been elicited and recorded in the history that there was a psychopathic 
inheritance. The difficulty of obtaining an accurate and truthful history 1s 
well recognized, and it is highly probable that the above figure would be much 
larger if the details of family history were more fully disclosed. Of these 
I7 cases, it may be of some interest and significance that only 6 recovered. 
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TABLE I.—Analysis of Results of 97 Cases. 


f { Recovered in the hospital and discharged . ; D o: 
‘(Discharged recovered before delivery . : Bic? m 
" | Discharged to the care of friends ; ; . 4 
— (Discharged relieved . . . 5 
3. Transferred to other institutions, ñol recov gal í - 9 
4. Died in the institution : 
(a) Within a few weeks of delivery . ; ; 9 
(6) At much later periods f ; ; . 24 
— 33 
5. Still resident in the institution at the time of inquiry . I2 


The figures with regard to illegitimacy, parity and age are given in Table II. 


TABLE II.—-Etiological Factors. 


1 (Married. : : : : : . 82 cases = 84% 
‘(Single . ; ; ; . ; p I5 - em 69. 
| Multipare . , . 69 , = 70% 
2., Primipare i ; : : . e 22 «2 E2995 
Not stated P : . : , . 6 , 
3. Age of patients : 
Under 20 years . 1 f ; ; ; . . I 
Between 20-25 years. : ; ; . IO 
» 25-30 ,, ; ; E ; i$. 125 
» 30-35  , , : K : : j . 20 
" 35-40  ,, : : f : . : . 26 
Over 40 years : : ; ; - 9 
4. Number of attacks of mental disorder : 
Having first attack ; : . 67 cases 
" second attack  . ; A : . . I8 ,, 
» third attack or more . m zo O 35 
Doubtful attacks . : ; | . 6 


There were two cases in this series that were admitted twice to this hospital 
suffering from a mental illness associated with pregnancy, one of which 
recovered from the mental attack after delivery. 

Among other etiological factors or conditions mentioned in the clinical 
records are intemperance (much more frequent in the earlier cases), unemploy- 
ment, neglect, privation, seduction, bereavement (death of bano extreme 
multiparity, marital unhappiness and infidelity. In over 25% of the cases 
I believe that some associated disease brought an extra strain to bear, and 
thus must be held responsible in some measure for the mental breakdown. 
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Chief among these (physical) conditions, stated in order of frequency, are 
epilepsy and general paralysis, whilst others are renal disease, cardiac disease, 
phthisis, pneumonia and chorea. 


DESCRIPTION OF THE OBSTETRICAL FEATURES. 


Cases have been received at all stages of the period of gestation, but by 
far the greater number have been well past mid-term on admission. One or 
two cases have been admitted in the very early days of pregnancy, when, 
however, it could hardly have been known that they were pregnant. Such 
cases, strictly speaking, do not come within the scope of this investigation, 
since pregnancy can scarcely be regarded as a causal factor. Over 75% of 
cases have been admitted at or beyond the seventh month, but this does not 
give any proper indication as to the length of time the mental symptoms had 
been in existence. In point of fact, owing to the incompleteness of the recorded 
historv of these cases, it is not possible, except in a few cases, to state the 
approximate stage of pregnancy when the mental illness began. From the 
few cases in which this information is supplied, it would appear that the second 
half of pregnancy is the time fraught with risks of serious mental disturbance, 
and particularly the seventh or eighth month—a conclusion which seeminglv 
concurs with the accepted views. 

Only 15 cases were admitted in the first half of pregnancy, and, in most of 
these, I think that they were already mentally affected when they became 
pregnant. Despite the severity of the mental symptoms, premature spon- 
taneous termination of pregnancy has been observed in very few instances, 
and in no cases is there any record of induction of premature labour or 
abortion. The number of stillbirths is 7, that of prematurely born, but 
living children, 9. 


Character of Labour and Delivery. 


. The absence of serious obstetrical difficulties and complications is 
undoubtedly worthy of mention. Even in the case of elderly primipare, 
labour has, generally speaking, been easy and never unduly prolonged. In 
none of the recent cases is there any record of any instrumental delivery or any 
other skilled obstetrical operation. On the contrary, in many instances 
labour has been so sudden in onset and precipitate in character that the medical 
and nursing attendants have been taken unawares, and this has resulted in 
perinzal tears of varying degrees. 


The Puerperium. 


With very few exceptions this period has been singularly free from any 
infective processes, despite the fact that the management of this period has 
had to be frequently modified to suit the circumstances incidental to the mental 
disturbance. Puerperal sepsis occurred in 4 cases onlv, but of these 3 were 
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TABLE III.—A List of the Obstetrical Difficulties or Abnormalities, Slight or 
Serious, Recorded. 


Precipitate labour . ; s . 20 cases. 

Eclampsia rs i i . I case with recovery. 

Prolapsed cord . ; i & UE 

Placenta previa : . I case died before delivery 
from cardiac failure. 

Post-partum hamorrhage . à; . I case. 

Adherent placenta . i i . 3 cases. 

Breech presentation . ; ; E 4g 

Foot " ; : i p HA us 


of mild degree, and only one of any gravity as measured by the temperature, 
rigors and foullochia. It is interesting to add that all these four cases recovered 
mentally, and were discharged in course of time. There is a reference in two 
cases to delayed or incomplete involution. 


DESCRIPTION OF THE MENTAL FEATURES. 


In my efforts to analyse the mental characteristics of these cases I have 
met with certain difficulties. Firstly, in the earlier cases, that is from about 
I883 to 1910, it was presumably the custom to describe invariably at this 
hospital all gestational cases as suffering from mania, despite the fact that 
many showed several degrees of mental confusion, and in some instances 
depression. Later it was the mode to apply the term '' confusional insanity ”, 
although there is no doubt that, upon reflection, a not inconsiderable number 
were examples of the manic-depressive psychosis. In view of this discrepancy 
between the older and more modern viewpoints, I have deemed it expedient 
to disregard the original diagnosis, and to form my own opinion as to the 
probable type of mental disease from a careful study of the clinical accounts 
given in the notes of these cases. From this welter of information the conclusion 
emerges quite clearly that a large proportion of cases presented a serious 
mental disability, upon which the additional psychosis, if anv, induced by the 
pregnant state was grafted. In other words, many were potential psychopaths, 
and would have become insane sooner or later quite independent of pregnancy. 
There were others in whom a psychosis was in process of development when 
they became pregnant, and possibly the extra strain of pregnancy accelerated 
the progress of the mental illness. In this series of cases, no less than 60?;, 
upon investigation, were found to have had some such associated mental 
disability or predisposition, either manifest before pregnancy, or revealed by 
pregnancy. I have attempted to classify these unrecovered cases in Table IV 
(p. 62). 

The great majority of cases in these groups assumed a chronic progressive 
course, but perhaps it is worthy of mention that five epileptics appeared to 
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TABLE IV. 
MM d Died. Still here. Transferred. Discharged 

I. Congenital mental 
defect . 12 4 5 2 
2. Epilepsy l . I3 6 I 5 
3. General paralysis . 7 5 — — 2 
4. Dementia precox . 12 5 3 2 2 

5. Manic-depressive 
psychosis II : 7 : 2 . 2 20 — 
6. Delusional psychoses 2 ©. — : I ; I .  — 
7. Alcoholic dementia 2 : 2 . — e — p n 
59 20 I2 7i II 


have made a complete recovery from the temporary psychosis attributable 
to pregnancy. 


THE RECOVERED CasEs. 


Having dealt with the unrecovered cases in this series, the way is now 
clear for a study of the prominent features of the cases that recovered. An 
examination of the general symptomatology demonstrated that there are three 
outstanding mental symptoms which appear, either singly or in combination, 
in all cases—confusion, depression and excitement. In a numerical analvsis 
of 34 cases the confusional element was found to be the predominating 
feature in 23 cases, with excitement or depression taking the lead in the 
remainder. In several instances confusion was found allied to excitement on 
the one hand or to depression on the other. The differentiation of confusional 
insanity from manic-depressive disease during pregnancy has appeared to 
offer some difficulty, particularly since these leading symptoms, e.g., confusion 
and excitement, are found in combination. The custom of diagnosing all 
the very early cases as mania has already been noted. One of the points 
used in this differential diagnosis was that a history of a previous attack 
favoured manic-depressive insanity, it being held that confusional states did 
not recur. There is no doubt, however, that in this series there are a few 
instances of a recurrent confusional state, and, incidentally, I may mention 
here that, in my opinion, confusional insanity can recur with a different 
atiologv. The problem of the correct diagnosis of these recoverable cases 
has exercised my mind for a considerable time. Whilst I am satisfied to regard 
most of these cases as either confusional (for want of a better title) or 
manic-depressive, there are a few with mixed symptoms which do not seem to 
fit suitably into either category. The main difficulty which confronts me 
here is to reconcile these cases with the usual confusional type, particularly as 


1934.] BY C. B. BAMFORD, M.D. 63 


far as the ætiology and symptoms are concerned. In the gestational cases in 
this series there would seem to be a complete absence of such important and 
determining factors in the etiology as exhaustion or intoxication. Furthermore, 
I observed that there was scarcely any associated bodily disturbance of any 
severity, and very little reliable evidence of any severe degree of bodily intoxi- 
cation. This state of affairs offers a sharp contrast to the usual confusional 
case with strong evidence of severe toxamia and physical depletion. There 
was one case of eclampsia which recovered and three others with varying degrees 
of albuminuria ; but in the cases, few admittedly, that come within my own 
recollection, the whole period of gestation has been remarkably free from any 
disconcerting physical symptoms. With the exception of the cases just men- 
tioned, there is no record of any such serious bodily toxemias as hyperemesis 
gravidarum or eclampsia. It may be that in certain predisposed individuals 
the toxic elements of pregnancy, instead of manifesting themselves in the usual 
manner on the liver and kidneys, have a special predilection for the cerebral 
cortex. 

As with all recoverable diseases, it is of some advantage to be able to forecast, 
if only roughly, the duration of the disease. For this reason I have endeavoured 
to ascertain the length of time after delivery when the mental symptoms began 
to recede. With the exception of three cases which improved before delivery, 
most of these cases failed to show any mental improvement until the second 
month. It is said, with perfect truth, that for a time after delivery there is 
an acute exacerbation of the mental symptoms. In six of these cases improve- 
ment was deferred until six months had passed, but they then made a full 
recovery. 

This length of time would seem to represent the limit of time after delivery 
for recovery to take place. In the average case, recovery may reasonably be 
expected about the third month following confinement, so that assuming the 
psychosis to begin at the seventh month of pregnancy, the total duration of 
the mental illness amounts to under six months. 

There is one other matter of such topical interest as to justify a reference 
to it. Among the approved indications for the premature termination of 
pregnancy is that of insanity under certain circumstances. In this series 
of 97 cases it is of some significance that this serious measure was never 
resorted to in a single instance. With adequate facilities and suitable 
conditions of treatment, there must be very few cases of insanity which, 
either in the maternal or fcetal interest, require a premature or artificial 
termination of pregnancy. 

I cannot conclude without acknowledgment of my indebtedness to Dr. 
E. F. Reeve, Medical Superintendent, for his invaluable advice, and also to 
certain members of the nursing staff for giving me useful information 
about some of the earlier cases in this series drawn from their own personal 
recollections. 
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FEMALE HOMICIDES.* 


By J. H. Morton, M.D.Dub., 


Governor and Medical Officer, H.M. Prison, Holloway. 


FEMALE homicides can be conveniently considered under three headings : 
(1) Those who kill their children, (2) those who kill adults, and (3) abortionists. 
The last group has not been included in the 126 cases under review, because the 
mental condition of the abortionists is of little interest for our present purpose. 
I have never known a prisoner charged with this offence raise the subject in 
mitigation of punishment. The 126 cases are not in any way selected, but are 
the total number of murder charges I have had under my care at Holloway 
prison during the years 1923 to 1932, excluding cases of abortion. I have 
selected the year 1923 because the Legislature introduced the Infanticide Act 
in the previous year; this Act effected certain changes in practice to which I 
shall refer again in some detail. 

First as to the woman who kills her infant child. Just as certain people 
believe that anybody who commits suicide is insane, so others regard the 
killing of a child by its mother as an indication of insanity. With neither of 
these theories can I agree. 

The Infanticide Act has made it necessary to divide women who kill their 
children into two classes, vtz., (1) those who kill their child while it is still 
newly born, and (2) those who commit the offence during lactation and the 
child is some months old. I have endeavoured to find some statistics on these 
points ; I have no knowledge of any figures given by foreign authors, and the 
only ones I have been able to trace to a British author are those given by Dr. 
(now Sir) John Baker, who found at Broadmoor in 1902 that infanticides 
occurred in the following proportions—in the insanity of pregnancy 594, in 
puerperal insanity 35%, and in the insanity of lactation 60%. 

Puerperal insanity was first described by Fürstner in 1875. 

An investigation of 54,000 cases of labour at the Rotunda Hospital, Dublin, 
revealed 81 cases of insanity—7.e., -15%. At Queen Charlotte's Hospital, 
during the years 1926 to 1930 there were 10,730 births, and only 9 cases of 
puerperal insanity. These figures are of particular interest when considering 
the case of the woman who kills her newly born child. 

Formerly the term “ infanticide " meant the murder of a young child or 
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* A paper read at the Annual Meeting of Prison Medical Officers, 1933, and published with 
the consent of the Prison Commissioners, it being understood that the opinions and conclusions 
expressed therein do not necessarily represent official views. 
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infant, but since the passing of the Act known as “ The Infanticide Act, 1922 "', 
the term has taken on a more restricted meaning. Prior to the passing of this 
Act a woman who killed her newly born child and was found guilty of the 
offence was sentenced to death, regardless of the age of the child, provided 
she was not found to be insane. It would seem that many judges, and the 
general public also, felt that it was undesirable to pass the death sentence on 
such a person, when everybody knew that in a few days the prisoner would be 
reprieved and the sentence commuted to one of penal servitude for life. This 
state of affairs was remedied when the Infanticide Act was placed on the 
Statute Books, and for our present purpose Subsections (1) and (2) of Section 1 
are important. 

Section I, subsection (1) states that: “ Where a woman by any wilful act 
or omission causes the death of her newly born child, but at the time of the 
act or omission she had not fully recovered from the effects of giving birth to 
such child, and by reason thereof the balance of her mind was then disturbed 
she shall, notwithstanding that the circumstances were such that but for this 
Act the offence would have amounted to murder, be guilty of felony, to wit 
of infanticide, and may for such offence be dealt with and punished as if she 
had been guilty of the offence of manslaughter.” 

Section I, subsection (2) states that : ‘‘ When, upon the trial of a woman for 
the murder of her newly born child, the Jury are of opinion that by any wilful 
act or omission she caused its death, but that at the time of the act or omission 
she had not fully recovered from the effects of giving birth to such child, and 
that by reason thereof the balance of her mind was then disturbed, they may 
return a verdict of infanticide.” 

I submit that the term “ newly born " and the phrase “ the balance of her 
mind was then disturbed " both call for some explanation. To the term 
'" newly born " the Court of Criminal Appeal has given some explanation to 
which I shall refer presently, but no explanation has been given to the phrase 
“ the balance of her mind was then disturbed ”’. 

As a result of this Act a very large number of accused persons are success- 
fully defended, and are either '' bound over "' or sentenced to short terms of 
imprisonment. The following is an instance : 


A. B—, æt. 39, single. Prisoner's mother had been for many years strange in 
her manner and violent at times, and had been considered by some to be insane 
before her death, some eighteen months prior to the crime committed by her 
daughter. The patient had lived in southern Ireland, and had been through the 
political troubles. When the mother died the prisoner was left very badly ott, 
and decided to take in paying guests to supplement her small income. She was 
seduced by one of her paying guests, and the man refused to marry her. As the 
pregnancy advanced, she determined to give up her home in Ireland and came to 
live with friends in this country. She had informed them of her condition 
before her arrival, and was received with sympathy. A month before the con- 
finement was due she became depressed and sleepless. The child was born two 
weeks before its time and weighed only 4 lb. at birth. The mother was attended 
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by a medical man and had a nurse for four weeks. She appears to have been much 
better mentally after the child was born, but when she got up after the nurse left 
she became very worried, because the child did not thrive, and she decided to put 
it in a home. The child, however, became very ill, and the medical attendant 
informed her that he did not expect the baby to live for more than a day or two; 
the child was then 45 days old. After the doctor left the house she strangled 
the child by tying a piece of twine round its neck. She then wrapped the baby ina 
rug, put brown paper round the rug and posted the parcel to an old servant in 
Ireland. She told the lady she lived with that the child had died and that she had 
thrown it into a pond. The lady sent for the doctor, and prisoner then told the 
doctor the truth, and the dead body was found in the Post Office. 

On reception to prison, she was depressed and complained of chronic headache 
and buzzing noises in the head. She was easily confused and her memory was 
defective; she suffered from insomnia. Her physical condition was impaired, 
she was anamic and below the normal weight for her height. Her mental 
condition remained unchanged for three or four weeks; she then began to gain 
weight and improved physically and mentally. She was nearly three months 
awaiting trial, and during that time gained 20 lb. in weight. It will be observed 
that there was quite sutficient evidence to say that the woman was insane on recep- 
tion and I reported accordingly. At the trial the defending counsel submitted that 
this case came within the meaning of the Infanticide Act, and the learned Judge 
agreed. The woman was found guilty and sentenced to 6 months in the second 
division. 


Many similar cases came before the courts; perhaps the majority do not 
show such definite evidence of insanity as the above. 
An important issue was decided in the following case : 


C. D—, æt. 24. No history of insanity, fits or alcohol. Was at a convent school 
until the age of 18. Came over to England in 1925 and worked for a year, then 
went home to Ireland for a holiday and became pregnant. On her return to 
England she went into domestic service, and shared a bedroom with another girl. 
The baby was born at 5.30 a.m., and her room-mate did not wake up till after the 
birth had taken place. Prisoner was removed to a hospital, where she had five 
stitches put into the perineum. She remained at the hospital for eleven days, 
and then got daily employment in a small hotel and engaged a room. The 
landlady agreed to look after the baby, but at the last minute disappointed her 
and she was obliged to go elsewhere. She then developed an abscess of the 
breast, and had no money or food except a tin of Swiss milk to feed the babv 
with. She tied a napkin round the child's neck and put the body in a cardboard 
box under the bed. There was nothing abnormal noticed about the girl's mental 
condition on reception into prison, but her physical condition was very poor. She 
was tried at the Central Criminal Court seven weeks after the crime, being charged 
with the murder of her infant, 35 days old. I reported that she was of sound mind, 
both on her reception to prison and at the time of her trial. Her counsel submitted 
that she was entitled to be dealt with under the Infanticide Act, but Mr. Justice 
Talbot ruled against him. The girl was found guilty of murder and condemned to 
death. Within a few days the sentence was commuted to one of penal servitude 
for life. 


The prisoner was advised to appeal on a point of law. The following 
extract from the Criminal Appeal Reports, vol. xx, is of interest in this 


connection : 


‘Counsel for appellant stated the sole ground of appeal was on a point of law. 
He referred to Section 1 (1) of 12 & 13 Geo. V, c. 18, the Infanticide Act, and in 
continuing the learned counsel said : 
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'* * [t is submitted that Talbot J. ought to have directed the jury that they had 
the power to find “infanticide °’. Counsel recounted the admitted facts, which 
showed that the appellant was in great distress at the time of the birth for some 
weeks from poverty and malnutrition, and had only just obtained employment when 
she killed the child. The learned Judge had ruled against counsel for the Crown 
that there was evidence of insanity to go to the jury, but none of infanticide. 
There was between insanity and sanity a degree of mental derangement which the 
medical authorities called puerperal, which might appear physically for any period 
from two to six weeks after childbirth, to meet which condition the Statute was 
designed. An essential point was that the learned Judge had ruled that the infant 
was not '' newly born ” within the meaning of the Act, but at Reading Assizes, on 
October 16, 1923, Mary McConnell was charged with murder of her child born 
April 28, 1923, and killed by her on June 11 following. Shearman J. held that the 
jury could find a verdict of infanticide.’ 

“It would appear from a note in the Criminal Appeal Reports that the medical 
authority referred to was Quain, Medical Dictionary, 3rd edition, published in 1902. 

‘In the course of the Judgment given by the Lord Chief Justice, Lord Hewart 
said: ' With regard to the melancholy facts of the case it is enough for the present 
purpose to mention that the baby was born during the night of the roth August 
last and that according to the uncontradicted evidence of the mother, the appellant 
took the baby's life on the 21st September, so that at the time of the act of killing 
the child had lived from the 19th day of August until the 21st day of September, 
that is to say somewhat over a calendar month.’ 

‘In that state of the facts the learned Judge held that, in view of the lapse of 
time, it was not possible to find that that infant was a newly born child within the 
meaning of this Statute ; or, in other words, to expand the proposition to its full 
length, he held that there was no evidence fit to go to the jury upon which they 
might be asked to hold that this was a newly born child. He did not purport to 
define the term ' newly born child ' ; what he did was to rule that a child who had 
lived from August 19 until September 21 could not be found to be a newly born 
child within the meaning of this Section. The Lord Chief Justice, continuing, said : 
' The argument which has been urged on the other side is to the effect that this 
Statute is contemplating an act committed by a mother at a time when she had not 
fullv recovered from the effects of childbirth, and, when for that reason she is in a 
state of mental disturbance, and that the real question is, not how many days 
ago, or how many weeks ago the child was born, but whether the child who is 
killed is the child from the etfects of whose birth the mother accused had not yet 
recovered at the time of the committing of the act. To read the Section in this 
wav is to misread it, in our opinion. In order that the condition of this Section 
mav be fulfilled there must be at least three co-existing circumstances. 

“‘First: The child must be the child of that mother. 

'*'Second : The child must be her newly born child. 

"Third : At the time of the act or omission she must not have fully recovered 
from the effects of giving birth to that child, and by reason thereof the balance of 
her mind must then have been disturbed. We do not propose to undertake the 
task, which does not arise, of defining this expression '' newly born child ". It is 
enough for the purpose of the present appeal to say that Mr. Justice Talbot made 
no error in law in holding with reference to a child of more than a calendar month 
of age that there was no evidence upon which he could invite or permit a jury to 
find that the child was newly born within the meaning of the Statute. In the 
circumstances this appeal fails and is dismissed.’ ”’ 


Although the Lord Chief Justice laid down that there are three co-existing 
circumstances, v?z., (1) The child must be the child of that mother; (2) the 
child must be her newly born child ; and (3) at the time of the act or omission 
she must not have fully recovered from the effects of giving birth to that child, 
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and by reason thereof the balance of her mind has been disturbed, yet no proper 
definition of the term “ newly born " was or has been given since so far as 
I am aware, but it would appear that any child under the age of one month 
is usually taken to be newly born. 

I suggest that there are three periods, any one of which might be considered 
as meaning “newly born " form the purely medical standpoint, v7z. : 

(1) A child of not more than 24 hours old. 
(2) A child of not more than ro days old. 
(3) A child who has not completed its lactation period. 

I understand that certain animals are liable to destroy their offspring, 
but this usually occurs within a few hours of the birth of their young. I 
do not know if there is any scientific explanation for this, but I have always 
understood that it occurred either when the mother saw or thought she saw 
the possibilities of danger, or destruction of her offspring, or in those cases 
where the young animal was abnormal or deformed. May not, then, a woman, 
as a result of the strain of her pregnancy, culminating in the severe trial of 
her confinement, lose her reason for a short period immediately following 
her confinement and also destroy her offspring ? My grounds for suggesting 
a period of ten days as the fixed period for considering a child ‘‘ newly born ”’ 
will be obvious, as it is the time generally accepted when the uterus has subsided 
into the pelvis, and in the majority of confinements the time when the mother 
may safely be allowed to get up if her pregnancy has been normal. 

In making the third suggestion, viz., that of any child who has not been 
weaned, may it not be said that, if the mother is still lactating, unusual demands 
are being made upon her health—the direct result of her confinement—and, 
therefore, she has not fully recovered from the effects of giving birth to the 
child that she is feeding ? I have had a very large number of such cases, 
and it has appeared to me that these called for mercy and special consideration. 

The Court of Criminal Appeal has not given, as far as I know, any ruling 
on the expression '' the balance of her mind being disturbed "', and the practice 
now is not to ask for any medical evidence on the prisoner's mental condition 
in the cases of women whose babies are under the age of 4 weeks, but the Court 
is informed, of course, if the prisoner is insane or mentally deficient. In 
the 10 years under review I have had 64 cases which came within the Infanticide 
Act, 1922 ; the ages of the patients ranged from 17 to 40 years, but the majority 
were women in the twenties. Of the 64 cases, 51 were single women, II were 
married and 2 were widows. Of the 51 single women, 40 had made no prepara- 
tion of any kind for the confinement, 7 had made some preparation, and in 
4 cases the matter was doubtful. Of the 40 cases mentioned, only 8 had even 
mentioned the pregnancy to the father, otherwise there has been complete 
concealment or attempted concealment of their condition. Of the r1 married 
women, no preparation had been made. In 2 of these cases the children 
were illegitimate. As regards previous pregnancies— 
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Eight women had previously been confined once of an illegitimate child. 

Four women had previously been confined twice of illegitimate children. 

One woman had previously been confined three times of illegitimate 
children. 

One woman had previously been confined four times of illegitimate 
children. 

One woman had had six previous confinements, but the seventh child, 
the subject of the charge, was not by her husband. The methods of disposing 
of the children were, for the most part, strangulation, but other methods 
were adopted, such as drowning in pails or tubs. A certain number were 
stated to have fallen on the floor or lavatory pan, and in one of these, fractures 
of the skull were found. In two cases the child was thrown out of the window. 

The question of complete or partial loss of memory at the time of the 
murder is very difficult to ascertain in these cases. I may say that over 50% 
of the cases complained either of total or partial loss of memory, but I believe 
that the number who actually suffered from true amnesia is very small. Only 
three of these cases had shown real signs of insanity. One was admitted 
to the Maudsley Hospital; in the other two cases the actual state of mind 
was not mentioned at the trial, as the prisoner’s mental condition had cleared 
up, and she pleaded guilty to infanticide. Six cases were certified under the 
Mental Deticiency Act. 

There were in all 24 cases showing some ental abnormality, and the 
remaining 40 showed nothing abnormal on reception, and nothing in the history 
to make one think that their mental condition, either at the time of 
the confinement or at any other timc, was anything but normal. 


SECTION II. 


In regard to the cases of murder where the age of the victim is over I month 
and under 12 months, roughly speaking, the mother, if insane, may be said to 
have suffered from lactational insanity. 

The older writers, such as Clouston and Savage, described under the heading 
of mental disorders associated with childbirth, four varieties, v/z., pregnancy, 
parturition, puerperal and lactational insanity ; they not only describe four 
different types of disorders, but go into the minutest details in their endeavour 
to differentiate between the various kinds. 

Later writers describe the insanity of pregnancy, puerperal insanity and 
lactational insanity, but not in very great detail; quite shortly what they 
describe is either a depressive or confusional psychosis. 

The terms “ puerperal” or “ lactational insanity " are not used in Norwood 
East's Forensic Psyciatry, but he quotes a case of confusional insanity and one 
of melancholic stupor in a woman who had recently been confined. Baker, in 
the paper already referred to, said: “ Authorities are not agreed as to when 
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the influence of the puerperal state ends and that of lactation begins." Clouston 
gave six weeks as the technical limit of puerperal insanity ; Tuke fixed it at a 
month, but allowed two months for debatable cases. Campbell Clark proposed 
that a post-puerperal period of two to three months should be allowed in mixed 
or uncertain Cases. 

Stoddart says: '' There is no such thing as puerperal insanity, as there is 
no subdivision which can be recognized without any history." That is to sav, 
given a case to examine and not having been given the fact either that the 
woman was recently confined, or that she was feeding a baby, it would be 
impossible to diagnose puerperal or lactational insanity, and I concur with 
this view. 

The majority of the patients whom I have seen and examined have been 
drawn from the poorer classes, who have had to get about their houschold 
duties at the earliest possible moment after confinement, and, in some cases, 
before they were fit to do so. Many of them have had financial worries, and 
perhaps insufficient or poor and unsuitable food. The majority of the cases 
were in poor physical health, anemic and badly nourished. Concerning the 
family history of 35 of these cases, there was a definite history of insanity in 
32 of them. In 2 cases the patients had previously been certified as insane, 
and the one remaining case was one of insanity superimposed on mental defect. 

I therefore maintain that the predisposing cause of their mental breakdown 
has been their insane heredity, coupled with overwork and fatigue, and that all 
these cases should come under the heading of “exhaustion psychosis”. I am 
well aware that the law is very conservative, and that there are many judges 
and barristers who are familiar with the terms “ puerperal” and ‘ lactational 
insanity ", and I think when we give evidence in courts we are justified in using 
these terms. The chief symptoms observed in these cases are those associated 
with a confusional state, usually with depression and sleeplessness. The 
patient is unable to judge of her surroundings, and shows no proper appreciation 
of time or place. Frequently there is amnesia with delusions of unworthiness, 
but hallucinations are not common. The cerebration is slow, and conversation 
is either impossible or monosyllabic, and practically every case complains 
of a vertex headache. In connection with the loss of memory mentioned. 
some interesting matters arise from a medico-legal point of view. In many of 
these child murders we find either a complete amnesia or partial amnesia, 
but, when we peruse the depositions of the case, we find that the prisoner has 
left some note or letter which shows very clearly that she was contemplating 
murder or suicide, or both, and, further, these notes nearly always express a 
hope that the husband or near relative to whom the note is addressed will 
forgive the perpetrator of the crime. Further it is clear that some know the 
nature and quality of the act. 

Sullivan, in his book, Crime and Insanity, describes these cases as being the 
helpless spectators of their own insane conduct. They develop a delusion, 
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e. g. that they are unable to bring a child up, or that the child is dying of some 
painful disease, or that it will grow up deformed, or that for some other 
reason it is better that the child should notlive. Their life becomes one morbid 
impulse to destroy themselves or their offspring. From this it will be seen 
that it is fairly easy to satisfy the legal mind that the woman did know 
what she was doing, but believed that it was the right and proper thing to 
do. Now, such a patient may later profess entire inability to recall the 
act, or her own remarks concerning it. In these cases Sullivan points out 
that there cannot be any motive for deliberate’ deceit, and that the same 
attitude is frequently maintained long after any such motive, had it ever 
existed, must have ceased to be operative. It may therefore be reasonably 
assumed that this amnesia is genuine, and that it results from the repression 
of the painful memory of the crime. Suicide charges are frequently associated 
with the type of murder under review, and this is only to be expected when 
one remembers that the murder is not committed with any idea of revenge, 
but because the mother considers that the kindest and only thing she can do, 
considering her supposed unworthiness, is to end her existence. In all these 
I have made careful inquiries with reference to the habits of the patient, re 
alcohol, and I can only find evidence of chronic alcoholism in two or three cases. 
In nearly every case one gets a history that the prisoner was a good mother 
and wife and on good terms with all her relatives. In none of the cases has 
the question of epilepsy arisen, although in a few there had been a history of 
"fits", which, on investigation, proved to be hysterical in origin. Finally, the 
methods employed for perpetration of the crime were, for the most part, 
simple and impulsive, and in most cases showed no previous planning. In the 
majority no attempt was made to conceal the crime, in sharp distinction to 
the cases of infanticide where the child is usually hidden in a trunk or wrapped 
up in paper. Strangulation and drowning are the principal methods, but in 
a certain number coal-gas poisoning has been the cause of death. 


SECTION III. 


In the third group the age of the victim varied from 1 year to 87 years of 
age. In the period under review I have had 27 cases. Ten were found 
guilty but insane, 7 were unfit to plead to the indictment, 4 were condemned 
to death, and 6 were found not guilty. Of the cases found not guilty or 
condemned to death, there was nothing of special interest to note in their 
mental condition ; these were very similar to those one would find in a male 
prison. Of the cases that were found insane, there were a few cases of special 
interest. I have selected three which I think might give material for 
discussion. 


Case 1.—The first case is that of a woman, æt. 41. She had been happily 
married for ten years, and her relations with her husband had been satisfactory in 
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every respect. There was one child of the marriage. The prisoner was charged 
with murdering this child, who was aged 9 years, by drowning her in the sea. She 
had attempted to drown herself at the same time. Her health had alwavs 
been good, both mentally and physically, up to twelve months prior to the offence, 
when her menstrual function became irregular, and she suffered from headache 
and hot flushes, and began to worry over trifles. She then became rather sus- 
picious of people, and frequently told her husband that she owed people money, 
which was not a fact. Two sisters of the prisoner were insane and were detained 
in mental hospitals. 

After her rescue from the sea she was removed to the local hospital, where she 
was detained eight days before her reception into prison. On examination she 
answered rationally, complaihed of not having menstruated for some months, and 
of persistent pain in her back, running up her spine. She stated she slept fairly 
well the night before the offence, and could remember getting up in the morning, 
and the next thing she knew was that she found herself in hospital, but could give 
no reason, or had any idea how she got there. She showed no signs of delusions 
or hallucinations, was able to converse quite normally on all topics, her feelings 
and emotions appeared normal, that is, she knew she was charged with murder, and 
showed the remorse and emotion one might naturally expect from a mother under 
such conditions. She appreciated where she was, her powers of concentration and 
attention were normal, in short, nothing abnormal could be found beyond her 
persistent statement that her mind was a perfect blank after doing some ironing 
on the morning of the offence, up to the time she found herself in the hospital. 
The report from the civil hospital was to the effect she was suffering from shock, 
resulting from her immersion in the water; further, that on her admission she did 
not fully realize her position or the result of what she had done. She inquired 
after her child and her husband. She was quiet, and remained in bed, spoke verv 
little and slept fairly well; she did not occupy herself in any way. The medical 
man who attended her prior to the murder informed me that he had been treating 
her for the climacteric, and that he noticed that she had lately become very sus- 
picious, and was worrying over trifles, particularly monev matters. She had 
recently complained of a great wrong, and, on investigation, this was found to refer 
to the fact that she had been doing some charing work, and was not insured under 
the National Health Insurance Act. The interview with the husband more or 
less confirmed the doctor's statements. The husband further informed me that, 
on the morning of the tragedy, he saw a piece of paper in the front room on the 
floor. At first he thought it was a piece of paper on which the child had been 
scribbling, but, on examining it, found it was something written by his wife, but 
he could not remember what she had written. When I read the depositions I 
found, for the first time, the real clue to her mental condition. The writing on the 
paper was as follows: '' Dear I am sorry it has come to this, but we are better 
off it is all through your mother also Mrs. and family, Mrs. also Mrs. 
there is too many spies about for my liking, hope you will forgive me I have been 
a good wife true also loving." 

She remained under observation from June 29 to September 28, during which 
time she menstruated twice. On September 28 it was first noticed that she was 
depressed and worried about people at home. On October 1 she stated: ‘ Mv 


husband is on remand here now." When asked how she knew this, stated, “A girl 
in the ward has a bandage on her eyes and had a vision of Christ in the air". She 


also stated that certain of the patients in the ward were spies. This condition 
lasted about ten days, when she became apparently normal again and her mind 
became much clearer, and she for the first time spoke of some details of the tragedy. 
On November 15 she again became morbidly suspicious and had delusions of 
persecution. This attack cleared up in a few weeks. After this there was a definite 
deterioration in her mental condition, and she suffered from sleeplessness and 
depression. I understand that during the first weeks after her admission to Broad- 
moor she was depressed ; since then she has made good progress, has been fairlv 
bright and cheerful in demeanour and able to work in the laundry. It seems 
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probable that there is some inherent mental weakness, and that the patient will be 
likely to relapse under any stress. 


Case 2.—The second case is that of a widow, æt. 50, who was charged with 
murdering her daughter, æt. 11. The previous history of the case was that the 
woman had had good health up to the year 1917, when she had to undergo a serious 
operation (? ovariotomy). After this she never appeared to pick up in health and 
she became ultra-religious. She was married to a butcher, who later showed signs 
of having cancer, and also became abnormal mentally. The prisoner nursed him 
up to his death under most trying circumstances. Shortly after her husband's 
death she commenced to write strange letters to the vicar of her parish, proposing 
marriage to him ; she also wrote to various people on the danger of the white slave 
tratfic. 

On reception into prison she was tremulous and depressed, and did not wish to 
converse in any way. She kept her arms crossed continually on her chest. She 
stated she had incurred the enmity of the chief white slave traffickers, because 
she had exposed the traffic, and she believed that the white slave traffickers were 
trying ''to take her girl into slavery ”, and rather than that should happen she had 
taken the child's life. She believed that she was suffering from cancer, and gave 
as her reason for this belief that she knew her husband, when making sausages, in 
his capacity as a butcher, put some of his own cancerous material into the sausages, 
and that from eating them she had contracted cancer, and that she was now afraid 
that she might transmit this disease to others with whom she came in contact, 
and for this reason she intended to kill herself with carbolic acid, when she knew 
her child was safe. (I believe a bottle of carbolic acid was found in her house.) 

I understand that since her reception into Broadmoor she has been a quiet and 
industrious patient, but has shown no tendency to lose her delusional ideas. 


Case 3.— The third case is that of a married woman, æt. 34, who was charged with 
murdering her mother by administering arsenic. A maternal aunt and an uncle on the 
father's side have both been certified and detained in mental hospitals. The accused 
had always had good health, and when the war broke out she had volunteered for 
service abroad. She went to France and was attached to the Belgian Red Cross. 
She told me that she went about the trenches dressed as a man. She married a 
Belgian and had three children, their ages at the time of the offence being 11, 9 and 
4 years. At the birth of the first child she had a post-partum hemorrhage. The 
second confinement was a placenta praevia, and after the third confinement she 
had what was described as a nervous breakdown. A year after her last confine- 
ment she had a definite mental attack, in which she became excited, broke orna- 
ments off the mantelpiece and had definite suicidal tendencies. After this the 
attack changed in character and she used to wander about as if in a trance, having 
beautiful and poetical ideas. This attack gradually subsided and she remained well 
for some time, and during this time she was psycho-analysed. Her mother had to 
undergo an operation for cancer, which operation was successfully performed. While 
the mother was convalescing in a nursing home she was visited frequently by her 
daughter, and on one afternoon, when alone with her mother, the nurse heard a 
crash, and on entering the room the daughter said: ''Oh nurse, mother needed 
your attention, and in reaching for the bell I accidentally knocked the table over.” 
After this the prisoner took an affectionate farewell of her mother and left. The 
mother then informed the nurse that her daughter had given her something, and 
that she felt sick, and she actually did vomit. The doctor was communicated with, 
and he in turn rang up the daughter, and asked what she had given her mother, to 
which she replied, '' I gave mother some arsenic, about an ounce. I got it from 
your surgery when the dispenser was away at dinner ”. 

Her condition on reception to prison was confused. She did not know where 
she was, and was mildly excited, garrulous and inclined to be incoherent. Three 
days after her reception she saw in a newspaper belonging to another prisoner that 
her mother was dead. This news did not perturb her, but what did upset her was 
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that the arsenic she gave had not cured her mother of the cancer from which she 
was suffering. She went on to explain at great length that she had seen an image 
of a small Buddha dressed in a little green coat on her left as she went to visit her 
mother. The table was on the left of her mother, and that what she did was the 
result of a guiding impetus from the left, but this guiding light was now gone and 
it was all broken up as a result of her failure. I had many interviews with this 
woman during which she often complained of headache, but always on the left side 
of her head, and the image of Buddha was always on the left. Although this 
patient was of superior education, there was no evidence that she had any scientific 
knowledge, but she used to talk in what I may term a pseudo-scientific manner, 
for instance: '' All action has a two-fold action, but mine has a three-fold one, but 
what they are I do not know. My reasons for giving my mother arsenic are many : 
(1) So that I should save father and my children the pain, (2) to cure her, (3) the 
abnormal affection is the desire to kill, hence using arsenic.” 

On another occasion she told me that Jesus of Prague was connected with the 
Buddha. That action has a threefold motive, but her action had a fourfold motive, 
and her abnormal affection for her mother would be a desire to kill to get away 
from the affection. The patient's mental condition did not improve, and when 
she came up for trial she was found insane on arraignment. I understand from 
Dr. H. P. Foulerton, the Medical Superintendent, that since she has been under his 
care at Broadmoor she has been a restless and hypochondriacal patient. At times 
she complains of momentary fits, of which she says she has some warning, but does 
not lose consciousness. She is generally rational in conversation, but at times 
becomes confused and shows inability to concentrate on the matter in hand. There 
have been, so far, no indications of further improvement in her mental state, and 
the prospects of recovery are not good. 


It is interesting to note that each of the cases give as the reason for their 
action the desire to save their victim from what was considered a worse fate, 
and this is the underlying principle in practically all the infant murders that 
have come under my observation. 


. 
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SOME OBSERVATIONS ON LIPOID METABOLISM IN 
MENTAL DISORDERS.* 


By J. S. SHARPE, M.B., Ch.B.Glasg., 


Assistant Medical Officer and Biochemist, County Mental Hospital, Stafford. 


THE investigations herein set forth have been chiefly confined to the mobile 
tissue of the body, the blood. It is manifest that in abnormal biochemical 
changes affecting the organism in whole or part, this medium will be the locus, 
where such changes might reasonably present themselves and be detected by 
the means at our command. The substances therefore with which I shall be 
dealing are all normally present in the blood to a greater or less degree, but 
show marked variations under the stress of a mental breakdown. In particular 
I shall concentrate on lecithin, one of the phospholipins, cholesterol, belonging 
to the sterol group, and choline, which is classed with the animal bases. 


LECITHIN. 


Lecithin occurs in all animal and also plant tissue ; it is thus one of the 
most widely distributed substances. Under the heading of phospholipins or 
phosphatides a great number of closely related substances are grouped. All 
these compounds are of a fat-like nature yielding, on hydrolysis with barium 
hvdroxide, fattv acids or derivatives of the same, and containing in their 
molecule either nitrogen or nitrogen and phosphorus. Thus lecithin is regarded 
as a body containing two fatty acid radicles, one glycerophosphoric acid radicle 
and one choline radicle. Lecithin does not act as a true solvent, but has the 
property of adsorbing other substances. It is very subject to oxidation and 
must be kept stored in a vacuum, and even excluded from the action of light. 
This liability to undergo oxidative changes is due to the presence of unsaturated 
fatty acids in the molecule. Lecithin is readily acted upon by body lipases, 
when the three component substances above mentioned are split off. 

Many determinations of the phospholipin content of the blood have been 
carried out here, both for previous publication and for the present studv. The 
results show a striking constancy in the percentage recorded irrespective of 
the type of case. The process estimates the phosphorus, and this is calculated 
to lecithin. Moreover, the average figure is that of the content of normal blood, 
viz., 39,9. This is not to be wondered at since lecithin is easily built up by the 
animal body from the food intake. 


* Read at a meeting of the Northern and Midland Division of the Royal Medico-Psycho- 
logical Association, April 27, 1933, and awarded a Divisional Prize by the Association. 
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Rosenfeld (1) showed that this substance can be synthesized within the 
organism, provided fatty acids and phosphorus are available. 

The choline comes from most proteins, particularly from substances 
containing glycine, which is one of the most common of the amino-acids. 

By the administration of lecithin to rabbits Degkwitz (2) found that the 
chlorides and the volume of the urine diminished ; further, that cholesterol had 
the reverse effect. He also showed that the serum chloride was increased by 
cholesterol and diminished by lecithin. Previous work carried out in this 
hospital tends to substantiate these findings. Dialysis experiments were under- 
taken on sodium ions with and without lecithin, and it was found that 25°, 
less of the salt passed through the membrane when lecithin was present in the 
cell content. 

Paul and Sharpe (3) showed that prior to the moulting period in the crab 
(Cancer pagurus) there exists in the liver-like organ of that animal a large 
proportion of fat and lecithin. As the period of moulting approaches a 
progressive diminution of the lecithin takes place, simultaneously with an 
increase of the fat content. Parallel with this, mitosis occurs in the cells of 
the integument and other tissues, but no increase in the size of the animal 
results until the shell was cast, when by absorption of water into these cells 
a rapid increase becomes manifest. 

Thus lecithin seems to be a very important substance to all animal lite. 
The facility of manufacture, the ease with which it is capable of use in the 
body, and the property that it has of regulating osmosis make it a substance 
indispensable to the metabolism of the organism. 

The constant percentage of lecithin in the blood of patients suffering from 
mental disorder must have some significance, but at present the reason is 
obscure. 


CHOLESTEROL. 


In a previous publication Dr. Shaw and myself drew attention to some 
interesting points in the behaviour of cholesterol. 

It was found that cholesterol was capable of protecting from oxidation the 
readily oxidizable substance lecithin, and this to a very marked degree. Further, 
it was shown that cholesterol lowered the surface tension very greatly when in 
colloidal suspension, and also to a lesser degree when in solution in oil. In 
certain concentrations it inhibits hemolysis produced bv the action of cobra 
venom on sheep's blood corpuscles. This is due to the affinity of cholesterol for 
the lysolecithin formed. Pursuing the study of the blood cholesterol in certain 
mental states, I have confirmed my previous findings that there is a decrease 
from normal in dementia praecox, more marked in the early stages. When the 
condition is long-standing my evidence goes to show that in most cases there is 
actually an increase. Now Reiss (4) has shown that adrenal cortex extract 
introduced into normal animals causes a lowering of the blood cholesterol, 
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but on prolonged administration there is a rise in the total cholesterol of the 
blood. He holds that the reticulo-endothelial system is responsible for this 
action, and also that a substance in the adrenal cortex has a cholesterol-fixing 
action. 

Page and Pasternach (5) showed that continued injection of adrenaline 
into rabbits produced a decrease of phosphatide, cholesterol, fatty acids and 
total fats in the serum. In the brain it was found that under this treatment 
the phosphatides decreased and the cholesterol increased. 

When the adrenals are removed in animals death results within two to 
three days. When the medulla of the gland is alone removed the animal 
survives. The cortex is therefore essential to life. Why this should be is not 
quite understood at present, but one or two points referring to the properties 
of the suprarenal cortex are worth considering. 

It is said to have the power of neutralizing toxins both of exogenous and 
endogenous origin. The metabolism of cholesterol seems to be associated 
with it, since after extirpation of both adrenals the blood cholesterol rises. 
It would seem that only under the influence of cortical secretion can the tissue 
use cholesterol. There is evidence to show that the adrenal cortex has a 
definite influence upon the growth and development of the sex-glands, peru 
larly the ovary. 

Under the influence of any exciting factor the adrenal glands, particularly 
the medullary portion, pour out their secretions into the blood. Thus it has 
been demonstrated that no adrenaline passes into the blood of a cat at rest, 
but should the animal be frightened by a dog barking, adrenaline quickly 
appears. 

By a similar pellunt it has been demonstrated in this hospital that the 
blood cholesterol increased 14% in the rabbit under such emotional stress. 

Lvons (6) confirms this finding in the cat and notes a blood cholesterol 
increase of 25% to 30%. He further adds that the effect was abolished by 
sympathectomy. Messini and Poli (7) found that the blood cholesterol in 
rabbits was increased by injections of adrenalin. Thus it would appear that 
the whole of the suprarenal body is intimately associated with the mobilization 
and metabolism of cholesterol. 

The processes for the estimation of lecithin and cholesterol along with the 
experimental technique used in this hospital were described in the Journal of 


Mental Science, January, I93I. 


CHOLINE. 


Choline is formed from the splitting up of lecithin. Chemically it is 
grouped along with the aminal bases. Thus it is capable of forming 
compounds with the halogen elements, and can also combine with certain 
acid radicles to form esters. These esters, for example acetyl choline, have a 
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much more powerful physiological action than the base itself. On the other 
hand, in the presence of water they are very unstable, and break up into 
the free base and the corresponding acid. Of the three substances with which 
I am dealing, choline is the most active in respect of its action on the organism. 
Upon the vascular system it exercises a most potent vaso-dilator effect, 
producing a marked fall in blood-pressure. Its action on the isolated frog 
heart seems to be on the vagal nerve-endings, for under the influence of this 
substance the amplitude and frequency of systolic action becomes less and less, 
the period of diastole increases, and the heart may finally become incapable 
of action. 

The action of choline is thus that of a depressor to the whole vascular 
system. | 

Very small concentrations are capable of affecting the isolated heart. 
With acetyl choline I part in 50,000,000 can be recorded, and I part in 
10,000,000 with the free base itself. 

The action on the bowel is rather interesting in that it causes an increase 
of peristalsis. The exact mechanism of this is not quite understood. Some 
authorities hold that the choline sets free some other substance in the wall of 
the gut, which, acting on the local nerve centres, produces the motor effect. 

Research work on this base has only come into prominence within the last 
few years. There are many who doubt that choline or its compounds is the 
depressor substance in the blood. These workers do not throw much light 
upon the chemical or physiological characteristics of the compound in which 
they are interested, and so choline at present holds the field. 

Normally it exists in very small amounts in the blood, and it 1s just possible 
by using the physiological test to detect its presence. 

Shanks (8) showed that in rabbits after subcutaneous injection of 250 mgrm. 
of choline per kilogramme a small amount appeared in the urine. Similar 
results were obtained by intravenous injections. After oral administration 
none appeared in the urine. Normally the amount of choline in urine is 
undetectable. 

Page and Schmidt (9) have shown that choline added to active serum 
disappears within a few hours, but with serum previously heated to 36? C. 
this disappearance of added choline was not found. 

The above finding has been confirmed in this laboratory, but higher tem- 
peratures (37° and 50°) were also used. It was found that as the temperature 
of inactivation increased, the destruction of added choline decreased. Thus 
some unknown body, possibly of the nature of an enzyme had been destroyed 
by heating and more completely at higher temperatures. This fact seems to 
be of importance physiologically, as enzyme action may be the medium by 
which such a powerful substance as choline is controlled and eliminated from 
the system. 

By a process of dialysis, using a very thin collodion membrane, it was 
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demonstrated that the substance, whatever it may be, that has the destructive 
action on the choline is unable to pass through. Hence its molecule must be 
comparatively large. Enzymes have relatively large molecules. 

The next question suggesting itself was, ‘‘ What substances antagonize the 
action of choline on the isolated heart " ? It was found by further experi- 
menting that adrenaline had a definite restorative effect on the cholinized 
heart, while strychnine hydrochloride was found to have no action whatever. 

Again, the question arises whether there is a depressor substance present in 
excess in the blood in any of the psychoses, and if so will its physiological 
reactions be similar to that of choline ? 

Cases of melancholia, confusional insanity, mania and dementia pracox 
were selected. Blood was removed by venepuncture, the serum separated 
as quickly as possible, and immediately tested on the isolated frog heart. In 
some of the cases the serum was subjected to dialysis. It was found that 
nothing was to be gained by this procedure, as the whole serum gave similar 
results. However, it is important in this respect that any substance passing 
through a membrane such as was used must be of a crystalloid nature, and 
readily soluble in water. Choline could be such a substance. 


THE CHOLINE TEST ON THE ISOLATED FROG HEART. 


The chemical determination of choline is beset with much difficulty on 
account of the ease with which lecithin is capable of sphtting off this base. 
The results given by analytical methods are therefore always on the high side. 
I have employed the physiological test on the isolated frog heart, and although 
figures are not available, yet the positivity of the various tracings is important. 

The frog is first of all stunned by a blow on the head, the cord severed and 
pithed. The thorax is opened, the pericardium freed from around the heart, 
which is lifted into a vertical position. A ligature is then passed round above 
the base, taking in the great vessels. This is firmly tied and the ends left and 
formed into a small loop. The heart is then removed and placed in a little 
Ringer's solution. A small cut is made into both auricles. It will then be 
noticed that the action of the organ at once increases. The small loop is 
placed over the hook at the bottom of the examination chamber, the clip of 
the recording lever attached to the apex. Ringer’s solution is run in until 
the heart is covered. A normal tracing is then taken, and all is now ready to 
proceed with a test. 

The serum or solution to be tested is added 1 c.c. at a time and slowly 
and carefully mixed. | 

Blood oxygen : Determination of the '' coefficient of utilization ".—The oxygen 
content of the venous and arterial blood was determined in the various cases 
referred to by the Van Slyke apparatus, following the usual technique. From 
the oxygen difference the coefficient of utilization is calculated : 
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Average Results. 


Lecithin in the blood , ; : ; : : poA 
Cholesterol in the blood : 


Normal blood cholesterol . ; ; à . 23% 
Early dementia praecox i : ; y & 19% 
Chronic  ,, "EP ; 73496 
Mania, recurrent . E : : . : "2205 
Melancholia 1 ; ; : i i a A 
Oxygen in blood (coefficient of utilization): 
Normal . E i . 18:59, 
Early dementia praecox . i : : ye BEY, 
Chronic ,, > cu ; ; l : . 13:396 
Mania, recurrent. : . ; : : . 30'I195 
. Melancholia . : ; í : : . X1I'39$ 


I have evidence to show that there is a marked disproportion between 
the cholesterol content of the serum and that of the corpuscles in cases of 
early dementia praecox. My figures show a fall to 20% in the serum. Thus 
80% of the whole blood cholesterol is contained in the corpuscles, and although 
the whole blood cholesterol in dementia praecox is low, this would mean that 
about 160 mgrm. 9$, as against 110 mgrm. normally, would be contained in 
the cells. Now I have shown that cholesterol added to normal blood, in vitro, 
prevents the adsorption of oxygen by roughly 5%. These observations may 
partly explain the decreased coefficient of oxidation in those patients. Normally 
the cholesterol is about equally distributed between serum and corpuscles. 


SUMMARY OF RESULTS. 


The lecithin content of the blood in mental disorder shows no important 
variation from normal. 

The cholesterol content of the blood in early dementia praecox is decreased 
by about 25%. Later there is an increase by about 30%, as chronicity 
advances, and it remains at that figure. This may be due to a hyperactivity 
of the suprarenal glands. 

The coefficient of utilization is low. 

In melancholia and confusional insanity the blood cholesterol is slightly 
on the high side, but the variations are small. 

The coefficient of utilization is very low in these groups, denoting deficient 
oxidation and low metabolic activity. 

Recurrent mania cases show a very high blood cholesterol, particularly 
during an acute attack. This cyclic nature of the condition seems to suggest 
some derangement in metabolic activity, probably centred around the supra- 
renal glands, as evidenced by the blood cholesterol increase. Further, the 
coefficient of utilization is very high, indicating increased metabolic rate. 
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There exists in the blood in certain melancholic and confusional states a 
powerful depressor substance having a choline-like action on the isolated frog 
heart. This substance is antagonized by adrenaline. 

Normally the depressor substance is in such small concentration as to be 
almost undetectable. In dementia praecox and recurrent mania this substance 
exists in very small quantities, approaching the normal figure as determined 
by the physiological test. 

Choline added to active serum disappears on standing after a few hours at 
laboratory temperature. On inactivating the serum at varying temperatures 
the added choline remains. Some substance having the properties of an 
enzyme has been destroyed by heating. 

These observations point to a deficiency or complete absence of such a 
substance in melancholia and confusional insanity. This substance may be 
conveniently termed ‘‘cholinase’’. The clinical feature of these cases is that 
of hypotonia. 

References.—(1) Rosenfeld, Biochem. Zeitschr., 1930, ccxviii, pp. 48-53.—(2) Degkwitz, Alin. 
Wochenschr., 1930, ix, pp. 2336-44.—(3) Paul and Sharpe, Biochem. Journ., 1919, xiii, No. 4.— 
(4) Reiss, Endokrin., 1930, vii, pp. 1-23.—(5) Page and Pasternach, Biochem. Zeitschr., 1931, 
ccxxxii, pp. 295-309.—(6) Lyons, Amer. Journ. Physiol., 1931, xcviii, pp. 156-62.—(7) Messini 


and Poli, Boll. soc. ital. biol. sper., 1931, vi, pp. 608-11.—(8) Shanks, Journ. of Physiol., December 
28, 1923, lviii, pp. 2, 3.—(9) Page and Schmidt, Ztschr.f. physiol. Chemie, 1930, pp. 191, 262-72. 
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THE BLOOD CHOLESTEROL IN EPILEPSY IN RELATION TO 
TREATMENT BY DEHYDRATION AND KETOGENESIS. 


By J. H. McLean, 


Senior Assistant Physician, Alexandra Institution for Feeble-minded, Maitland, Cape of Good 
Hope, South Africa. 


CHOLESTEROL metabolism in epilepsy has been investigated by a number 
of observers during recent years, but the results have been contradictory and 
confusing, as the following summary shows : 

1920, De Crinis (1): Cholesterol increased before seizures. 

I923, Pezzali (2): Cholesterol decreased before seizures; low average 
levels in epileptics. 

1927, Robinson, Brain and Kay (3): Cholesterol decreased before 
seizures. 

1927, Osnato and Killian (4): Results negative. 

1929, Goodall (5) : Results negative. 

1929, Fox Gosden and Brain (6) : Cholesterol decreased before seizures ; 
general low values in epileptics and increased variability in individual 
patients. 

1930, Duncan (7): That there is no definite evidence to show that the 
occurrence of an epileptic fit is associated with a fall in the level 
of cholesterol in the blood. 

In the same year Shaw and Sharpe (8) suggested that cholesterol is an 
important factor in controlling oxidative processes in the brain, and that 
it inhibits the absorption of oxygen by lecithin. In the oxidized state 
lecithin and other phospholipins tend to take up water. On this view 
it would seem that an increased amount of cholesterol would result in a 
diminished amount of water in the tissues, and a decreased amount would 
produce an increased accumulation of fluid. 

In the present investigation results are given which show that the occurrence 
of the epileptic fit is preceded by a considerable fall in the level of the cholesterol 
in the blood. An attempt is made to correlate the work of Shaw and Sharpe 
with the methods of treating epilepsy by dehydration and ketogenesis. 

The method used for the determination of cholesterol in all cases was that 
. of Sackett (9). The cases investigated were all hospitalized cases of idiopathic 
` epilepsy of many years’ standing. The patients were confined to bed and 
freed of all medication. Blood was collected at four-hourly intervals. 
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TABLE I. 
Case I. Case 2. Case 3. Case 4. 
Mgrm. Mgrm. Mgrm. Mgrm. 
Ioa.m. 180 . 160 E 200 i 203 
2 p.m. 162 . 96 : I7I : I33 
— 4.55 p.m 
6 p.m. 83 a HT : 174 ‘ 166 
— 6.30 p.m. —7 p.m. No fit in 24 —9.30 p.m. 
-—9 p.m. hours 
yo p.m. 184 . 92 : 196 ; 151 
—10 p.m 
2a.m. 193 - 93 : 122 E 142 
—2.10 a.m 
6am. III 116 143 129 
f —7.10 a.m 
Case 5 Case 6. 
Mgrm Mgrm 
2 p.m 78 : IO p.m 150 
6 p.m 98 : 2 a.m 160 
. IO 68 : 6 a.m 153 
—-10.45 p.m. —9.30 a.m 
— 11.5 p.m. IO a.m 168 
2 a.m 63 1 -——-I.25 p.m 
6 a.m IIO 2 p.m 147 
IO a.m 130 — 2.30 p.m 
6 p.m. 104 
— 9.30 p.m 


—e- Indicates a seizure. 


In one case of status epilepticus values of 146 and 44 mgrm. were obtained 
before and during status. In one case (Case 7) estimations were done at 
four-hourly intervals over a period of six days. This case is presented in 
graph form. 

It has been suggested that the fall in the blood cholesterol is due to 
Concomitant confusion at the time of the fit. Owing to the fact that the cases 
here presented were all in continual and varying states of confusion, it was not 
possible to show that the sudden fall in cholesterol is independent of the state 
of confusion. It has to be noted, however, that confusion more frequently 
follows the epileptic fit than precedes it. The graph of Case 7 clearly shows 
the increased variability of the cholesterol level, as obtained by Fox Gosden 
and Brain. It will also be noticed that on no occasion in this case did a fit 
occur while the blood cholesterol was on the rise, and that the fall in level 
preceded the attack. A further fact is that a low value for cholesterol does 
not necessarily mean an attack. 

Values calculated from graphs showing the approximate level of cholesterol 
at the time of the fit compared with the average of all estimations are as 
follows : 


í 
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TABLE II. 
Case N Average of all estimations Calculated averages at 
eye (mgrm.). time of fit(s). 
I 152 i 94 
2 l 97 à 87 
3 No attacks during 24 hours i — 
4 154 . 153 
5 91 ; 65 
6 147 " I5I 
2 139 í ISI 
All cases : 130 ; 117 


2 


The figures indicate that the amount of blood cholesterol at the time of an 
epileptic attack is definitely lowered. The average of all estimations, 130 mgrm. 
per 100 c.c., is considerably below the normal. 


CasE 7. 


Mgrm. cholesterol per 100 c.c. 


y 
Dav of experiment. 


BLOOD CHOLESTEROL DURING DEHYDRATION. 


The treatment of epilepsy by dehydration is now an established procedure. 
It is based on evidence which goes to show that some epileptics have an 
obstructed circulation of the cerebro-spinal fluid which produces an increased 
cerebro-spinal pressure. A reduction of fluid intake should therefore benefit 
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this condition. As has already been observed, Shaw and Sharpe suggest that 
a diminished amount of cholesterol would tend to an over-hydrated condition 
of the brain-cells. This, according to Temple Fay (10), is one factor in the 
production of a convulsive attack. The treatment, as recommended by 
Temple Fay, consists merely in the strict limitation of fluid intake to such an 
extent as to cause loss of body-weight. In order to observe the effect of 
dehydration on blood cholesterol, two quiet cases of dententia ^ praecox were 
selected and placed under dehydration conditions. Epileptics were considered 
unsuitable for this investigation on account of the frequency of large variations 
in their blood cholesterol from hour to hour. The results are as follows : 


TABLE III. 
Blood cholesterol. Blood-urea. 
Ca 7 Case 2. Case r. |  . Case 2s 
Pre-period 3 days ; , 169 : 179 , 50 : 63 
174 , 184. : 61 ‘ 58 
165 ; 176 ; 60 i 62 
Dehvdration 12 days . : 196 ; 190 ; 90 : 84 
199 : 206 : 108 à 96 
199 : 212 : 5poilt  . IIO 
204 : 22I ; IIO ; 116 
Post-period 3 days . ; 147 , 160 : 57 ; 84 
140 ; 154 ; 55 : go 
P52. 3s 105 ‘ 55 è 65 


It is possible that the increase in concentration of cholesterol and urea 
shown here is due entirely to the mechanical effect of the limitation of fluid. 
It does not follow, however, that the increased amount of cholesterol has no 
chemical effect limiting the amount of fluid absorbed by the cells of the brain 
bv inhibiting the oxidation of phosphéfibins, and therefore the absorption of 
water by these substances. It is suggested that the mechanical effect of fluid 
limitation 1s assisted by the increased concentration of cholesterol produced 
by this procedure. It is significant that Japanese workers quoted by Shaw 
and Sharpe have shown that cholesterol and calcium injected into rabbits 
cause changes in nerve cells indicating shrinkage and dehydration. Temple 
Fav, while not entirely disregarding the chemical aspect of dehydration, appears 
to place more emphasis on the mechanical aspect. 


BLoop CHOLESTEROL IN ARTIFICIAL KETOSIS. 


The production of an artificial ketosis is now a recognized form of treatment 
in epilepsy. It gives the best results in children. It is well known that cases 
of severe diabetes mellitus show a marked increase in the amount of blood 


86 BLOOD CHOLESTEROL IN EPILEPSY. 


cholesterol. It is very rare to find convulsions or epilepsy developing in cases 
of diabetes. The experiment quoted below is directed towards showing that 
an artificial ketosis is also accompanied by a rise in the blood cholesterol. 

Two cases were placed on a strict ketogenic diet for 14 days. The results 
show a rise in the cholesterol level during ketosis, although they do not appear 
to be entirely conclusive. 


TABLE IV. 
Case 1. Case 2. 

Pre-treatment period 170 146 

173 154 

184 144 
Period of ketosis 190) Acetone 156, Acetone 

180; present 160 | present 

202 in i dad in 

i 187) urine. $ 171! urine. 

Post-treatment period j 176 ; 169 

180 ; 158 

187 : 167 


The two methods of treating epilepsy by dehydration and ketogenesis 
appear to have much in common. It has been demonstrated (11) that there 
is a great reduction of body water in states of fasting because of the low level 
of carbohydrate metabolism. On the other hand, dehydration, if pressed far 
enough, produces acidosis. A combination of these two methods of treatment 
has recently produced good results. It is suggested as a basis tor further 
research that dehydration and ketogenesis have another point in common, 
namely that both are accompanied by an increased concentration of blood 
cholesterol, and any beneficial effects obtained are due to the effect of cholesterol 
in limiting the absorption of fluid through the cell membranes of the brain. 

I am greatly indebted to the Department of Physiology, University of Cape 
Town, for laboratory facilities which enabled me to complete this work, and 
also to Dr. L. P. Bosman, Senior Lecturer in Biochemistry to the University, 
for advice and assistance. 

References.—(1) De Crinis, quoted by Lennox and Cobb, Medicine, vii, 1928.—(2) Pezzali, 
shid., vii, 1928.—(3) Robinson, Brain and Way, Lancet, 1927, ii, p. 325.—(4) Osnato and 
Killian, Brain, 1927,1, p. 581.—(5) Goodall, Lancet, 1929, 1, p. 384.—(6) Fox Gosden and Brain, 
tbid., July 6th, 1929.—(7) Duncan, Journ. Ment. Sci., April, 1930.—(8) Shaw and Sharpe, ibid., 
January, 1931.—(9) Sackett, Journ. Biol. Chem., 1925, lxiv, p. 203.—(10) Temple Fav, Amer. 


Journ. Psychiat., March, 1929.—(11) Gamble Ross and Tisdale, Journ. Biol. Chem., lvii. 
October, 1933. 
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THE BI-COLOURED GUAIAC REACTION IN MENTAL 
HOSPITAL PRACTICE. 


By S. W. Harpwick, M.D.Lond., M.R.C.P., D.P.M., 
Assistant Medical Officer, Claybury Mental Hospital. 


THE object of this investigation was to ascertain the value of the bicoloured 
guaiac reaction on the cerebro-spinal fluid in mental hospital practice. The 
reaction, which was first described by de Thurzo (1), is similar in principle to - 
the Lange gold sol test, in that under certain conditions precipitation occurs 
from a colloidal system. Its originality depends on the fact that two dyes, 
naphthol green and brilliant fuchsin are contained in the system, one of which 
attaches itself to the precipitating colloid (brilliant fuchsin), whilst the other 
(naphthol green) remains in the supernatant fluid. It is claimed that it is 
not so susceptible to possible fallacies as the gold sol test (such as chemical 
uncleanliness), that it is possibly more selective in its action, and that it has 
the same practical value in the laboratory diagnosis of neuro-syphilis. Results 
have been reported on hospital cases (2) showing fair agreement with the Lange 
and Wassermann tests, but so far no records are available showing the value 
of this test in a series of neuro-syphilitic cases from mental hospitals, with the 
exception of a brief report on 1o cases(3). The present report deals with 
325 fluids obtained from cases in L.C.C. mental hospitals, and these included 
125 cases of general paralysis treated by malaria and other pyrexial therapies. 


TECHNIQUE. 
Reagents required : 
Tincture of guaiac (B.P.) . . 2095, in alcohol. 
Naphthol green i . 0'59$ aqueous solution. 
Brilliant fuchsin . i . 0'5% alcoholic solution. 
Sodium carbonate . . . 0°5% aqueous solution. 
Sodium chloride . ; . 0'2% aqueous solution. 


Absolute alcohol. 


The B.G. reagent is prepared as follows: To 40 c.c. of distilled water in a 
small Erlenmeyer flask, pipette slowly around the wall of the flask a solution 
containing 0:22 c.c. of guaiac tincture in 9 c.c. of absolute alcohol. Not more 
than 0'5 c.c. should be pipetted at a time, and the flask should be continually 
shaken lightly. Add 2 c.c. of naphthol green solution, shake, and add 
0:3 c.c. of brilliant fuchsin. After twenty to thirty minutes the suspension is 
ready for use. It has been recommended that the suspension should not be 
kept longer than three hours before use. 

In performing the test, a special solution is first prepared by mixing I c.c. 
of the sodium carbonate solution with roo c.c. of the 0-2°4 sodium chloride 
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solution. 0-5 c.c. of this special solution is added to each of a series of ten small 
test-tubes in a rack, except to the first tube. 0-5 c.c. of cerebro-spinal fluid is 
placed in tube 1, 0:5 c.c. of cerebro-spinal fluid is added to tube 2. Mix the 
cerebro-spinal fluid and special saline in tube 2, and transfer 0:5 c.c. to tube 3. 
Mix again in tube 3, and transfer 0:5 c.c. to tube 4, and so on, discarding 
0-5 c.c. from the last tube. The tubes eventually represent dilutions of 
cerebro-spinal fluid from I : 2 in tube 2, to I : 512 in tube ro. 

To each tube add o:5 c.c. of the reagent, and after thorough shaking allow 
to stand for twelve to eighteen hours. 

The following points are of note. In the preparation of the special saline 
. Solution the 0:2% saline should always be freshly prepared. The absolute 
alcohol used should be redistilled so as to be iron-free, since iron salts vitiate 
the results. After the last stage of the test is completed (7.e., the addition of 
the reagent), each tube should be examined to ensure thorough admixture 
having taken place. 

When reading the results, the following changes in the tubes may be noted : 


Solution unchanged . ; ; Noted as o. 

i light red in colour with slight precipitate ji I. 

is greyish red colour with obvious sedimentation ,, 2 

" » green colour with red precipitate " 3. 

^ vivid clear green colour with red precipitate ,, 4 
RESULTS. 


Three hundred and twenty-five cerebro-spinal fluids were examined from 
cases occurring in L.C.C. hospitals. The routine tests were performed at the 
Maudsley Hospital, whilst the B.G. reaction was done independently. In the 
examples cited below, the Wassermann findings are in terms of the amount of 
complement deviated per I c.c. of cerebro-spinal fluid (4), the cells and protein 
excess being noted qualitatively in + signs, and the Lange in the usual figure 
notation. The results are considered under four main groups: Untreated 
cases of general paralysis, treated cases of G.P.I., cases of cerebro-spinal syphilis 
other than G.P.I., and control cases. 

The following arbitrary classification of both colloidal reactions has been 
adopted in order to show the results in brief tabular form : 

A typical paretic Lange is of the type 5543210000, and contains at least 
two fives. A typical paretic B.G. is of the type 444321100 to 0134320000. 
A weak paretic Lange contains at least two initial fours ; a weak paretic B.G. 
is of the type 3332211000 to 0122110000. The usual conception of a luetic 
Lange is adopted; the luetic B.G. is of the type 0001234210 to 0000112210 
A weak Lange response is of the type 3321100000, or 0001122100 ; the B.G. 
is considered weak if a reaction of not more than the value I occurs in anv 
tube. 
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I. Cases of Untreated G.P.I. 


Sixty-seven clinically diagnosed cases were tested. Every case gave a 
positive Wassermann reaction, and the cells and protein were increased quali- 
tatively. The Lange and B.G. results are contrasted in the following table : 


TABLE I. 
B.G. 
Lange. : 
l Typical paretic. Weak paretic. Luetic. Negative. 
Typical paretic 58 4I 6 8 I 
Weak paretic. 6 o I I 2 
Luetic . . 3 I I o I 


Eleven further cases, where clinical information was insufficient, gave 


tvpical G.P.I. pictures on routine examination. 


Of these, there were 3 typical 


paretic B.G. responses, 2 weak paretic, 2 luetic, 3 weak, and one negative. 
Complete precipitation (nominal value of 4 B.G.) occurred in at least one 
tube in 50 out of the 67 cases. 
Examples of results of cases of untreated G.P.I. are given in the following 


table : 
TABLE II. 
Case. W.R. C.S.F Cells. Protein. Lange. B.G. 
I + 30 + qespospeue spe 5555554321 4444444322 
2 + 30 + ee om, o See 5555554321 4444333211 
3 +15 ++ o. ++ 5555443210 1243222221 
4 + 30+ T T 5555543210 12343222101 
5 ae eg a Tb 554432100 Neg. 
6 + 30+ ++ + 5544321000 2321000000* 
7 +30+ ++ + + 5555543211 1221122111 
8 +30+ + ++ 5555554321 O112134210 
9 + 3 +— + 5443321100 OIIOOOO0000 
IO + 30 T F 4433221000 OOOOITIIIO 
II +3 + +++ ++ 0123443210 1122133322 
12+ +2 + -+ + 1123432100 Neg. 
, +3 — +— 3322110000 T 
13 --304- ++ ++ 123432100 2332131100 
I4 +15 ie ae ale = 4443210000 0000334333 
15 +6 + + ++ 0122334432 4444422222 


* A congenital G.P.I. 1 cerebro-spinal fluid examined on two separate occasions. 


II. Cases of Treated G.P.I. 


One hundred and twenty-five fluids of cases treated bv malaria and other 
modes of artificial pyrexia are included in this group. The time of taking the 
specimen in relation to the actual therapy, and the actual amount and intensity 
of treatment, are not considered. Some of the cases, however, are of long- 
standing duration. The results are set out below, similarly to Table I: 


BI-COLOURED GUAIAC REACTION, 


Lange. 


TABLE III. 
Typical paretic. Weak paretic. 
12 7 
9 . 8 
o : 4 
I I 
Oo , I 


Typical paretic 23 
Weak paretic. 33 ; 
Luetic . . I5 . 
Weak . . 8 
Negative . 46 


B.G. 
Luetic. Weak. 
I A 2 
4 «© 5 
I 4 
oO e 3 
o 9 


[Jan., 


Negative. 
. I 
. 7 
i 6 
3 
à 36 


An additional case of tabo-paresis not included in the above table, as the 
question of treatment was indefinite, gave a luetic Lange and a weak B.G. 
Examples of treated cases are given in the following table : 


Cases 37 to 40 are included in this group for the sake of completeness. 


+6 ; 


Cells. Protein. 
ToT TI 
PF TF 
Ts + 
pum + 
Blood + + 
T an 
TS + 
peus + 
Neg. Neg. 


Lange. 
5555443210 
5554432100 
4433221100 
5544321100 . 
4433221000 . 
4433221100 
4332110000 
2233432100 

Neg. 


III. Cases of Cerebro-spinal Syphilis. 
All the cases included in this group are quoted in full in the table below. 


details are not known. 


Clinical diagnosis. 


. Tabes . 


» Melancholia 


. Meningo-vascular syphilis 
. Tabes . 
. Syphilitic spinal 


meningo-mvelitis 


. Congenital svphilis ; 


right hemiplegia 


. Cerebro-spinal svphilis 
. Meningo-vascular 


svphilis (congenital) 


. Congenital syphilis; im- 


becility ; right hemi- 


plegia 


. Congenital svphilis ; im- 


becilitv ; right hemi- 
plegia 
. Syphilis; no neurolo- 


gical signs 


. Imbecility 


TABLE V. 
W.R. CS.F. Cells. 
T 30 SER 
tic or 
+ 30 Sape 
T3 + 
+15 queer 
4-24- Neg. 
+30 + 
+2+ Neg. 
TIF ++ 
+30 un 
HIST = 
IS + dram 
+ 30+ PEF 
+15+ F 
“+ 30 ear 
t3 ++ 


. +++ 
+ . 1234332100 . 


Protein. Lange. 


T 


+ . OI232II000 . 
. 0012234321 . 


++ . 0123442110 . 
++ 1234432100 . 
+ . 1233432100 . 
+— . 0012333210 . 
+ . 0012343210 . 
+ . 1233432100 . 
Dd . 4433210000 

+ « 4332210000 

++ . 1244332100 . 
“+ «. 3343321100 . 
+- 1223432100 . 
4- II23221000 . 


. 0012343210 . 


B.G. 
4444444321 | 
0244210010 
2442101000 | 
1321100000 
I2IIIOOOOO 
OOOOOI221 O 

Neg. 
OI I 0000000 
OOOOOOIIOO 


Clinical 


B.G. 
I I 10000000 
0000001000 
Neg. 
IIIIOOOOOO 
O0000000IIO 
Neg. 


9? 


OOOOOIIIIO 


II22IIIIOO 

III2221100 

123223344 
Neg. 


Neg 
»9 
- 4432210000 
. O2IIIOOOOO 
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IV. Control Cases: 


Out of the 103 fluids comprising this group, 6 showed slight protein excess 
and 6 marked protein excess. Fifteen fluids were from cases of acquired 
syphilis, 5 were congenital syphilitics, 4 were mongols, 1 a cretin, 1 a cerebral 
tumour, and 1 a hydrocephalic. Apart from the protein excess referred to, 
all gave completely negative results to the routine tests and to the B.G. except 
in 8 cases. Four of the abnormal cases are quoted in the following table : 


TABLE VI. 
Case. Remarks. W.R. CS.F. Cells. Protein. Lange. B.G. 
41 . Epileptic imbecile; no Neg. . Neg. . + . II2221IOOO . Neg. 
neurological signs 
2 . [mbecilitv ; syphilitic . T ; + : + . 0123321000 . OOOOOT 3211 
43 . Melancholia; syphilitic . v . Neg. . Neg. . Neg. . 01000I2323 
44 . Syphilitic . . ‘ 95 ; - . ++  . 0001233210 . Neg. 


The remaining 4 cases gave negative routine tests and a weak B.G. reaction 
(in no tube was precipitation greater than value r). 


DISCUSSION. 


From the above results it will be seen that the B.G. reaction resembles 
the Lange. 

The figures in Table I show 64 fluids with a paretic Lange. Of these, 16, 
or 25%, do not agree closely, whilst the remainder give comparable B.G. 
results. Four fluids failed to give a reaction. This appears to indicate that 
the test is less sensitive to paretic fluids than the Lange, and that it is possible 
for the reaction to be so weak that it ceases to be of help in some cases. Cases 
5, 9, Io and 12 in Table II furnish examples. (Case 5 was a tabo-paretic who 
received some antispecific treatment before the cerebro-spinal fluid was 
examined.) 

Out of the total fluids examined, complete precipitation in at least one 
tube was noted in 73 cases. Fifty of these occurred in the group of 67 new 
general paralytics, 21 occurred in the treated cases, and 2 (Cases 35 and 39, 
Table V) occurred in the cerebro-spinal syphilitic group. The presumption 
is that, when complete precipitation does occur, the case is one of general 
paralysis. Greenfield, however, states that he has found this phenomenon 
occasionally, in cases of tabes, disseminated sclerosis and polyneuritis. It is 
interesting to note that one of his tabetic cases was probably an early general 
paralytic. | 

A glance at Table III demonstrates the effect of treatment, especially if 
compared with Table I. Under 50°% of this group gave paretic Lange curves, 
compared with nearly 100°, in untreated cases, and 2794 gave negative 
findings. There were 56 treated cases out of 132 with definite paretic Lange 
curves, of which 36 (or 65%) gave comparable B.G. pictures. Seventeen fluids 
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giving some sort of Lange response gave negative B.G’s., (e.g., Case 22, Table 
IV). This argues again that the reaction is less sensitive, or that treatment 
influences it to a greater extent, or that both factors are in operation. 

The B.G. results of the cases in Table V compare unfavourably with the 
Lange results, the great majority of the latter being luetic in type. However, 
the number in this group is small, and the clinical aspects of some have not 
been traced fully enough to warrant discussion. 

The results in the control group emphasize the fact that only under certain 
abnormal conditions is a reaction obtained with cerebro-spinal fluid. It is 
of some interest, in view of the claim of Stewart and Riddel (5), that negative 
responses to the Lange and B.G. were obtained in four mongolian cases. 

A survey of the results as a whole shows that in only four cases was the 
B.G. response more definite and suggestive than the corresponding Lange. 
These are Cases 13 and 15 in Table II, and Cases 35 and 39 in Table V. Case 15 
shows a typical paretic B.G. and a luetic type of Lange. This case, diagnosed 
as a general paralytic, came under my care at Claybury. The following is a 
short extract from the notes : 


Æt. 48. History of an epileptiform seizure thirteen months before admission, 
followed by loss of memory for three days. After this he became worried, anxious 
and ''"weak-minded ". A week before admission he had a dozen seizures in quick 
succession, and this was followed by a period of confusion lasting some weeks. On 
admission he showed fine tremors of the tongue, lips and fingers, and the speech 
was dysarthric. The pupils were sluggish. The confusion cleared with a residual 
amnesia for events occurring during it, but he was often noted subsequentlv to 
forget temporarily the location of his own bed, or of the lavatory, etc., or to need 
prompting when performing such simple operations as dusting. Another specimen 
of cerebro-spinal fluid was not obtained, as the patient unfortunately died during 
malarial treatment. 


With regard to Case 39, the presence of complete precipitation in the two 
end tubes suggests G.P.I., whilst Case 35 gives paretic responses more marked 
in the B.G. than in the Lange. 

In the arbitrary classification of the B.G. results, curves of the tvpe 
1234321000 are considered typically paretic. The relative shift of maximum 
precipitation to the right may be due to the fact that higher concentrations 
of cerebro-spinal fluid are used in the initial tubes than in the case with the 
Lange. It 1s of note that apart from other considerations there is a tendency 
in positive cases for some degree of shift to the right to occur. Well- 
marked examples are seen in Cases 8, r1 and 14 in Table IT. 

The reagent in the B.G. test is simple to make, and the technique is easily 
carried out. The interpretation of results only requires a little practice, the 
greatest difficulty being to read precipitation of the value 1. Having to wait 
twelve hours for a result is hardly a disadvantage. As I c.c. of fluid is needed 
for the test, this infrequently presents some difficulty, but in these cases the 
first tube can justly be omitted. 
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The B.G. reaction appears unlikely to oust the Lange from favour, but it 
would certainly seem to deserve a place amongst the many other colloidal 
reactions that have been devised. It is admirably suited for those laboratories 
where the special facilities needed for the Lange test are impossible. 

Judging from the results obtained, as a rough comparison the Lange and 
B.G. tests may be compared with the Rothera and Gerhardt tests for acetone 
bodies. Where the B.G. is strongly positive it may be assumed that the 
Lange will be also, and that it carries similar if not stronger implications ; on 
the other hand, a weak or possibly negative response may demand the other 
test. 

It is realized that in almost every case tested above, only one specimen 
has been investigated from each case. 


CONCLUSIONS. 


In contrast to the results obtained from cases in general hospitals, the 
bi-coloured guaiac reaction is less sensitive than the Lange in mental hospital 
practice. Closer correlation between the B.G. and the Lange was obtained in 
untreated than in treated cases of general paralysis. 


I wish to thank Dr. G. F. Barham, Medical Superintendent of Claybury 
Mental Hospital, for permission to publish this paper. My thanks are also 
due to Dr. F. Golla for permission to publish the routine laboratory tests 
performed at the Maudsley Hospital, and to Dr. S. A. Mann and Mr. F. Partner 
for their advice and criticism. In addition I am most grateful for the help 
I have received from the medical superintendents and staffs of the L.C.C. 
mental hospitals. 
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Clinical Notes and Cases. 


LILLIPUTIAN AND BROBDINGNAGIAN HALLUCINATIONS 
OCCURRING SIMULTANEOUSLY IN A SENILE PATIENT. 


By C. J. THomas, M.R.C.S., L.R.C.P., D.P.M,, 


Deputy Medical Superintendent, County Mental Hospital, Whittingham, Preston; and 


G. W. T. H. FrEMING, M.R.C.S., L.R.C.P., D.P.M., 
Medical Superintendent, Hereford County and City Mental Hospital, Burghill, Hereford. 


THE study of miniature hallucinations has been, in the main, the work 
of French psychiatrists, notably M. Leroy, who gave them the name 
“ Lilliputian Hallucinations ” (1), (2), (3), (4). A communication from M. 
Leroy on this subject was read at the Spring Meeting of the S.E. Division 
of the Medico-Psychological Association in 1922, and a report on this was 
published in the Journal of Mental Sctence (5). 

According to Leroy, these hallucinations occur in a great variety of mental 
maladies and toxic or toxi-infectious states. His first case was a general 
paralytic, shortly after a seizure, who saw “soldiers from about ro to 18 
centimetres high file past in close battalions " and “ small cyclists pedalling 
around the bedroom ", whilst “ some little fellows dressed in gaudy colours 
ran about the mantelpiece ’’. 

He comments on the joy and charm often associated with these hallucina- 
tions and the absence of any anxiety. He insists that the Lilliputian 
hallucinations have always the same character as the affective state of the 
patient. “If the patient is organically euphoric, then the dream delirium 
draws from the subconscious the mobile, coloured and pleasant Lilliputian 
hallucinations. . . . Ifthe patient feels pain, then unpleasant hallucinations 
appear ’’. 

Of the toxic causes of these hallucinations, alcohol stands pre-eminent, 
and it is by no means infrequent in these cases for the pleasant Lilliputian 
visions to be preceded or followed by the terrifying ordinary zooptic 
hallucinations, as described by Colin and Cénac (6). 

Other toxic agents causing the syndrome include ether, cocaine, hashish, 
curare, hyoscine (7) and caffeine (8). It is of interest that whilst mydriatics 
occur among these causative agents, miotics, including opium derivatives, 
donotappear. With reference to hashish, it i5 noteworthy that Dhunjibhoy (9), 
in his description of the acute maniacal psychosis due to ganga, bhang or 
charas, makes mention of a peculiar eye condition, which he states “ is almost 
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pathognomonic of hemp insanity ". The diminutive visions in all these cases 
must be clearly differentiated from the micropsia and macropsia due to eye 
disease (exudative choroiditis) when objects actually present appear too small 
or too large. 

Lilliputian hallucinations have been described in the toxi-infectious states 
of facial erysipelas (M. Salomen) (ro), measles, pneumonia and typhoid fever. 
Ordinary psychoses mentioned include general paralysis, epilepsy, acute 
confusional insanity, arterio-sclerotic conditions, besides acute and chronic 
alcoholic states. | 

M. C. Alexander (11), in 1926, reported two cases of this type of hallucina- 
tion, and feels that the toxic origin suggested by Leroy is not an adequate 
explanation as to why the hallucinations take this particular form. She 
puts forward two tentative explanations, one depending on an abnormal 
strength of the tender instinct, and the other on the presence of a strong 
inferiority complex. Flournoy (12) suggests that they are due to a regression 
to childish interests and phantasies. 

In 1923 Fleming (13) recorded a confusional case with gross bodily illness, 
in which the Lilliputian hallucinations were followed by a single giant hallu- 
cination, the change coinciding with a change for the worse in the patient's 
patient's condition. 


I. CLINICAL OBSERVATIONS. 
By C. J. THOMAS. 


The case I now describe is remarkable in that both miniature and gigantic 
hallucinations, which, in order to keep to the terminology, I describe as 
Lilliputian and Brobdingnagian, were present at the same time with vivid 
clearness. 

The patient was under the care of Dr. W. Edmonson, of Lancaster, who 
had been his medical attendant for many years, and who requested me to 
examine the patient in view of the curious mental condition that was arising. 


PHYSICAL EXAMINATION. 


The patient was of stout build. Height, 5 ft. 6 in. ; weight, 14 st. 9 lb. 
He showed signs of arterio-sclerosis, the blood-pressure was raised and the 
heart was slightly enlarged. A certain degree of chronic bronchitis was 
present. Pupils were equal, regular, and reacted to light and convergence. 
The visual acuity was a trifle diminished. There were no signs of cataract, 
corneal opacity or choroidal disease. No ptosis or nystagmus.’ All other 
cranial nerves were normal. Slght weakness of the right leg. The knee-jerk 
on the right side was rather more brisk than on the left. Plantar reflexes 
both flexor. No wasting of muscles. Tuning-fork sensibility was somewhat 
impaired on the right side. Common sensation normal. He is stated to have 
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suffered many years ago from fifth nerve neuralgia, and to have had the nerve 
on the right side injected with alcohol. The Wassermann reaction of the 
blood was negative. He complained that he passed his urine in small amounts, 
and had nocturnal frequency. Rectal examination revealed an enlarged 
prostate, and the urine contained pus-cells. There was a large right inguinal 
hernia. 


HISTORY AND GENERAL MENTAL STATE. 


He has had six children, and five are now living. He had practically ` 


no education, could not read or write, but had a successful business as 
a furniture dealer and remover. He was regarded by many local people as 
“a cute old man ", and was proud, in a childish manner, to recall what he 
imagined to be his best strokes of business. His doctor, however, states 
that if it had not been for the work done by his wife and children his business 
would have been a complete failure. He describes him as a lazy, simple 
and childish individual, who has for many years been eccentric, hastv- 
tempered and domineering. The patient's wife died, and the children pensioned 
him off from the business, and he now imagines that he has been swindled 
by them. A year ago he married again, and this caused further estrangement 
in the family. From other sources I gather that “ he has always been a bit 
fond of the women ”, but that his habits have been teetotal or very strictly 
moderate. 

He was self satisfied, suspicious, easily peeved, rather childish in manner, 
and “ would have his own way ". He was irritable, sullen and uncommuni- 
cative to those he regarded as enemies or who cast any ridicule on his 
statements, and equally talkative, friendly and confidential to those whom 
he regarded as trying to help him against his imaginary persecutors. His 
orientation was quite good, and his memory was not markedly defective 
for his age, when due allowance was made for his uneducated state. He placed 
events in the past mainly by their proximity in time to events of local impor- 
tance. He was a trifle forgetful of the names of people with whom one would 
have expected him to be familiar, and admitted " My memory is not what 
it was". His power of attention was moderately good, but he always tended 
to stray back to his persecutory and hallucinatory notions. 


The H allucinations. 


After a short conversation on ordinary topics, he commenced to declaim 
about the persecution he thought he was receiving from his sons, who had, 
according to him, defrauded him of his business. In actual fact they gave 
him a rent-free house and a fairly generous allowance, as he was not only 
incapable of work, but proved a nuisance from a business standpoint. He 
next became confidential and described his vivid hallucinations. These 
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were in no way illusions or phantasies, but were definite hallucinations, which 
he pointed out to me in the confident expectation that I could verify their 
presence. 

Sitting up in bed he saw the hallucinations on the wall exactly opposite. 
This wall had a window with the curtains drawn, and no objects were present 
that could have given rise to illusions. He could point out the hallucinations 
In a very exact manner, and was irritated when I went to touch them and 
stroked the wrong part of the wall. The hallucinations could all be seen by 
each eye separately. Part of the vision was in the right-hand visual field 
and part in the left, but the Lilliputian ones were always on the right-hand 
side and the Brobdingnagian ones on the left. These hallucinations occurred 
in broad daylight as well as night, and were present over a course of many 
weeks. 

I give the description in question and answer form practically word for 
word as it occurred at my first interview. 


PATIENT: ' I can't sleep because of that woman smoking. She might drop the 
ash on the curtain and set the house on fire.” 

Q. “ Which woman ? ”’ 

A. “ That little one." [Points to a spot on the wall about 7 ft. from the 
floor on the right side of the wall.) 

Q. '' How long has she been there ? ” 

A. [Drawing me to his side and whispering|—" S'sh! She can hear you 
talk, so whisper. Since last November." [This was a matter of about three 
months. ] 

Q. ''Whatis her name? ”’ 

A. ''Idon't know. They are foreigners. Look how she is standing! Look 
at the dog, too." 

Q. '' Where is the dog ? ” 

A. ‘* Over there.” [Points to a long strip of wall on the left side.! 

Q. ''What is the woman dressed like ? ” 

A. ‘“ She is about 6 in. high. She's dressed in black. M 

Q. *' Has she got an overcoat ? "' 

A. “No. It’s all black. It fits very tight to her, doesn't it! "' 

Q. ‘' Does she come in the morning or evening usually ? ” 

A. ‘ No, all day and night. Of course, she leaves at times to go to the W.C. 
5he lives in the wall behind. There are round tins or funnels there, and you can 
go up to the top room. It belongs to Devilside. Some people came and altered it 
by the window-sills.”’ 


Q. '' Does she speak to you ? ” 
A. ''No. She's a foreigner.”’ 
. ."' Does she annoy you ? ”’ 
A. (Whispers. ‘ This is something secret. If I can get them out to-morrow 


I would do. Will you fetch the inspector ? "' 
Q. "Iwill see what can be done for you, but haven't you spoken to her about 


it?” 


A. “I've told her two or three times about smoking. She doesn't answer.” 
Q. *“ What else does she do besides smoke ? ”’ 

A. “I’ve seen her with two dogs ” (exclamation of disgust). 

Q. ‘ You must be mistaken surely ! "' 


A.  '" There's no imagination in this. I saw iT. They put a machine and it 
learns young women to be served by men. It’s two parrots and they work a 
machine. The women come to be drilled and they drill off spirits and dead bodies. 


LXXX. 7 
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I've seen the Devil. He is like a man and has plenty of imps. I'm afraid to talk 
about them." [After a little reassurance, he recommenced]: “ I thought I was 
going to die last week. They had fetched a white paper and screened it all off.” 
| Apparently he referred to the window.] “ I see two men bringing a chamber pot 
down. It was to separate me from God !”’ 

Q. ‘ What was the Devil like ? ” 

A. ''He was a tall fellow, as tall as you, with a white waistcoat.” 

Q. ‘ Was he alone? "' | 

A. “ He has a lot of imps—he makes them into agents.” 

Q. ''How tall are they ? ” 

A. “ So high.” [Indicating about 2 ft. 6 in.] 

O. “ Then there was one devil and a number of agents. How many? Were 
you not very frightened pm 

A. “No. I wasn't frightened. There are three devils. The one as tall as 
you. He has a visible thing over his eyes. The others are dressed in grey suits." 

O. '' What did they do or say ? " 

A. ''They live in a tin place and they stole four pounds from me. He sent 
the agents with swords, and they started shoving bayonets out of the wall.”’ 

Q. ‘Surely that frightened you ? ”’ 

A. “I said, ' You are a murderer. I don’t belong to vou. I belong to Him 
above. You murdered our Saviour '. Then they hopped it." 

Q. “ When did you see the devils ? At the same time as the little woman ? "' 

A. “ Oh no! I saw the devils first.” 

Q. “ Let us be quite clear. The devils came first and then the little woman ? 
What about the dog ? ” 

A. '' Yes, the devils by themselve: es, but the dog ad the man are always there 
with the little woman.’ 

Q. “ Have you ever touched the dog ? ” 

A. “No. Nofear.” 


QO. '"MayI?" 

A. “Yes, if you want.” [He said this as if astonished that anyone would 
actually desire to touch such a thing. ] 

Q. “Is this it?” [I here touched the wall somewhere about the region he 
had. pointed out to me prev iously.] 

A. “No, not there ” [in a tone of irritation), '' further to the right.” 


O. “ Is this its tail ? ” 
A. “No, a long way down." [After I had touched a place on the wall about 
8 ft. away.) “ Yes, that’s it." 
. ‘It’s a long dog, isn't it? About how long would you say ? ” 
A. ''About 8 ft." [A very accurate judgment of the distance I had gone 
down the wall.] | 
O. ‘ What is he doing there ? ” 


A. [In a whisper.] “ He's eating that man. He's half man, half animal, and 
eats grass. 

Q. '' Which half is animal and which human > K 

A. *“ His head is a sheep's head, you know, a ram. The rest of it is human. 
He's got two hands and he can point. He can read.” 

Q. “ How do you know ? ” 

A. “ Because he has a book and puts down the figures that come on that 
wall.” 


Q. ''Isn't he dead yet ? ” 
A. " No, all the flesh is eaten off him up to the neck. That's why the black 
cloth is round his neck.” 


Further questioning revealed that the dog was 8 ft. long and about 1 ft. 
high, brown in colour, “ a foreign dog ’’, smooth coated and with a bushy tail. 
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He was asked about its teeth, and he grew quite excited, though almost scared 
to talk about them. “ They are beautiful bonny teeth white as snow." 

Further answers about the woman showed that she had bestial sexual 
propensities and other perversions. ‘‘ She has seven children and two pups." 
When he speaks of the children it is with delight and real affection. ‘‘ They 
are beautiful little things. Sweet little children. All dressed in white. You 
should see their dear little legs, smaller than this " (holds up his little finger). 
“ They have white bows on. They have white hair." I asked if their eyes 
were pink, and he was obviously offended and said, “Certainly not. Dark 
brown, more so than yours ". He chuckled at the very thought of the children. 

Asked why he does not move if the house is so full of immorality and 
annoyances, he replied that “ the house was rent free, and anyhow houses were 
difhicult to get. Don't blame me for letting them in". He complained that 
the man who was being eaten had “a rotten smell". '' He's been at him for 
sixteen weeks, but he only gets a little bit at once. The dog is chained to a 
pillar and so is the man, with a rope round their necks.” 

When asked for more details about the little woman, he stated that '' She is 
a foreigner and there must be a lot more like her ". ‘‘ She’s what they call 
an Egyptian. A gentleman once told me that Egypt was a large place but has 
very little people.” 

Asked definitely if he had seen any other little women, he replied that he 
had seen one for twopence, a little larger, in a village in Lancashire many years 
ago—evidently a midget at a fair, but not more real to him than his hallu- . 
cinatory one. He hinted that there is sometimes a man about 2 in. taller, 
who gives, with the woman and two small dogs, a disgusting sexualorgy. He 
stated that the woman drinks an enormous amount of whisky, but only gets 
semi-intoxicated. The woman and babies were always present on the right 
side of the visual field and the man devouring the dog and its prey on the left 
side. Nothing could shake his belief in their reality, or confuse him as to their 
size. 

He was always very fond of dogs, constantly kept one, and had his eye to 
business and wanted to sell me a '' black and tan one ". He required hospital 
care, and was certified and removed to Lancaster Mental Hospital, where I 
understand he has since died, and I have no post-mortem notes to record. 

Interesting features of the case include : 

(1) The simultaneous appearance of large and miniature visions, each 
occupying its own visual field. 

(2) The lengthy period (sixteen weeks at least) during which the halluci- 
nations lasted. 

(3) The unpleasant nature of the feelings aroused by the woman, and the 
lively friendly interest aroused by the babies. 

(4) White clothing apparently invests pleasant objects and black unpleasant 
ones. 
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(5) The Lilliputian hallucinations are black and white, and not coloured, 
as is very common. 

(6) The Brobdingnagian hallucinations are in sombre shades—'' brown and 
dull colours "'. 

(7) The hallucinatory objects do not talk; the word “foreigner” seems 
enough reason to him to excuse them from talking. 

(8) The presence of olfactory hallucinations, e.g., the “ rotten smell" of the 
decomposing half man, half sheep, the scent of the little woman's tobacco 
(" Not like ordinary tobacco ’’), and the smell of the whisky she drank. 

(9) The prominence given to the cruel torture of the half animal and the 
sexual perversion of the woman. 

(10) The entire change over of the hallucinatory content during the course 
of the illness from Devil and agents, to woman, babies and the extraordinarv 
dog. l 
With regard to the absence of speech by the Lilliputian hallucinations, 
this is the common state of affairs, but observers report that if aural hallucina- 
tions occur they are themselves miniature voices. Naturally as Lilliputian 
hallucinations are usually toxic in origin they are equally transient in duration. 
Starkey (14), in a review of an interesting article on Lilliputian dreams by 
Fassou (15) which have many features in common with the hallucinations, 
including an alcoholic ætiology, makes mention of a case of delusional insanity 
under his care where the microscopic hallucinations were a prominent feature 
for six years. 

The case I have recorded is of obvious toxic origin, and much of its sexual 
character may be attributed to the involvement of the prostate gland. The 
additional reasons as to why the hallucinations were elaborated in this particular 
form and the mental mechanisms involved could be the subject of much 
speculation, and although I do not intend to commit myself on that aspect, 
I felt the case was worthy of record both for its intrinsic interest and, so far 
as I am aware, its unique character. 

Since writing the above I have read in the Epitome of the Journal of Mental 
Science, April, 1926, an abstract of an article by Dupouy and Schiff (16) which 
records cases apparently somewhat similar to this one. In one of these two 
cases, exhibiting large and small hallucinations of hypnagogic tvpe, a single 
dwarf figure grows gradually to gigantic size, and the other exhibits the two 
varieties simultaneously, but lacks many of the unique features of my patient's 
case. 

I should like to take this opportunity of expressing my thanks to Dr. W. 
Edmondson, of Lancaster, for bringing this case to my notice and affording 
me every facility for further investigation ; to Dr. R. P. Sephton, Medical 
superintendent of Lancaster Mental Hospital, for permitting me to record 
the after-history of the case ; and to Dr. A. R. Grant, my Medical Superintendent, 
for permission to publish this article. 
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II. COMMENT. 
By G. W. T. H. FrEMING. 


This case is particularly interesting when considered in conjunction with 
some knowledge of witchcraft. The writer of the clinical section does not tell 
us anything about the believe in witchcraft prevalent in the neighbourhood, 
but as the man lived in a moderate-sized town it is presumed that the belief 
In witches, etc., was not likely to be prominent. 

Apart from the association of “ imps ” with the devil and his use of them 
as agents, which corresponds closely to a witch and her familiars, it is interesting 
to compare the witch and the '' long dog " which the patient saw with similar 
objects in witchcraft. 

Matthew Hopkins, in the Discovery of Witches, London, 1647, describes the 
imps of a certain witch in Manningtree as containing amongst them Vinegar 
Tom, which is shown in the illustration as a long-bodied dog, which corresponds 
closely to the description of the long dog on the wall. Many of the imp's 
names, of course, we are familiar with, t.e., Pyewacket, Peck in the Crown, and 
Grizzel Greedigut. 

It was a common thing for the witches to have intercourse with their 
dogs and animals. The patient describes his little foreign woman as having 
“seven children and two pups”, and as having bestial sexual propensities 
and other perversions. 

Lancashire appears to have been a favourite haunt of witches in the old 
days, for we read of the Lancashire witches who are notorious, as they appeared 
in a comedy written by Richard Broome in 1634. In A Collection of Modern 
Relations of Matter of Fact Concerning Witches and Witchcraft upon the Persons 
of People, London, 1693, there is “ A Relation of a Lancashire Witch, Tryed 
at Worcester, in the year 1649 ". Whether Lancashire witches were any 
worse than others we are not told. 

The belief in witchcraft is by no means dead in country districts in England 
to-day, and the writer has come across two instances, in one of which it was 
somewhat difficult to separate delusional ideas from belief in the evil eye 
and bewitching of cattle. In the other instance in the same county (Dorset) 
a woman (who was not insane) told the writer in 1931 that she had been to 
a magistrate and told him that a certain old woman in Bridport was a well- 
known witch, and that a number of farmers went to her in the dark and obtained 
from her various measures of protection, etc., for their stock and charms to 
keep away evil. 

In connection with the occurrence of macropsic hallucinations, it is 
interesting to read that Korvaks who take fly-agaric have macropsic illusions, 
all objects appearing of a monstrous size ; a small obstacle appears very large, 
and the individual takes a huge bound to clear it. This was attributed to 
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extreme dilatation of the pupils, but in the case described the pupils were equal, 
so this would not explain the macropsia in one eye. 

Schjlder: in a recent article on ‘‘ The Vestibular Apparatus in Neurosis 
and "Psychosis " ' (17), points out that the presence of macropsia or micropsia 
; amongst. haflucinations indicates a vestibular influence, and that these are 
` homolateral to the side of the lesion. 

Heveroch (quoted by Schilder above) has observed hemimicropsia, and 
Kauders (18) has pointed out that in parieto-occipital lobe lesions, which disturb 
the central mechanisms of the vestibular apparatus, hallucinations of small 
figures have been observed. 


References.—(1) Leroy, '" Le syndrome des hallucinations lilliputiennes ", L’ Encéphale, 
November, 1921.—(2) Idem, Monde Méd., April 18, 1922.—(3) Idem, Journ. of Nerv. and 
M ent. Dis., 1922, lvi, p. 325.—(4) Idem, '* The Affective States in Lilliputian Hallucinations "', 
Journ. Ment. Sci., April, 1926, p. 179.—(5) James, G. W. B., ibid., July, 1922.—(6) Colin and 
Cenac, Bull. de la Soc. Clin. Med. Ment., December, 1923.—(7) Vonderahe, A. R., Arch. Neur. 
and Psych., September, 1929, xxii, pp. 585-588.—(8) Work, P., ibid., July, 1930, xxii, pp. 143-140. 
—(9) Dhunjibhoy, J. E., Journ. Ment. Sci., April, 1930, pp. 257-264.—(10) Salomen, M., 
" Hallucinations lilliputiennes au cours d'un érvsipele de la face", Bull. de la Soc. Clin. Med. 
Ment., July, 1920.—(11) Alexander, M. C., Journ. Ment. Sci., April, 1926, pp. 187-191.— 
(12) Flournoy, L’Encéphale, 1923, xviii.—(13) Fleming, G. W. T. H., S bun Ment. Sci., January, 
1923, pp. 86-89.— (14) Starkey, W., ibid., July, 1913, p. 519.—(15) Fassou, Bull. de ja Soc. Clin. 
Med. Ment., February, 1913.—(16) Dupouv, R., and Schiff, P., “ Hallucinations gullivériennes 
et dysthyroidie ", dan. Med. Psychol., July, 1923.—(17) Schilder, P., Journ. Nerv. and Ment. 
Dis., July-August, 1933.—(18) Kauders, Zentralbl. Neur., 1925, iic, p. 602. 
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CRANIAL NERVE PALSIES AS A MANIFESTATION OF 
PERIPHERAL NEURITIS IN ALCOHOLIC INSANITY. 


By D. J. O’ConNNELL, M.B., B.Ch., D.P.M., and J. McLEMaw, M.B., Ch.B., 


Assistant Medical Officers, St. Andrew’s Hospital, Northampton; and 


Rusy O. STERN, M.D., 
Pathologist to the Hospital. 


In the literature on neurological complications of alcoholism but scant 
reference has been made to the occurrence of cranial nerve palsies in alcoholic 
peripheral neuritis. Although Russell Brain (1) states that there is no form 
of polyneuritis in which the cranial nerves may not suffer, he refers to the rarity 
with which they are affected in the alcoholic form, and mentions only the vagus 
and the facial nerves as being occasionally involved. Collier and Adie (2) 
in Price's Text-book of Medicine state that facial palsies, ptosis, nystagmus 
and weakness of the extra-ocular muscles have been observed, whilst Feiling (3) 
writes in the Oxford Medicine that with the exception of nystagmus, involve- 
ment of the cranial nerves is very rare in alcoholic neuritis. 

By a curious coincidence three medical men were recently admitted to 
St. Andrew’s Hospital in confusional attacks which proved to have an 
alcoholic etiology. Two of these patients had, in addition to signs of 
peripheral neuritis in the limbs, demonstrable ocular palsies ; whilst the third, 
on recovering from his confusion, gave a history of frequent diplopia prior 
to his mental illness and unassociated with drunkenness. In view of the 
apparent rarity of such cases, it seemed to us worth while to record these 
three, especially as one of them raised certain points in differential diagnosis. 

We were able to trace only one recent case which was exactly comparable 
with our own. This was the case presented by McAlpine (4) at a clinical 
meeting of the Neurological Section of the Royal Society of Medicine in 1926. 
His patient was a woman, zt. 32, who had been consuming large quantities 
of whisky. One month before admission to hospital she had complained of 
cramp-like pains in the legs. The day after a fall in the street she complained 
of double vision, and three days later she showed definite paresis of both sixth 
nerves, absent deep reflexes in the legs, though with very little loss of power, 
and such obvious mental symptoms as loss of memory, especially for recent 
events, loss of emotional control and hallucinations. There was no facial 
weakness. The usual type of glove-and-stocking anasthesia was present in 
thelimbs. The paresis of the sixth nerves gradually disappeared, but paralysis 
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of the legs progressed until no movement of the toes or feet was possible. 
It was not until two months later that power began to return to the toes and 
feet, by which time the mental condition had much improved. 

Other published cases in which an ocular palsy was present in Korsakov's 
syndrome due to alcohol were those of Carmichael and Stern (5). In one of 
their cases a slight external rectus palsy and nystagmus were recorded, whilst 
in another the patient was said to have had a divergent squint and nystagmus. 
Both these cases came to autopsy, but the cranial nerves were not examined. 

Spangenberg and Belgrano (6) have recently published a case of alcoholic 
peripheral neuritis in which many cranial nerves were affected. Their case 
was that of a man, at. 47, a heavy drinker, in whom the manifestations of 
peripheral neuritis were wholly cranial. No signs of neuritis could be elicited 
in the limbs. With the exception of the first, second, third, sixth and eighth, 
all the cranial nerves were involved, the most severely affected being the fifth 
and the seventh. There was a homonymous diplopia due to paresis of the 
trochlear nerve. The differential diagnosis in this case was carefully considered 
on account of the peculiar distribution of the lesions, but amelioration of the 
symptoms on abstention from alcohol and subsequent partial recovery of the 
functions of the affected nerves supported the diagnosis of alcoholic neuritis, 
there being no evidence of syphilitic or other infection. This rare case was 
interesting from our point of view on account of the diplopia and ocular palsy 
due to involvement of the fourth nerve. 

The tollowing is an account of the cases at St. Andrew’s Hospital : 


Case 1.—Dr. B—, a married man, æt. 42, was admitted on August 6, 1933, in 
a state of acute confusional insanity. The attack was ushered in by visual and 
auditory hallucinations, and, according to the certificates, disorientation in time 
and place had been complete before admission. There was a history of chronic 
alcoholism dating from 1918, and for the past few months the patient's consumption 
of whisky had been greatly increased. Three fits had occurred since March, 1933. 
but no accurate information regarding their nature could be obtained. 

On admission the patient was found to be poorly nourished. His temperature 
was 99°. He showed clouding of consciousness, with complete disorientation and 
gross memory defect. 

Physical examination revealed a complete bilateral external rectus palsy. 
(Diplopia had developed two days prior to admission.) A coarse horizontal 
nystagmus was present on looking to the right or left. The optic discs and other 
cranial nerves appeared normal. In the arms, power was good; pin-prick and 
touch were normally appreciated, and the reflexes were present and equal, although 
sluggish. In the legs, power was poor in all muscle groups; the gait was ataxic 
with a tendency to fall backwards ; the calves were tender to pressure, although 
sensation to pain and touch was normal; the knee- and ankle-jerks were absent 
and the plantar response was flexor. 

No abnormal physical signs were elicited in the lungs or in the cardio-vascular 
system. The blood-pressure was 118/90. The liver was slightly enlarged, 14 in. 
below the costal margin. 

Laboratory reports —Blood: Kahn reaction negative; Van den Bergh reaction, 
direct negative, indirect positive; serum cholesterol 116 mgrm. 95; plasma 
cholesterol 100 mgrm. 93. Cerebro-spinal fluid clear, faintly yellow, no coagulum ; 
cells 7 per c.mm., small mononuclears; total protein 0-15 95; Nonne-Apelt and 
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Pandy reactions positive; Kahn reaction negative; bi-coloured guaiac reaction 
2100000000. 

Within a week of admission the acute confusion had subsided, leaving the 
patient depressed, with a defective memory for recent events and much blunting 
of his critical faculty. By August 18 the external rectus palsy had disappeared 
and the patient no longer complained of diplopia. Coarse horizontal nystagmus 
could still, however, be elicited. Physical improvement continued, though the 
gait remained unsteady up to the time of discharge from hospital. Complete 
orientation was present by August 3o, although at this date recent memory was 
somewhat defective. By September 26 the mental condition had so far improved 
that the patient's memory could be considered trustworthy, and he was by this 
time able to view his illness in its true perspective. Treatment consisted in gradual 
withdrawal of alcohol and hypodermic injection of atropine and strychnine sulphate. 
Alcohol had been completely withdrawn by September 26, and the patient refusing 
to remain in hospital as a voluntary patient, he was discharged on this date. 


Summary.—A medical man, æt. 42, with a history of excessive alcohol con- 
sumption for fifteen years, was admitted in an acute attack of confusional 
insanity. On physical examination a complete bilateral external rectus palsy 
was discovered, accompanied by signs of a fully developed peripheral neuritis 
in the legs and enlargement of the liver. Relevant laboratory findings were 
the high protein content of the cerebro-spinal fluid (01595) ; the Kahn re- 
action was negative in the cerebro-spinal fluid and the blood; the blood 
cholesterol was very low (serum 116 mgrm.?,), and the Van den Bergh test 
gave an indirect positive reaction. The ocular palsy cleared up entirely in 
less than a fortnight, although the signs of neuritis in the legs were unchanged 
on discharge from hospital seven weeks after admission, the patient having then 
completely recovered from his acute mental illness. 


Case 2.—Dr. J—, a married man, zt. 42, was admitted to hospital on July 28, 
1933, in a state of acute confusion. Nine days previously he had developed a 
squint, and about the same time he had had several attacks of vomiting. For about 
a week he had been restless and tremulous, and had had visual hallucinations. On 
the day before admission he had made a homicidal attack on a fellow practitioner. 
There was a history of two epileptiform fits, one six months, the other three months 
previously, which had been attributed to alcoholism. The patient had been a 
heavy spirits drinker, averaging a bottle of whisky a day for the past two years, 
and his father was also said to have drunk excessively. 

On admission his general condition was poor. He looked much older than his 
vears and had a sallow, toxic appearance. The temperature was 101:27. His 
mental condition was one of complete confusion. He was wholly unaware of his 
surroundings and was actively hallucinated. On physical examination a bilateral 
ptosis was first noticed. The optic discs were normal. The pupils were small, 
regular in outline, and reacted to light and on accommodation. There was a 
complete bilateral external rectus palsy and some drooping of the left side of 
the mouth. The functions of the other cranial nerves appeared normal. In the 
arms, power was good; sensibility to pin-prick was unimpaired, whilst the 
arm reflexes were sluggish, but equal on the two sides. In the legs, despite obvious 
wasting of the thigh and calf muscles, power was fairly good. It was difficult to 
test sensation accurately at this time owing to the mental state, but the response 
to pin-prick was definitely slower and less vehement in the lower limbs than in 
the arms. The knee-jerks and ankle-jerks were absent and the plantar responses 
could not be elicited. The heart-sounds were feeble and suggested some myocardial 
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degeneration. The blood-pressure was 148/84. No abnormal signs could be 
detected in the lungs, and nothing abnormal was felt on abdominal palpation. 

The confusion subsided during the week after admission and the temperature 
fell to normal within a few days. On August 8 it was possible to secure the 
patient's co-operation in a neurological examination. Bilateral ptosis was 
still present, but was now greater on the right side than on the left. The 
pupils were small, circular, and reacted to light and accommodation. Upward 
and downward movements of the eyes were fair, but convergence was poor. A 
few nystagmoid jerks were present when the patient looked upwards. There was 
still a complete bilateral external rectus palsy, and the patient, now co-operative, 
complained of diplopia. No asymmetry of the face could now be observed, either 
at rest or on voluntary movement. The functions of the other cranial nerves were 
normal. In the arms, strength was good for all movements. The tone of the 
muscles was fair. There was slight wasting of all muscle groups. Co-ordination 
tests were poorly performed. There was doubtful diminution of sensation to 
pin-prick over the hands and forearms, but the patient was not a very reliable 
witness. The supinator jerks were feeble but equal; the biceps jerk was moderate 
on the right side, but feeble on the left; the triceps jerk was equally feeble on the 
two sides. - There was gross wasting of the thigh and calf muscles, but power was 
surprisingly good in all groups. There was hypotonia, and much blunting of 
sensation to pin-prick below the knees. The calves were not tender. There was 
no position loss or failure of co-ordination in the legs. The gait was not tested 
owing to the feeble state of the patient. The knee and ankle-jerks were absent. 
The plantar response was flexor on the left side, but could not be elicited on the 
right. 

On this date the patient's memory for recent events was defective, and he was 
disorientated for time and in place. 

Laboratory findings.—Cerebro-spinal fluid clear, colourless; cells 2 per c.mm. ; 
total protein 0:065% ; Nonne-Apelt and Pandy negative. Kahn reaction negative 
in fluid and blood. Blood Van den Bergh negative. Blood cholesterol 64 mgrm. °, 
in serum and plasma. 

During the following week the ptosis and external rectus palsy became less 
. marked, though diplopia was still complained of. Convergence was still poor. On 
the mental side disorientation for time and place persisted, and gross loss of memorv 
for recent events with consequent confabulation for almost all his actions since 
admission was evident. 

By September 5 the ptosis and the external rectus palsy had completelv 
disappeared, although there was no change in the other physical signs of peripheral 
neuritis. Coarse nystagmoid jerks were more obvious than before on lateral and 
upward movement of the eyes. The mental state had by now undergone a change. 
Auditory hallucinations with associated delusions of unworthiness and of consequent 
persecution and impending punishment had developed, and the patient, who had 
been quite co-operative since his confusion cleared up, became restless and agitated. 

During the next fortnight the physical signs remained unchanged. Failure of 
memory for recent events and confabulation became more pronounced, whilst the 
delusions persisted. The condition therefore established itself as one of Korsakov's 
psychosis, and up to the time this note was written no change in the symptoms 
had occurred which might compel us to revise this diagnosis. 


Summary.—A medical man who looked much older than his age of 42 years 
was admitted in a state of complete confusion, following a homicidal attack 
on another medical man. There was a historv of chronic alcoholism, to which 
two recent epileptiform fits had been attributed. Physical examination on 
admission revealed a complete bilateral sixth nerve palsy, a partial bilateral 
third nerve palsy and slight drooping of the mouth on the left side, in addition 
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to signs of peripheral neuritis in the arms and legs. Relevant laboratory 
findings were the negative Kahn reactions in the blood and cerebro-spinal 
fluid, the slightly raised protein content of the cerebro-spinal fluid (0°065%) 
and the very low blood cholesterol (64 mgrm.9,). The blood Van den Bergh 
reaction was negative. Within six weeks the ocular palsies had completely 
recovered and drooping of the mouth was no longer noticeable, although 
the signs of peripheral neuritis in the limbs persisted unchanged. The 
mental state at the end of this period was that of Korsakov's psychosis. 


CasE 3.—Dr. R—, a retired physician, æt. 63, was admitted on an urgency 
order on July 31, 1933, in a state of extreme confusion, in which he was extremely 
noisy under the influence of visual and auditory hallucinations. Disorientation 
was complete and there was considerable clouding of consciousness. A history of 
alcoholism and morphinism was later obtained. The patient had been a heavy 
whisky drinker for three years, and for the three months before admission his 
average consumption of this beverage had been four bottles a week. Since I913, 
when morphia had been prescribed for him during an attack of septicemia, Dr. R— 
had taken this drug in increasing doses up to 6 gr. per day. (It may here be 
noted that morphia injections were stopped a week after admission, and after two 
restless nights Dr. R— began to sleep well, and seemed to have lost the desire 
for the drug.) 

Physical examination did not disclose any gross abnormality in the nervous 
system. The left optic disc was normal; the right could not be seen owing to the 
presence of cataract. The pupils were equal, regular, and reacted to light and 
on convergence. The ocular movements were at this time full and equal, but 
during a subsequent conversation Dr. R— volunteered the statement—which is 
our justification for including his case in this report—that before the onset of the 
confusional state he had frequently seen double, not when under the immediate 
influence of alcohol. It is difficult to avoid the conjecture that this diplopia was, 
in fact, due to a slight ocular palsy similar to, though less severe, than those of 
Dr. B— and Dr. J—. Motor power was poor in both arms, but there was no 
diminution of sensation to pain or touch, and the arm-jerks, though sluggish, were 
equal on the two sides. The gait was ataxic, and for the first week in hospital 
the patient was unable to walk without support. Power was poor in all groups 
of muscles in the legs, but sensory stimuli were normally appreciated and the right 
knee-jerk and both ankle-jerks were present. (The left knee-joint was ankylosed 
consequent upon an operation for a pyzmic abscess of the joint. The plantar 
responses were flexor. The area of liver dullness was decreased. The heart-sounds 
were feeble and distant. Blood-pressure 132/75. 

Relevant laboratory findings.—The Kahn reaction was negative in the blood and 
cerebro-spinal fluid. The protein content of the cerebro-spinal fluid was normal 
(0:035°,). The blood Van den Bergh reaction gave a negative direct, but a positive 
delayed direct and indirect reading. The blood cholesterol was very low (92:3 mgrm. 
° 1n serum, 82:7 mgrm. % in plasma). 

Under the routine treatment with strychnine and atropine sulphate the mental 
condition rapidly improved, and by August 28 Dr. R— was able to realize that his 
erroneous beliefs were the result of hallucinations, and that his mental illness 
was due to his excesses. He had a complete amnesia for the onset of his illness. 
He left hospital on September 11, having made a complete recovery from his acute 
confusional attack. 


Summary.—A case of acute confusion with visual and auditory hallucina- 
tions and a history of alcoholism and morphinism. No evidence of peripheral 
neuritis was forthcoming from physical examination. The patient later gave 
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an account of previous diplopia ; this was accepted as an indication that he 
had had a transient ocular palsy, slighter in degree than in our other two cases. 
Recovery from the confusional attack was rapid. 


DISCUSSION. 


In Cases 1 and 3 the etiological factor responsible for the illness was 
at once obvious. Case 2 presented some difficulty. The fever, involvement 
of the third, sixth and seventh nerves, the severe degree of neuritis in the 
legs without any pain, though with some anesthesia, suggested at first either 
an acute infective polyneuritis or. the syndrome described by Wernicke (7) 
as “ alcoholic ophthalmoplegia ’’, which is due to a hemorrhagic encephalitis 
of the mid-brain in the region of the oculo-motor nuclei. The transient nature 
of the ocular palsies made the diagnosis of Wernicke's syndrome untenable, 
since the original description of the syndrome was '' an acute disease of the 
nuclei of the eye muscles, generally accompanied by optic neuritis and an 
alcoholic gait, and leading to death within ten days to a fortnight ”’. 

The differential diagnosis from acute infective polyneuritis was not 
easily made. Involvement of the cranial nerves, particularly of the facial, 
weakness of the limbs with absence of pain are characteristic of the form 
of neuritis first described by Pierson in 1869, and subsequently during the 
Great War by Holmes (8) and by Bradford, Bashford and Wilson (9). The 
chief point against this diagnosis was the prominence of the mental symptoms, 
which are exceedingly rare in acute infective polyneuritis, although a few cases 
have been recorded in which a confusional psychosis somewhat resembling 
Korsakov's psychosis has occurred. The gross wasting of the thigh and calf 
muscles with retention of fair power of movement was another point against 
the diagnosis of acute infective polyneuritis, as in this disorder there is little 
muscular atrophy, even in a long-standing case, but great weakness of muscle 
groups, especially in the proximal segments of the limbs. In our case anv 
weakness was in the distal segments. Examination of the cerebro-spinal 
fluid was of assistance in the differential diagnosis by disclosing a protein 
content only slightly raised above the normal, whereas in infective polv- 
neuritis, as Collier (ro) emphasized in his Morison Lectures, the protein content 
of the fluid is almost invariably very high. The converse, however, did not 
hold true in our cases, for in Case I1, in which alcohol was known from the 
first to have been the cause of the neuritis, the protein content of the fluid was 
0'1595—an unusually high figure for a neuritis of known etiology. 

The blood cholesterol was remarkably low in all our cases—-a fact which 
has already been observed in alcoholics in America, where there has been much 
speculation on the relationship of this low blood cholesterol in alcoholics to 
the immunity from arterio-sclerosis and gall-stones which they appear to enjov. 
It was suggested by Leary (11) that since alcohol is a solvent of cholesterol, it 
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becomes difficult for cholesterol to precipitate in a body peers by alcohol. 
Work on this subject might repay study. 

Reference has already been made to the rapid onset and transient nature 
of the ocular palsies in the cases we have described. There were several 
features of this cranial neuritis which attracted our attention. We were 
struck by the fact that despite the rapid disappearance of the ocular palsies 
on withdrawal of alcohol, the signs of peripheral neuritis in the limbs persisted 
unchanged. The probable explanation for this was that the neuritis in the 
limbs was of long standing and practically irrecoverable, whilst the cranial 
neuritis was due to an acute process which coincided with an acute alcoholic 
poisoning of the cortical nerve-cells and was therefore recoverable. It must be 
stressed, however, that in Case 2 there was no relationship between the recovery 
of the cranial nerve palsies and amelioration of the mental symptoms ; the 
acute confusional attack passed into the characteristic Korsakov’s psychosis 
of chronic alcoholism after but a short lucid interval. Recovery from the 
ocular palsies was ushered in by gross horizontal nystagmus, which we regarded 
as an ataxia due to weakness of the respective muscles. This nystagmus 
persisted until perfect movement of the extra-ocular muscles returned. 

In view of the opinions which are sometimes expressed about the physical 
basis of delusions, it may not be out of place to record that although our patients 
had visual hallucinations on which they based many fantastic delusions, they 
did not use their symptom of diplopia as a basis on which to found these 
delusions. As soon as they became capable of coherent expression, but while 
yet hallucinated, they volunteered the statement that they suffered from 
diplopia. We regard this as the chief point of psychological interest in our 
report. 

It has already been mentioned that the mental disorder which gave us 
the opportunity of studying these patients was, in all three cases, an attack 
of acute confusion, in which hallucinations, in two cases visual and auditory 
and in the third visual only, were a prominent feature. Clouding of conscious- 
ness and disorientation were complete during the initial stages of the attack, 
although in two cases these symptoms rapidly disappeared under treat- 
ment. We have referred to the development of a Korsakov's psychosis with 
typical confabulation in the third case after the acute phase had subsided. 
Attacks of acute confusion with visual and auditory hallucinations not of 
the delirium tremens type are relatively common in alcoholism, but their 
association with a peripheral neuritis showing cranial manifestations would 
appear to be very rare. 


SUMMARY. 


I. Three cases of ocular palsies associated with acute confusional attacks 
due to alcohol are presented, of which two were accompanied by a typical 
peripheral neuritis in the limbs. 


IIO CLINICAL NOTES AND CASES. 


2. The differential diagnosis in one case is discussed and the laboratory 


findings are evaluated. Reference is made to the low blood-cholesterol in 
alcoholism and its significance. 


3. The nature of the ocular palsies, their relation to the peripheral neuritis 


in the limbs and their dissociation from the mental phenomena are brieflv 
described. 


We desire to thank Dr. D. F. Rambaut, Medical Superintendent of St. 
Andrew's Hospital, for permission to publish this report. 
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Part II.—Reviews. 


Nineteenth Annual Report of the Board of Control. H.M. Stationery 
Office, 1933. 


In the present Report the subject claiming most attention is, of course, 
the working of the Mental Treatment Act, and especially of the sections on 
voluntarv and temporary treatment, and on the establishment of out-patient 
clinics. An increase in the number of these latter is recorded, and the Board 
make some recommendations as to their staffng—a matter which has caused 
much discussion recently following the British Medical Association's report 
on the subject. Here, perhaps, insufficient stress is laid on the need for a 
more adequate psycho-therapeutic training for those undertaking this work. 

Voluntary admissions to public mental hospitals comprised 10°% of the 
total admissions ; in the private and registered hospitals the proportion was 
much higher. There was much divergence among hospitals in this respect, 
and eleven hospitals are specially mentioned as having percentages ranging 
from 20 to 47. It may be noted that the majority of these hospitals serve 
compact areas in which co-operation between the medical superintendent of 
the hospital, the public assistance authorities, general practitioners and the 
public may be presumed to be more easily attainable. 

The divergence in practice in regard to “‘ temporary " treatment was even 
more striking. Two hospitals are mentioned with percentages of ''tem- 
porary " admissions of 34 and 15 respectively, but the average percentage was 
2, and it is clear that in a number of large and important areas this section of 
the Act is not being made use of at all. The Board mention two or three 
possible causes for this state of affairs, and there are probably others depending 
on local conditions. One cause which has perhaps received insufficient recog- 
nition is the unsatisfactory nature of the clause itself, representing as it does 
a compromise between two propositions: one, that all patients (except the 
actively resistive) should have a period of “ temporary " treatment before 
certification ; the other, that non-volitional patients should never be certified 
at all. But that both the “ voluntary " and “ temporary " provisions can 
be successfully worked is illustrated by the example of the new Swansea Mental 
Hospital, although in subsequent years it is possible that the necessity for 
certifying some of the patients originally admitted without certificates may 
alter the figures a little. 

The number under care (including voluntary and temporary patients) 
showed an average increase, and stood at 148,775 on January 1, 1933. Figures 
are given for the status of the patients, and for regradings from one status to 
another; these latter, however, appear to have little meaning, for they take 
no account of the practice which obtains in some areas of invariably returning 
a patient to the local infirmary should certification be necessary. 

The deficiency in accommodation recorded in previous reports persists, 
and the provision of sufficient additional accommodation is still prevented by 
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the financial situation. Extensions authorized during the year provide for 
less than half the increase in the number of patients under care. 

Regarding general measures of treatment, the subjects discussed in the 
Report are occupation therapv, libraries, dietary and dress. 

The Board's views on occupation therapy have been set forth in a special 
memorandum, which was commented on in the last number of the Journal. 
On the subject of dietary, stress is laid on variety and on care in the serving 
of meals ; there is no suggestion as yet of the possibility of adapting diets to 
the needs of different classes of patients, or of any general reconsideration in 
the light of advances in dietetics during the last ten years. The Board 
continue their warm advocacy of improvements in the dress of both men and 
women patients. 

Infectious diseases in mental hospitals are discussed at length. Perhaps 
the most important fact noted is the occasional inadequacy of the disinfecting 
processes used for contaminated garments or linen. 

On the mental deficiency side the Report is on familiar lines, and is largely 
designed for much-needed educational purposes. As in previous years, the 
Board have to point out the incompleteness of the ascertainment of defectives, 
especially in regard to those who should be notified by the Education Authori- 
ties. In a number of areas these notifications are absurdly few. Itisamusing 
to note that one rural county has no official knowledge of any defectives out- 
side institutions, although its defectives in institutions are very few; in a 
neighbouring county, equally rural, the defectives outside institutions are said 
to outnumber those inside by 5 to r. 

Much new accommodation has been provided during the year, although 
still insufficient for any but urgent needs. The Board point out how the 
available accommodation can be used to the best advantage, and take the 
opportunity to defend the mental deficiency service against charges of extra- 
vagance levelled against it. 

Community care of defectives is the subject of detailed consideration, 
particularly in the forms of licence and supervision. The methods of using 
licence evolved at the Roval Eastern and Royal Western Counties Institutions 
and at The Manor are reviewed. This subject was discussed at the last annual 
meeting of the Association. 

Research work carried out in the various hospitals and institutions is 
summarized in Part I of the Report, and detailed accounts appear in Part 2. 
The main headings under which the work is classified are chronic infective 
processes ; dysentery, enteric, etc. ; general paralysis (malaria and other 
forms of pyretotherapy) ; pyretotherapy in other forms of mental disorder ; 
serological reactions for syphilis ; encephalitis ; ductless glands ; neurological 
states and morbid histology ; prolonged baths, prolonged narcosis with 
somnifaine and other forms of treatment ; psycho-therapy ; experimental 
psychology ; histories and after-histories ; hematology. The Board point out 
that clinical accounts of individual cases are welcomed by them. 

We are sorry to see that the publication of the Commissioner's reports 
on individual institutions is still being withheld on the grounds of economy. 
The publicity afforded by these reports has always been regarded as of definite 
value, and in some cases they are not obtainable from any other source. We 
hope that when circumstances permit they will be published as Part 3, 
independently of the research section. 
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The Emergence of Novelty. By C. Ltoyp Morcay, D.Sc., LL.D., F.R.S. 
London: Williams & Norgate, Ltd., 1933. Pp. 208. Price 7s. 6d. net. 


Prof. Lloyd Morgan continues his exposition of emergent evolution, and 
gives his view of the story of cosmic advance, making particular reference 
to the stages of psychological development in living organisms. By the 

' emergence ” of novelty, there is indicated more than a passage from precedent 
potentiality to subsequent actuality. 

The author accepts Huxley's usage of the term “ evolution " as being a 
generalized account of the cosmic process and not an explanation thereof. 
He follows Huxley further in applying the term to the whole realm of scientific 
inquiry, and not confining it to the domain of biology. It is commonly 
supposed that the task of science is to explain what actually happens. But 
we may substitute the term “interpret " for “ explain ". Evolution offers 
a scientific interpretation of the advance of natural organization. The task 
of interpretation appertains to the philosopher, and not to the professor of 
empirical science. The question arises: Is there evidence of the occurrence 
of novelty in the course of the advance of natural events? If so, we have 
to give an account of it in scientific terms, although we may not be able to 
provide an explanation of it. 

The author makes this exposition clearer by the use of the symbols A. 
B and C. The two latter denote, respectively, the closed systems of physics 
and biology. The symbol A is used for the metaphysical or metempirical 
inquiry, which, although excluded from the domain of scientific interpretation, 
is included within the wider domain of philosophical thought. It is maintained 
that novelty must be sought in new modes of substantial relatedness which 
are superposed on old modes. 

Man's attempts to account for nature fall into three epochs, which may 
be styled, respectively, animistic, mechanical, and mathematical. The 
animistic epoch is that in which the emphasis falls on the question: Through 
the operation of what agency does this or that happen ? This is an A question. 
In the succeeding, mechanical epoch the animistic account of physical events 
disappears from science ; neither A nor C is in place at this epoch. But the 
aid of mathematics was constantly invoked. The new picture of an external 
world is mathematical in character, everything has dropped out except purely 
mental pictures (as Sir James Jeans has expressed it). This must be coupled 
with the doctrine of a supreme Mathematician, the originating source of the 
picture. The author contends that mental, no less than physical events 
should be dealt with in terms of relatedness ; and he believes that life and mind 
are the natural outcome of evolutionary advance. The close of the nineteenth 
century is assigned as the end of the mechanical age in physical science, and 
we are now observing the rapid development of a new era. We recognize 
that throughout nature there are not only mechanical relations, but organismic 
relations also. The old scheme of '' classical " mechanics no longer works. 
The atom should no longer be regarded as an instance of mechanism, but as 
an instance of organism. 

Passing to emergence of mind, the author maintains that the order of 
advance has been from sentience, through perception, to reflection, and that 
this holds good in the recurrent development of each individual mind. To 
reflection there is added the further novelty of prospective reference. Self 
only exists at the reflective level of mind ; and if this view sounds preposterous, 
it is only because we fail to distinguish between “self” and “ subject ". 


LXXX. 8 


II4 REVIEWS. [Jan., 


“ From before birth I was sentient only ; up to the age of about three years 
I was no more than perceptive ; thereafter I became reflective also. 

At each stage I was subject in experiencing ; and throughout all stages I have 
been one continuant and developing subject, though not till the reflective 
stage was reached did self come into my objective picture.” 

By the path of learning, meaning and memory, the book passes to a 
consideration of association and conditioning, some helpful thoughts on reflex 
action being suggested. The need of revision of the space-time problem is 
then taken up. This must be approached through two avenues of inquiry, 
physical and psychological. The question arises: Do we reach, by either 
avenue, the same space-time ? And we arrive at the root-question for genetic 
psychology: Is the assurance given by direct apprehension genuinely 
immediate, or is it the derivative outcome of a very complex process of mental 
development ? The author adopts the latter view. 

Finally, in his epilogue, Prof. Lloyd Morgan mantains that we may speak 
of cosmic Purpose, provided that we remember Spinoza's warning that we 
must not attribute to Deus any such mental process as would degrade cosmic 
Purpose to the level of human design, and subject it to the spatial and temporal 
finitude of evolutionary process. 

Such is a brief and inadequate, but—or so we hope—a not inaccurate 
account of the main theses in a great work. Prof. Lloyd Morgan describes his 
book as “ an episodic talk from an old arm-chair ". The chair from which it 
was written may have been old ; but the book itself exhibits all that freshness 
of thought and that clarity of expression which we have learnt so confidently 
to expect from its eminent author. M. HAMBLIN SMITH. 


Mental Defect. By L. S. PENROSE, M.A., M.D. London: Sidgwick & 
Jackson, Ltd., 1933. Pp. 175. Price 8s. 64. | 


This is the first volume of a series of text-books of social biology edited by 
Prof. Lancelot Hogben. It lays no claim to be anything more than elementarv, 
or to set forth original views. In his foreword Dr. Penrose tells us that the 
book is intended for the use of lay persons as well as medical men ; and he 
disarms criticism of the book's one-sidedness by the admission that he 
has treated at greatest length those aspects in which he is personally most 
interested. 

The book opens with the inevitable historical and legal chapter, which, 
however, is kept commendably short. The systematic investigation of aments 
is next discussed, and here Dr. Penrose's predilections are evident, for the 
psychological examination is accorded but nine pages. 

The outstanding sections of the book are those devoted to the investigation 
of personal and family histories, and the evaluation of hereditary and environ- 
mental factors in the etiology of mental deficiency. This part of the book is 
in fact quite the best discussion of this very difficult subject which is at all 
easily intelligible to any reader not versed in modern genetics. The enormous 
difficulties of the subject and the inadequacy of our present knowledge are 
freely admitted, and little or no attempt is made to draw conclusions. 

The older theories of “ neuropathic inheritance ” are criticized and rejected 
—very properly—as failing to reach the rigid standards of modern analytical 
methods. 
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The author stresses the importance of environmental as well as hereditary 
factors. “ Heredity,” he tells us, ‘‘ is only one of a great number of variables 
which has to be taken into account, and the effect of heredity will only be 
clearly shown when all the factors in the environment, which are favourable 
to the production of the abnormality, are constant ". And again: “ Undue 
optimism in the search for simple Mendelian ratios when dealing with mental 
characters has led to great confusion, and the importance of environment will 
have to be properly considered before any exact knowledge can be obtained 
concerning the inheritance of the various forms of insanity and mental 
deficiency.” 

In the matter of classification Dr. Penrose follows Lewis. Tredgold’s 
division into “ primary ” and “ secondary " amentia is rejected on account of 
the difficulties of its practical application to scientific work. In 513 of his own 
cases, for example, Dr. Penrose found 29% were primary "’, “ 995 “ secondary ”’, 
and no fewer than 62°% unclassifiable. 

Dr. Penrose prefers Lewis's division into “ pathological" and ''subcul- 
tural” amentia. The latter class he defines as a “ variant from the mean 
intelligence due to normal causes. It is a f/wsiological as opposed to a patho- 
logical condition ". Such a statement is rather a startling departure from the 
careful and dispassionate tone of most of the book. It appears to presume 
a knowledge both of the physical causation and the psychological nature of 
mental deficiency which is beyond our hope for years to come. It is true 
that Dr. Penrose does not find the concept of ‘‘ subcultural amentia ” ideal, and 
finally retains it purely for descriptive use ; but it is a pity that he did not 
go a step further and re-label the group ' amentia without known pathology ”’. 

The section dealing with the clinical varieties of amentia is somewhat 
brief, and the discussion is from the biological rather than the clinical view- 
point. The section on birth injury is rather unsatisfactory. 

Dr. Penrose, as a sound geneticist, sees no useful purpose to be served by 
sterilization. He is prepared to go further, however, and to object to the 
procedure upon purely sociological grounds ; not only that, he carries the war 
into his enemies’ camp, and declares that the true origin of the campaign for 
sterilization lies in the unconscious conflicts of its advocates. 

Certain defects are inevitable in the presentation of a large amount of 
information in simple form and in a brief space ; much of the material has to 
be presented, as in this case, in rather a scrappy manner, and with a false 
appearance of dogmatism. Despite these difficulties the book is one which is 
worthy the attention of novice and expert alike; and Dr. Penrose is to be 
congratulated on being the first to present the modern view on the biology 
of mental deficiency in simple, brief, and lucid form. C. J. C. EARL. 


Mental Deficiency. Stoke Park Studies. First Series. Edited by R. J. A. 
Berry, M.D., F.R.C.S., F.R.S.E. London: Macmillan & Co., 1933. 

Pp. 244. Price ros. 6d. 
The volume contains fifteen papers by members of the staff of Stoke Park 
Colony, as well as two others by writers who, whilst not on the staff, are members 


of Prof. Berry’s school of thought. 
Most of the papers are reprinted from publications of diverse character, 
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ranging from the Argus newspaper to the British Journal of Psychology and 
the Vineland Publications Series, whilst the subject-matter includes both 
miners’ nystagmus and wilful murder. The bulk of the work is histological 
in its interest, as might be expected, and Dr. Berry’s views on the anatomical 
basis of oligophrenia permeate most of the essays. Several of the papers, 
moreover, were originally delivered as lectures to general practitioners, with 
the result that the book contains no fewer than four iterations of the elementary 
cytology and morphology of the cerebral cortex. This is the more irritating 
to the serious reader, as the other parts of the brain are scarcely mentioned. 
Upon the cortex itself no new views are expressed, though the dogmatically 
asserted correlations between function and structure may be new to some. 
Very little fresh pathological material is examined, and the histological reports 
published lose some of their value by their incompleteness. The work of 
writers of opposing views receives scant consideration ; thus the profound 
and exquisitely careful work of Southard and Taft is barely mentioned and is 
not discussed. 

The first paper in the book, entitled, “A Practical Method for the Detection 
during Early Childhood of Potential Social Inefficiency and High-grade Mental 
Deficiency", is the best. This is a revision and condensation of a monograph 
by Berry and Porteous published in 1920. In it may be found the basis of 
Dr. Berry's views. Great importance is attached to head measurements, 
and a skilled and accurate technique is described, together with statistical 
tables. The importance of psycho-phvsical measures is also stressed, and very 
rightly so; but the purely psychometric section might, with advantage, have 
been brought up to date. Mental tests are confined to the Binet and Porteous 
scales ; more recent tests of performance are not mentioned, and personality 
factors are not adequately discussed. 

Not too much is claimed for the results, and the frank statement is made, 
“ Head measurement, and the calculation therefrom of the cubic capacity of 
the brain, is not a measure of intelligence ". In the second paper, however, 
this statement is somewhat modified, and we are told that “ pathologically 
there is a high correlation ” (between head size and intelligence) ; and through- 
out the remainder of the book the existence of such a correlation remains 
implicit. 

That terrifyingly difficult subject, the correlation of specific behaviour 
patterns with cerebral structure, fails to daunt at least one of the contributors 
to the work. On pp. 172-3, in a description of dirt-eating in certain idiots, 
the following statements appear : 


“ With regard to coprophagy, it is of interest to note that Kohler describes this 
as the usual practice in captive chimpanzees. They were scrupulously clean in 
other ways, and punishment had no ettect in breaking them of the habit. It 
would seem then that this dirt-eating is a form of primitive behaviour which 
becomes suppressed coincidentally with the development of the supragranular 
cortex.” 


The writer would appear to believe that the supragranular cortex of the 
captive chimpanzee is less developed than that of the cat or the cow! 

Prof. Berry's own views on the difficulty of the function-structure correla- 
tion are summed up in the conclusion of one of his own contributions (p. 103) : 
“ And, indeed, it cannot now be long before the brain gives up the last of its 
secrets—the fashioning of mind out of the functions of neurones and their 
synapses." 
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The adequacy of the book as a contribution to our knowledge may be 
judged from the conclusions reached in a paper on “ The Cellular Changes in 
the Brains of the Mentally Defective ’’, wherein, after an examination (omitting 
all mention of the thalamus) of the brains of three defectives of widely differing 
types, it is concluded that the classically described cellular changes in the 
brains of mental defectives are in the main true. 

The purely psychological side is represented by a very brief condensation 
of Dr. R. G. Gordon's paper from the Brit. Journ. Psychol. of 1932. It is a 
pity that more space could not have been afforded to this essay. 

A most striking paper on miners’ nystagmus produces evidence to show 
that the subjects—in 25 cases examined—are all mentally subnormal, having 
an average I.Q. of 73. The exact method used for estimating the intelligence 
is not stated, nor is the standard which was accepted as normality in the cal- 
culation of the I.Os. ; but the figure is most interesting, whilst the '' neuro- 
muscular index ” is even more striking. Here would seem to lie a valuable 
field for further research. 

On the whole the book can be said to add little to our knowledge of oligo- 
phrenia. It is to be hoped that at some future date Prof. Berry will give us 
some studies in pure histology and histo-pathology, in which his great anatomical 
learning will find full scope. 

The book is profusely illustrated, and there is a useful bibliography. 

C. J. C. EARL. 


Diseases of the Nervous System. By W. RvssELL Brain, D.M., F.R.C.P. 
London: Oxford University Press, 1933. Svo. Pp. xvi -+ 899. 
Price 27s. 6d. 


Dr. Russell Brain is to be congratulated on an exceedingly good book. 
There are faults in it, but these are inevitable in a new book, and it certainly 
fills a definite want. It should prove a very useful text-book for candidates 
for the Diploma in Psychological Medicine and for many others. The author 
has endeavoured to cover the whole ground of neurology, which is a consider- 
able undertaking, and has necessitated his being rather brief on what some 
of us may care to regard as very important subjects. The book, however, is 
based on the solid foundation of anatomy and physiology. There is a tendency : 
to avoid the anatomy of the nervous system as a painful subject, but we think 
that this side of the subject 1s most important. The book is thoroughly 
up to date; it includes even “ ginger paralysis "—a polyneuritis due to 
triorthocresyl phosphate, which has occurred commonly in the United States 
of recent years, although it is questionable if the condition is likely to be met 
with in this country. 

We should have liked to see mention of the value of the Meinicke clarifica- 
tion reaction in cases which have received treatment and become Wassermann- 
negative. In some of these cases which may show an abnormal cerebro-spinal 
fluid the serum Meinicke shows a weak positive when the serum Wassermann 
is completely negative. It is probably more correct to take the common 
age-limits of the occurrence of symptoms in general paralysis as 35-50 and not 
40-50. Cases often show first symptoms between 35-40. When commenting 
on the fact that in the East, Europeans who acquire syphilis from natives are 
liable to develop general paralysis, although it is almost unknown among the 
natives, the author might have included an observation which we owe to 
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W. S. J. Shaw that natives in India who develop general paralysis have almost 
invariably contracted their syphilis from white women. The speech disorder 
in general paralysis should have been described in greater detail, and some 
mention should have been made of the prolongation of the vowel sound, 
giving the plateau speech and the slurring of the consonants. Under the 
treatment of general paralysis we think some mention should be made of 
diathermy as a means of inducing pyrexia. It is more certain in its effects 
and more easily controlled. We tend to lose sight of the fact that a certain 
number of cases die from the effects of the malaria itself. 

Pellagra is not entirely confined to white maize-eaters, for it has occurred 
to quite an extent in English mental hospitals, and possibly quite a number 
of cases have passed unrecognized. 

Apart from these small faults we think the book has been extremely well 
done, and although it may not entirely please the neurological purists, it 
should undoubtedly help to raise the standard of neurology. We look forward 
to a second edition. G. W. T. H. FLEMING. 


The Clinical Examination of the Nervous System. By G. H. MONRAD- 
Kroun, M.D., F.R.C.P., with a Foreword by T. GRAINGER STEWART, 
M.D., F.R.C.P. London: H. K. Lewis & Co., Ltd., 1933. Sixth 
edition. Crown 8vo. Pp. xix + 234. Price 7s. 6d. 


This popular little book—it has gone through six editions in twelve years— 
needs no recommendation from us. It has proved most valuable to students, 
more particularly those reading for the Diploma in Psychological Medicine, 
and indeed to many who took their D.P.M. years ago. 

It is very pleasing to see the substitution of the word '' schizophrenia " for 
the inaccurate expression ‘‘ dementia precox ”, although there are those who 
still cling to this expression, and others who hold that the two terms are not 
synonymous. It is nevertheless a step in the right direction. The most 
striking improvement is the section dealing with encephalography. The 
author favours the method described by Laruelle as causing least discomfort 
to the patient, and carrying with it least risk. Encephalography is not without 
risk, but the majority of mishaps occur with cerebral tumours. Encephalo- 
graphy, which is a less risky proceeding than ventriculography, is a most 


useful procedure in many conditions where no question of cerebral tumour 
arises. G. W. T. H. FLEMING. 


Les Pionniers de la Psychiatrie Francaise avant et aprés Pinel. By 
Dr. REN; SEMELAIGNE. Paris: J. B. Bailliere et Fils, 1932. Pp. 284. 
Price 50 frs. 


The first part of Dr. Semelaigne's biographical history of French psychiatry 
was reviewed in the Journal for April, 1930. The present volume contains thirty- 
seven lives, and covers the greater part of the nineteenth and first years of the 
twentieth centuries. Of most of the subjects of these biographies Dr. Seme- 
laigne is able to give personal reminiscences ; some were his teachers, others 
almost his contemporaries, and the brief glimpses we get of their personalities 
are as attractive as the description of their scientific work. The list includes 
Armand Semelaigne—in whose case the author refrains from a personal 
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appreciation, but is able to quote the tribute of a colleague, Bouchereau, to 
“one who combined dignity, kindliness and authority, and was loved and 
respected among us ”. 

The most familiar names to us are probably those of J. P. Falret, Charcot, 
Fournier, Magnan, Bernheim and Cotard. Falret (1824-1902), the brilliant 
son of a brilliant father, wrote extensively on numerous psychiatric subjects. 
He was largely instrumental in definitely establishing general paralysis as a 
disease entity, as opposed to a secondary complication of insanity. It is 
interesting that about 1878 he notes an increased prevalence of melancholic 
types of general paralysis—a prevalence often thought to be characteristic 
of the last twenty years. He wasoneofthe first to describe alternating insanity, 
and probably the first to draw attention to its milder types, and to the special 
problems and difficulties of these patients. 

Of Charcot, it is curious to note that his introduction to the subject of 
hysteria was purely accidental; following a fire at the Salpétriére there was 
a rearrangement of departments, and the section for “ sane " epileptics and 
hysterics came under his care. The slightly thaumaturgic atmosphere of the 
Salpétriére in the 'eighties is recalled ; Charcot himself is shown as prudent 
and mistrustful in dealing with patients whose wiles and craving for attention 
he fully realized ; some of his disciples, however, were more easily duped. 

Fournier (1832-1914) was a dermatologist and syphilologist, and is rightly 
included among the pioneers of psychiatry as being the champion of the 
syphilitic origin of general paralysis. As is well known, he was unable, on 
account of the resistance of general paralysis to specific treatment, to consider 
it as a symptom of syphilis, and he placed it among “ parasyphilitic ” affections, 
along with a variety of neurasthenic and syphilophobic syndromes. He 
established the close relationship of general paralysis to tabes, calling it “ a 
veritable cerebro-spinal tabes ”. 

Magnan's ' délire chronique à évolution systématique " is known to all, 
but it is not so well known that he also described a contrasting type, the '' délire 
des dégénérés ". The degenerate, in his mind, included all patients with a 
history of heredity, who showed stigmata or who had suffered from neurotic 
symptoms in childhood. Among deluded patients, the '' persécutés persé- 
cuteurs ” were included in the “ dégénéré” group. “They are cunning liars, 
their patience and activity are indefatigable, and their memory and logical 
powers often highly developed, and these are at the service of their morbid 
feelings and their deep hatred ", and he goes on to describe their “ endless 
grievances and ceaseless litigation ". The “ délire chronique "", on the other 
hand, comprised four stages, of which the last was dementia. It would seem, 
therefore, that, contrary to what might appear at first sight, “ délire chronique ” 
corresponded roughly to the paranoid schizophrenics, while the true paranoiacs 
came under the “ délire des dégénérés ” heading. 

Bernheim (1840-1919) was not a professional alienist, but a general physician 
and Professor of Clinical Medicine at Nancy. His work on hysteria, hypnosis 
and psycho-therapy generally was of outstanding importance. He stripped 
the subject of hypnosis of much of its mystery, dispelled all ideas of special 
hypnotic powers and magnetic influences, and showed that patients could 
be amenable to suggestion in the waking state, and even to auto-suggestion. 
He propounded a mental origin for hysteria, and was the first to use the term 
'* psychoneurosis " for hysteria and allied conditions. He drew attention 
to the numerous forms of minor mental malady, among which he described 
anxiety neurosis. 
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The name of ‘‘Cotard’s syndrome ” is given by French psychiatrists to the 
nihilistic delusional states associated with melancholia. Cotard (1840-1889) 
also described, under the name of '' délire d’énormité ’’, the insistence of certain 
agitated melancholics on the enormity of their sins, which he rightly regarded 
as akin to true grandiose delusions. 

Extended notices are also given to Laségue, Billod, Azam, Voisin, Foville, 
Bourneville and others. The description and delimitation of clinical types, 
administrative and medico-legal problems were the chief subjects of discussion 
and controversy. But the work of Pinel was carried on, and we find constant 
references to advances in the treatment of the insane. To give one instance 
only, there is the proud claim of Girard de Cailleux, in 1843, that less than a 
dozen among his two hundred patients were isolated at night in single rooms, 
and this result was attributed to '' le travail manuel largement pratiqué ”’. 

Dr. Semelaigne's first published work dates from 1888. He has been a 
constant friend of our Association and an Honorary Member for over thirtv 
years. We congratulate him once again on the successful completion of a 
monumental work, and are grateful for the confidence and trust in the younger 
generation which he expresses in his preface and dedication. 

A. WALK. 


John Ruskin. By R. H. WILENSKI. London: Faber & Faber, 1933. 
Pp. 406. Illustrated. Price 15s. 


In presenting his study of Ruskin, Mr. Wilenski disclaims any intention 
of writing in a spirit of denigration or as '' a disciple of Lombroso, Nordau 
or Hyslop”. There is, indeed, nothing speculative or theoretical about 
Ruskin’s mental illness, since he suffered from at least six ‘‘ attacks ” definitely 
recognized as such. Mr. Wilenski, however, establishes Ruskin’s lifelong 
cyclothymic make-up, and traces the course of his minor exaltations and 
depressions from the unimpeachable evidence of letters and diaries ; and he 
shows convincingly how Ruskin's writings were continuously influenced by 
his constantly varying affective state. 

The author has undoubtedly assimilated the psychiatric point of view 
in a way that few laymen (and not all psychiatrists) are able to do. There is 
no question of using a diagnostic label in order to dismiss a great man's 
contribution to thought as valueless. Psychiatric investigation serves, in 
the first place, “ to disentangle " this contribution “from the discussions 
and digressions and incidentals which obscure them, and can only be explained 
by the state of the mind . . . at the particular time ". And if the main 
contribution itself proves to be conditioned by psychological factors, its value 
must still be appraised independently of these. That Ruskin was a cyclo- 
thymic, or Van Gogh a schizoid, is more to the credit of cyclothymics and 
schizoids than to the discredit of Ruskin and Van Gogh. Of Ruskin, Mr. 
Wilenski says: ‘‘ What we mistake for the expression of his arrogance was 
sometimes manic exaltation, sometimes an effort to restart an engine which 
depression had almost paralysed, and sometimes a defiance of some personal 
or passing fear. Whenever it occurs, if we collate the passage with the 
circumstances in which it was written, we pardon at once because we under- 
stand." One might go further, and say that in reaching this understanding 
we are entering a sphere in which, while sympathy and aversion are still 
possible, condemnation and pardon are equally out of place. He pays tribute 
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to Ruskin's social conscience, and distinguishes between the admirable 
“ impulse to serve ” and the manic “ impulse to preach ”’. 

_ From the narrower clinical aspect, Ruskin’s symptoms are full of interest. 
His delusions, such as that of the “ storm-cloud "', his rationalizations and 
projections (which the author calls “ transferences’’), the extraordinary 
is Rose " episode, are all set out with much insight, and their reappearance 
in his works in numerous otherwise inexplicable allusions is clearly demon- 
strated. The humour of many of these situations is inevitably brought out, 
but the author, while employing suitable irony where necessary, never allows 
himself to sneer at his subject. 

It need only be added that the book is written in that vigorous and logical 
stvle which has placed its author in the front rank of art critics. 
A. WALK. 


Insanity as a Defence in Criminal Law. By HENRY WEIHOFEN. London: 
Oxford University Press, 1933. Pp. xii + 524. Price 17s. 6d. net. 


This is an English edition of an American work. It is written, primarily, 
from the legal standpoint, and is concerned with the defence of insanity as 
dealt with by the criminal courts of the United States. But it is a most impor- 
tant contribution to the study of legal irresponsibility in this country. 

The subject, essentially complex, is rendered still more difficult by the fact 
that forty-eight States have to be considered. Each of these States has its 
criminal courts of first instance and of appeal, its criminal code and method 
of procedure. The District of Columbia has also to be taken into account. 
And questions of legal irresponsibility may, under certain circumstances, 
come within the purview of the United States Supreme Court. The decisions 
of the latter court are, however, confined to matters which involve the Con- 
stitution of the United States. 

First as regards the legal criteria of irresponsibility. The “ right and wrong ”’ 
test, more or less modified from the form in which it was enunciated by the 
English judges in the famous McNaghton case, is still the sole rule in twentv- 
nine States. This position arose from the fact that the common law of the 
United States is derived from British sources. American judges, seeking for 
principles of law, naturally adopted those which were current in the mother 
country. In the remaining States this is still the main test, but it is supple- 
mented by the “irresistible impulse " test. This latter test is of American 
origin, and can be traced back for nearly a hundred years. It is held that the 
law must be progressive, and that the “ irresistible impulse ” test is a justifiable 
extension of the McNaghton criteria. It will be remembered that this exten- 
sion was recommended by the Atkin Committee in 1923, and it was supported 
by the high authority of the late Mr. Justice Stephen. The irresistible impulse 
must be the product of mental disease, and not merely the uncontrollable 
passion or fury of a sane man. New Hampshire, a State in which quite a 
number of interesting decisions on this point have been given, maintains that 
there is no possible legal test of irresponsibility ; it is left to the jury to decide, 
in any particular case, whether the accused suffered from a mental disease, 
and whether, if he so suffered, the disease was of such a character as to deprive 
him of the power of forming the necessary criminal intent. The author 
discusses the objections which have been raised to both these main tests. He 
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seems, perhaps, insufficiently to realize the enormous practical difficulties 
which would be raised by a general adoption of the irresistible impulse test. 

The next question to be considered is upon which side, in a criminal trial, 
lies the burden of proof of alleged sanity or insanity. In twenty-two States 
the burden lies upon the defence, but they differ widely as to the quantum of 
evidence which must be adduced. The general rule of law is that in force in 
this country, namely, that every man is presumed to be sane until the contrary 
is proved. But a number of States have a provision that, when insanity is 
alleged as a defence, it is for the prosecution to prove that the accused is sane. 
The mode in which the defence of insanity has to be raised differs widely in 
the various States; but this does not seem to be a matter of great practical 
moment. Certainly in this country, if any suggestion of insanity is made, or 
even if there is a suspicion of that condition, the Court will insist upon the 
production of evidence on the point. This brings us to the question of expert 
evidence. America has been noted for the battles of experts which have 
occurred in many criminal trials, and some of these battles have been of an 
unedifying nature. From this evil, as also from the curse of the “ hypo- 
thetical question '", we are comparatively free in this country; for there is a 
tradition of many years' standing that the evidence of the medical officers of 
our larger prisons is regarded as absolutely impartial and as of high value. 
Those medical officers may be justly proud of their position in this respect. 
Some attempts are being made in America to enable a court to obtain the 
evidence of independent experts; but the arrangements are at present un- 
satisfactory. The examination has sometimes to be made hastily, and without 
opportunity for due observation of the accused—an observation which mav 
require to be prolonged. Some of the fees mentioned as being allowed for 
such evidence are so small as to be ludicrous. 

The rules which govern a decision as to the fitness or otherwise of an accused 
person to plead at his trial would appear to be, in substance, similar to those in 
force in this country, but the procedure in such investigations is very varied. 
Texas has the unusual rule that any person who pleads guilty to a charge of 
crime is prima facie presumed to be of unsound mind, and before accepting 
such a plea the court must be satisfied of the accused's sanity. (We suppose 
that this rule applies only to persons charged with the graver kinds of offence 
in a “ superior court ".) In England, if a man who is fit to plead makes a plea 
of ‘ guilty ’’, even when there is the gravest doubt as to his responsibility at 
the time of the alleged crime, the Court has to deal with him on that basis. 
If insanity exists, the matter has to be dealt with after sentence, by the prison 
authorities. Cases of this kind have occurred. 

It is of interest to note that while in this country we are anxious to get 
rid of the illogical verdict of “ guilty but insane " and to substitute a 
verdict of “ not guilty on the ground of insanity ", the American courts, 
in which the latter verdict prevails, desire to adopt our present plan. This is 
due to the trouble which has been occasioned by applications under writ of 
habeas corpus for the release of persons who, having been acquitted on account 
of insanity, have become sane. The methods of release of such persons from 
custody vary greatly in different States. This particular difficulty does not 
occur in our legal system. 

Whatever may be their theoretical defects, we believe that the McNaghton 
rules work satisfactorily in practice.  Ditticulties may occur when offences are 
alleged to have been committed under the influence of epileptic conditions. 
But we believe that the existing criteria seldom, if ever, result in injustice to 
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the accused person. Attempts to reform the McNaghton rules would be in 
the nature of attempts to put pieces of new cloth into an old garment ; the 
resulting state would be worse than the first. It will be better to await a 
complete reform of our penal svstem. In the main, the author of this book 
agrees with this position, although he offers suggestions for improvement in 
law and practice. He holds that ' the idea that the State should frankly 
give up punishing people who transgress the law, and treat them as social 
problems rather than as sinners ", although it may sound the wildest of anar- 
chistic notions, is being rapidly put into practice, although we may be quite 
unaware of the fact. The new Mexican legal code has abolished the very 
word ' punishment ", and Soviet Russia is moving in a similar direction. 
This view does not imply the relinquishment of all unpleasant forms of dealing 
with offenders. It is striking to find this view enunciated by a lawyer. Those 
who are labouring for the adoption of a more rational attitude towards offenders 
may not live to see the results of their work, but they may be satisfied with 
observation of the trend of the tidal current. 

It is impossible, within the limits of a review, to deal with all the momentous 
questions which are raised in this excellent book. It is provided with a profuse 
bibliography, and many hundreds of cases are quoted. The research was 
promoted and financed by the Commonwealth Fund, and the author may be 
warmly congratulated upon the manner in which he has carried out his most 
difficult and laborious task. His book will find a place in every legal library, 
and no psychiatrist who is called upon to give evidence in criminal trials can 
afford to neglect its careful study. M. HAMBLIN SMITH. 


To Be or Not To Be: A Study of Suicide. By Louis I. DuBLIN, Ph.D. 
New York: Smith & Haas, 1933. Pp. x + 444. Price $3.50. 


The time was ripe for the appearance of a general review of the suicide 
problem, such as that which is contained in this book. It is more than fifty 
vears since Morselli's classical work was published. Durkheim’s Le Suicide 
is, of course, of much later date, but no English translation of this is available. 
Recent statistics are of much greater reliability than were those upon which 
the earlier works were based. Mr. Dublin is specially competent to deal with 
this matter, on account of his position as statistician to the Metropolitan Life 
Insurance Company of New York. 

Any consideration of suicide leads us into a variety of fields, and raises 
questions of great interest, social, economic, legal, religious and psychological. 
All these matters are adequately handled by the author, who appears to have 
consulted every available source of information. 

Nearly all countries for which statistics are to be had show a recent increase 
in their suicide rate, although this rate is largely affected by racial and religious 
factors. But the statistics on this matter must be handled with great dis- 
crimination, for there has been a marked alteration in the age-grouping in 
many countries. When this latter factor is taken into consideration, ıt is 
shown that the male suicide rate for England and Wales is less than that of 
the immediate pre-war period; but there has been a real increase in the 
female rate. Suicide remains, however, a distinctly masculine reaction. In 
only one age-group, that of 15 to Ig years, is there a preponderance of female 
suicides. The emotional disturbance of adolescence, which may be greater in 
the female than in the male sex, and the occurrence of illegitimate pregnancy 
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are obviously important factors. Suicide is much more frequent in urban 
than in rural districts. But urban conditions must not receive the entire 
blame for this phenomenon ; for it is possible that those persons who are 
able to adjust more easily to life's difficulties tend to remain in rural 
surroundings. A similar consideration probably applies to the low suicide 
rate amongst the negro population in America. The rate amongst Catholics is 
markedly lower than that for Protestants. The rate amongst Hebrews, which 
was formerly low, shows a very definite tendency to rise. As regards the 
figures in general, the author points out that the statistics must not be taken 
as being complete. It is likely that not a few suicides are erroneously recorded 
as accidental deaths, and some are deliberately concealed. On the other 
hand, some suicides were not really intended, the individual not having meant 
to take matters to the extreme. Much the same may be said of many so-called 
'" attempts at suicide ". But the motives which prompted to actions of this 
kind are deserving of most careful psychological investigation in every case. 

The social attitude towards suicide shows great historical variation. The 
author gives a most interesting summary of these changes in attitude. Suicide 
is stated to have been very prevalent in ancient Greece and Rome. Probably 
this statement is true, although the complete absence of statistics should 
cause us to speak with much reserve on the point. The influence of Christianity 
produced a great alteration. And when the Church was able to dominate 
society, its attitude became reflected in European legal systems. The rise 
of the “ new learning ” swung the pendulum in the opposite direction, although 
this was, later, affected by the teaching of Kant and his followers. Many of 
the old indignities once inflicted upon the corpse of a suicide are of much 
antiquarian interest, and may be traced back to primitive magic. There are 
still certain legal anomalies. For example, attempted suicide is still a crime 
in England, although it is, in practice, no longer treated as such. It is not 
a crime in Scotland. So the legal position of a man differs when he attempts 
to drown himself from the English or the Scottish bank of the Tweed. 

The suicide rate is materially affected by economic conditions. These, no 
doubt, have their effect in producing the recent increase. But the rate for 
unemployed labourers is not high as compared with that for other social 
classes. It is interesting to find that the author believes that relatively few 
people take out life insurance with the idea of benefiting their estates bv 
suicide ; the suicide rate increases as the duration of the insurance lengthens. 
All kinds of curious questions are raised by the figures given in the book. 
M hy, for instance, should the rate for auctioneers and watchmakers be high, 
while that for railway workers and barge-men is low? It is of interest to learn 
that suicide is much less common among those who have children than among 
those who have not ; this saving effect, however, is more marked upon women 
than upon men. 

We can attain no real comprehension of suicide unless we study the mental 
mechanisms which produce the act of self-destruction. Having regard to the 
fact that the author is a layman, this aspect of his subject is well handled. 
He fully grasps the importance of the newer psychological theories. He points 
out the way in which a sense of inferiority may occasion suicide. He quotes 
Freud to explain the action of the ‘‘ death wishes ”', and he makes this puzzling 
part of the psycho-analytic theory clear to readers. From the psychological 
point of view, the methods adopted by suicides are of much interest. There 
has been a recent increase in the use of firearms and coal-gas, accompanied bv 
a decrease in the use of poison. The would-be suicide seeks for the method 
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which affords the greatest psychological satisfaction, this being well illus- 
trated by the complicated and bizarre methods sometimes adopted, even when 
simple procedures were easily obtainable. 

Can we do anything to reduce the incidence of suicide ? Improvement of 
economic conditions is, of course, possible. And the author praises the work 
done by mental hygiene agencies of various kinds. The custom of remanding 
for observation those who attempt suicide may be mentioned. This practice 
often gives opportunity for the rectification of faulty conditions in the environ- 
ment of the patient ; and a little good advice, even when based upon super- 
ficial investigation, works wonders in not a few cases. 

The book may be commended to all who are concerned with its subject 
as being an able, an exhaustive, and a well-documented review. 

M. HAMBLIN SMITH. 


Prostitution: A Survey and a Challenge. By GLapys Mary HALL, 
M.A. London: Williams & Norgate, Ltd., 1933. Pp. 196. Price 
75. 6d. net. 


Miss Hall extends the usual definition of her subject, and includes unpaid 
as well as paid promiscuous sex relationships. The former (' amateur ” 
prostitution) she considers to be increasing at the expense of the latter 
(" professional " prostitution). This increase she ascribes to a general laxity 
in sex matters, combined with a desire for adventure, and she believes it to 
have been accentuated by the more diffused knowledge of contraceptive 
procedures. She adduces a considerable volume of evidence in support of 
her view ; but the value of this evidence is, to some extent, vitiated by its 
anonymity. We know, however, that both forms of sex promiscuity exist, 
and their relative incidence is comparatively unimportant. 

In an able review of the factors leading to promiscuity, Miss Hall urges 
that actual poverty is an unimportant cause. In this view she has the support 
of other serious students of the subject, although the view is quite contrary 
to the popular opinion. The desire to obtain what are often described as 
‘‘ luxuries ’’ may operate, but this raises the question of what luxury is. Again 
contrary to uninformed views, Miss Hall rejects intellectual defect as a pro- 
minent causative factor, and in this view also students of sex will agree with 
her. If by " mental deficiency " is meant emotional instability, the case is 
altered. Miss Hall believes that a condition of '' over-sexed constitution '', 
temporary or permanent, is often to be found in members of the prostitute 
class; and there is, no doubt, something to be said for this view, although 
it may be impossible to obtain precise evidence on the point. The lonely 
lives led by many working girls in large towns is responsible for much sex 
promiscuity. The nature of the varied factors which create the male demand 
for the services of prostitutes is treated with much insight ; this side of the 
question has been too generally ignored. 

A very useful summary of the laws relating to prostitution in various 
countries is provided, and the reasons for the general failure of attempts at 
severe repression and of official regulation are analysed. It is stated that 
much legislation was intended to preserve public health. It is, however, 
more likely that the original object of the laws was to penalize breaches of 
public morality. 

The book shows evidence of a careful investigation of its subject. It is 
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temperately written, providing in this respect a happy contrast to much 
published work on sex matters, and it may be fully commended to all who are 
interested in a problem which has many momentous ramifications. 

M. HAMBLIN SMITH. 


The Nervous Child at School. By HeEctor CHARLES CAMERON, M.A., 
M.D., F.R.C.P. London: Humphrey Milford, Oxford University 
Press, 1933. Price 6s. 

This book can hardly be called a worthy successor to The Nervous Child, 
although the excellent clinical pictures which characterized the author’s earlier 
book are to be found here too. 

Only one reference is made to the Child Guidance Clinics, and that is in the 
introduction, where they are called “ therapeutic tanks ". The approach to 
the deeper understanding of the child’s difficulties by the modern school of 
dynamic psychology is dismissed in one brief paragraph. 

It is difficult to conjecture for whom this book was written. The 
general practitioner should be given more information on the subject of 
therapy, while the laity will find little to help them in dealing with their 
children's problems. 

The author discusses fatigue and disorder of the liver as the common causes 
of most nervous disorders. It is certain that the question of fatigue is 
of paramount importance when dealing with children, but Dr. Cameron has 
failed to bring home to his readers the enormous therapeutic value,of his own 
personal rapport with his patients and their parents. D. N. HARDCASTLE. 


Set the Children Free. By Fritz WirrTELs. Translated by Cedar and Eden 
Paul. London: George Allen & Unwin, Ltd., 1932.. Price Ios. 


Dr. Wittels' book has been written out of his deep sympathy and under- 
standing of children, and it can be safely recommended to all parents and 
educators, for they are bound to absorb from it the idea of the fundamental 
needs of children. Over and over again the author points out that the child's 
greatest need is for love and security if he is to grow up to his fullest mental 
and emotional stature. 

Dr. Wittels is a Freudian, and his book is written from this standpoint. 
Without going too deeply into the mechanisms of ego formation, repression, 
and the dynamic aspects of unconscious mental life, he succeeds in making 
them clear. He may be criticized for placing the latency period as late as 
eight to fourteen. 

The chapter upon “ The Child's Ego " is particularly clear, and here again 
the writer specially emphasizes the necessity for love if the gulf from the 
primary narcissistic phase of the infant to a stable object relationship is to be 
securely bridged. Again in relation to education he urges the same view: “ Any 
kind of education, even the strictest kind, is bearable if the child can remain 
convinced of the unshakable love of the person responsible for its upbringing ''. 

The author deals with the problems of wrong-doing and punishment, and 
the inquiring minds of children, with the same sympathetic insight. 

When he turns to the problems of family life and school life the author 
is not so much in accord with modern views in England and America. He 
regards the family as the most difficult place in which the child can grow 


z 


I934.] REVIEWS. l 127 . 


towards adulthood, he sees him surrounded by parental complexes and sibling 
rivalries with devastating results. Dr. Wittels is a whole-hearted protagonist 
of the children's houses of Dr. Montessori, and considers that they provide the 
ideal surroundings for childhood ; he does not appear to realize that even 
in such a setting the child will provide himself with a parent substitute either 
out of reality or phantasy. The present policy, the result of experience 
in child guidance clinics on both.sides of the Atlantic, is to keep the child, 
whenever possible, in his own home. 

À reference is also made to the sadistic element in most fairy tales, and their 
effect upon young children, and it is interesting to see that the translators have 
added a note saying “ the author's strictures on fairy tales and folk tales are 
less applicable to printed matter that is available for English-reading children". 

Throughout the book the author pays tribute to Jean Jacques Rousseau 
as a forerunner of many of the modern views on the treatment and under- 
standing of children. His whole plea is for an upbringing and education which : 
will leave the child free to develop himself: ‘‘ We shall have to wait a long 
time. Many difficulties arise in the carrying of our new plans into effect, and 
unforeseen problems obscure the issue. Yet the fundamental idea is plain 
and simple. Leave vour children to themselves. Do not educate them, for 
voucannot. . . . We hear much of the century of the child. That century 
will not reallv begin until grown-ups realize that children have less to learn 


from them than they themselves have to learn from children.” 
D. N. HARDCASILE. 


——— 


The Mind of the Child. By CHanRrEs BavDovIN. Translated by Eden and 
Cedar Paul. London: George Allen & Unwin, Ltd., 1933. Price ros. 


This book is written primarily for educators, but is quite a good introduction 
to the broad principles of psycho-analysis for the uninitiated. It is written 
in an easy style, and is well illustrated by short references to actual cases taken 
from the author's own experience, and from examples quoted by other writers 
belonging to diverse schools of thought. 

The author feels that all behaviour depends upon “ complexes ". He 
agrees that complexes are built up from instinctive elements, but holds 
that in our present state of knowledge we are not in a position to resolve them. 
By reducing all behaviour to complexes he attempts to correlate the various 
schools of thought in dynamic psychology—that in reality the complexes are 
the same for them all, only they are perceived at different levels or angles. 
But this theme is not pursued throughout the volume. 

The book is, quite needlessly, divided into four sections : 

(1) Complexes of the object. 
(2) Complexes of the ego. 

(3) Complexes of attitude. 
(4) Relations and regulations. 

In this last section the author deals with the intersection of various 
complexes, quotes two typical-mofifs, and gives a rather inadequate account of 
the " super-ego complex”. His nomenclature does not belong rigidly to anv 
one school. 

In his conclusions the author advises psycho-analysis for the child who 
manifests serious behaviour difficulties; he also advises psvcho-analysis as 


a routine for pedagogues, but appreciates the many difficulties which this 
would involve. D. N. HARDCASTLE 
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Part III.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


The Rôle of the Parasympathetics in Emotions. (Psychol. Rev., vol. xl, p. 368, July, 
1933.) Kling, C. 


The writer points out that in fear quite half the bodily changes are expressed 
by the cranio-sacral outflow, that the degree of fear corresponds somewhat to the 
degree of parasympathetic influence, and that in terror the parasympathetic in- 
fluence is manifestly dominant over the sympathetic. The evidence to support 
these statements consists in the fact that cardiac inhibition is most obvious in 
fear states, and the fall in blood-pressure and syncope are both due to splanchnic 
vasodilatation. The spastic condition of the oesophagus reported as '' a lump in 
the throat ” or a feeling of “ the heart sticking in the throat ’’, and the sensations 
of tightness in the throat which appear suddenly in terror and gradually in grief 
and worry and other chronic fear states, are parasympathetic in origin, since the 
vagus and spinal accessory are responsible for the innervation of the muscular 
coat of the wsophagus. The “ dreadful scream of terror ” due to reflex spasm of 
the laryngeal muscles with the simultaneous contraction of the chest cavity 1s 
due to the action of the vagus. The sinking sensation felt in the pit of the stomach 
is due to gastric contraction via the vagus. Intestinal hypermotility leading to 
diarrhoea or tonic spasm of the circular muscles of the intestine leading to con- 
stipation may both be due to vagus stimulation. A variety of other symptoms 
of worry, fear and terror can be shown to be due to stimulation of the para- 
sympathetic. This parasympathetic view of the emotions is supported by Bech- 
terev. In mild states of fear the vagus is almost solely in control. Amongst 800 
students in psychology the writer found between the emotional depression traits 
of neurasthenia and reflex vagotonic symptoms a correlation of -47. There are 
many individuals who habitually express almost any kind of emotion by a charac- 
teristic pattern of vagotonic disturbance. Vagus dominance is extremely un- 
pleasant in affective tone, while sympathetic dominance may be pleasurable. The 
writer finds no evidence for the reciprocal innervation of the two divisions of the 
autonomic system, but instead considers a double excitement and mixture of 
symptoms to be the rule. G. W. T. H. FLEMING. 


Respiratory and Pupillary Reactions Induced by Electrical Stimulation of the Hypo- 
thalamus. (Arch. of Neur. and Psychiat., vol. xxix, p. 1179, June, 1933) 
Ranson, S. W., and Magoun, H. W. 


The authors explored the hypothalamus of 22 cats by means of the stereotaxic 
instrument of Horsley-Clarke. Respiratory acceleration associated with running 
movements was obtained from stimuli in the lateral hypothalamic area and in the 
region surrounding the fornix. Marked bilateral dilatation of the pupils was 
obtained from the same two areas. Bilateral constriction of the pupil resulted 
from stimulation of the optic tract, the pre-tectal area, and points near the line 
of separation between the central grey matter, and the tegmentum at the level 
of the posterior commissure. 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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Spitting movements were obtained from stimulation at the level of the supra- 
optic commissures in the region of the subfornical component of the medial fore- 
brain bundle. G. W. T. H. FLEMING. 


Hypothalamus and Temperature Control. (Arch. of Neur. and Psychiat., vol. xxx, 
f. 728, Oct., 1933.) Bazett, H. C., Alpers, B. J., and Erb, W. H. 


The writers studied the brain-stems of cats with anterior decerebrations. They 
found that the animals had the capacity of reacting to cold and of regulating their 
own body temperature at a normal level (and probably of developing fever), in the 
absence of the corpus striatum and thalamus, which were not, therefore, essential. 
The presence or absence of temperature control appeared to be associated with the 
preservation of the hypothalamus just cephalic to the corpora mamillaria; the 
area included the nuclei surrounding the walls of the third ventricle and the infun- 
dibular nuclei. Such animals did not, however, show a normal hyperpnea when 
exposed to excessive heat. G. W. T. H. FLEMING. 


The Localizing Significance of Spasticity, Reflex Grasping and the Signs of Babinski 
and Rossolimo. (Brain, vol. lvi, p. 213, July, 1933.) Kennard, M. A., and 
Fulton, J. F. 


The authors investigated certain signs in tame chimpanzees before and after 
circumscribed surgical lesions of various excitable regions of the cerebral hemi- 
spheres. They found that lesions of area 4 cause flaccid paralysis of the contra- 
lateral extremities, a Babinski response and diminution of tendon reflexes. These 
signs became more pronounced after bilateral lesions. Lesions limited to area 6 
are followed by spastic paralysis of the contralateral extremities, together with 
forced grasping, and increase in tendon reflexes, the Rossolimo response and fanning 
of the toes. These signs were present for a longer period after bilateral lesions. 
Recovery of motor power may be extensive, but the sign of Rossolimo persists 
permanently, even after a unilateral lesion. When areas 4 and 6 are both removed 
from one cortex, very marked spasticity and forced grasping appear. The extensor 
Babinski becomes exaggerated, Rossolimo’s sign is increased and tendon reflexes 
become permanently exaggerated. In monkeys and baboons complete bilateral 
extirpation of areas 4 and 6 is followed by permanent and complete loss of voluntary 
power. Forced grasping and spasticity are extreme, and the involuntary postural 
and righting reflexes of Magnus and de Kleijn may be demonstrated readily. The 
bodily reflex status of such animals appears to be identical with that of thalamic 
preparations. G. W. T. H. FLEMING. 


Rôle of the Anterior Roots in Visceral Sensibility. (Arch. of Neur. and Psychiat., 
vol. xxx, p. 99, July, 1933.) Stone, T.T. 

The author found from experiments on cats that the anterior roots do not contain 
antidromic sensory fibres conducting painful impulses from the viscera, such as 
that produced by forceful dilatation of the gall-bladder. Section of the posterior 
roots, if a sufficiently large number are severed, will abolish visceral pain produced 
in this way. The author concludes that the posterior roots are the pathways into 


the spinal cord for certain painful impulses from the viscera. 
l G. W. T. H. FLEMING. 


Neuro-muscular Irritability in Relation to the Biochemistry of the Minerals. II. 
Influence of Changes in the Ca/P and NajK Ratio in the Food. (Biochem. 
Zeitschr., vol. cclxii, p. 367, 1933.) Seekles, L., and Sjollema, B. 


On a diet with a normal mineral composition, the physiological irritability is 
low and the AC/AO quotient (anode closing or opening) is less than 1. The com- 
position of such a diet is Na/K = 1: 61, Ca/P = 1: -78, Ca/K = 1 : 3:52, Ca/Mg 
= I::132. With an abnormally high Na/K ratio of 1 : 542, the AC/AO quotient 
is generally, but not always, increased, but it is regularly and more definitely 
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increased with an abnormal Ca/P ratio of 1: 84. By a combination of both 
mineral abnormalities of very high Na/K or Ca/P the AC/AO quotient is greatly 
increased, and is subject to large daily variations, and even tremors of individual 
muscle-groups are not uncommon. However, food with such an anomalous 
mineral composition is not well tolerated by the animals, but the effect upon the 
irritability is not a fasting effect. Neither is it thought to result from the base 
excess. The failure of the appearance of an increased irritability which is occasion- 
ally found in the food with an abnormal mineral composition is attributed to the 
antitetany influence of the increased Ca/Mg ratio. 
S. Morcutis (Chem. Abstr.). 


The Action of Veratrine, Curare and Strychnine on the Responses of Medullated Nerve. 
(Journ. Physiol., vol. lxxix, p. 67, 1933.) Fromherz, H. 


Frog sciatic nerve is unaffected or only slightly affected by veratrine, curare 
or strychnine in concentrations sufficient to cause characteristic effects on muscle- 
nerve systems. Presumably the drugs do not penetrate into the nerve. When 
the nerve is completely asphyxiated in hydrogen the drugs penetrate into the 
nerve, and when oxygen is readmitted the characteristic effects are found. 

J. S. Lyman (Chem. Abstr.). 


Effect of Veratrine on the Heat Production of Medullated Nerve. (Proc. Roy. Soc., B., 
vol. cx111, p. 386, 1933.) Hill, A. V. 

In the presence of oxygen 1 : 50,000 veratrine solution has little effect on the 
heat production of medullated frog nerve. Treatment with veratrine and complete 
asphyxia, followed by recovery, produces a characteristic effect. The heat production 
in response to a single shock attains its maximum rate in a few seconds, may be 
1,000 times normal in amount, and may last many minutes. Heat production 
during slow stimulation may be greatly increased. This veratrine effect requires 
time for its restoration. J. S. HEPBURN (Chem. Abstr.). 


Cerebral Circulation. XXIV. (A) Action of Epinephrine on Pial Vessels; (B) 
Action of Pituitary and Pitressin on Pial Vessels ; (C) Vasomotor Response in 
the Pia and in the Skin. (Arch. of Neur. and Psychiat., vol. xxx, p. 957, 
Nov., 1933.) Forbes, H. S., Finley, K. H., and Nason, G. I. 


Pitressin causes dilatation of arteries in the pia, constriction of those in the skin. 
Epinephrine (adrenaline), by intravenous and intracarotid injection, usually causes 
a similar response ; when applied locally it causes constriction of arteries in both 
pia and skin, the reaction appearing to be about four times more intense in the skin 
than in the pia. Sympathetic stimulation constricts arteries in both situations, 
in the skin about ten times as strongly as in the pia. Vaso-constriction in the pia 
(of the kind described) may be overcome by a rise in blood-pressure. 


XXVII. Action on the Pial Arteries of the Convulsants Caffeine, Absinth, Camphor 
and Picrotoxim. | (Ibid.) | Finesinger, J. E., and Cobb, S. 

Caffeine convulsions caused by the intravenous administration of large doses 
were preceded by an acute constriction of the pial artery under observation, a drop - 
in systemic arterial pressure, and a decrease in cerebro-spinal fluid pressure. 

Absinth convulsions were preceded by slight constriction of the pial arterv, a 
drop in blood-pressure, and a slight drop or rise in cerebro-spinal fluid pressure. 
Convulsions following large doses of absinth were, in most cases, preceded bv 
dilatation of the pial arterv, a drop in systemic pressure and a rise in cerebro-spinal 
fluid pressure. 

Homocamfin convulsions were preceded by slight constriction of the pial arterv, 
a drop in systemic arterial blood-pressure and, as a rule, a decrease in cerebro- 
spinal fluid pressure. Monobromated camphor convulsions were preceded by 
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dilatation of the pial artery, and, as a rule, an increase in cerebro-spinal fluid 
pressure. 

Picrotoxin convulsions were preceded by slight constriction of the pial artery 
and a decrease in cerebro-spinal fluid pressure. In these last two cases the changes 
in blood-pressure were inconsistent. G. W. T. H. FLEMING. 


Cerebral Blood-flow Preceding and Accompanying Experimental Convulsions. (Arch. 
of Neur. and Psychiat., vol. xxx, p. 1003, Nov., 1933.) Gibbs, F. A. 


Oil of absinth, camphorated oil, picrotoxin, caffeine or an induction shock do 
not produce convulsions through the general diminution of the cerebral blood-flow 
caused by them. G. W. T. H. FLEMING. 


The Permeability of the Meninges due to Absorption. (Ann. Méd., vol. xxxi, p. 115, 
1933.) Riser and Planques. ° 


Insulin, adrenaline and acetyl choline are each absorbed from the subarachnoid 
space more slowly than from intramuscular injection. They do not produce an 
an effect on the nerves. The ease of absorption depends on diffusibility. 


A. E. MEYER (Chem. Abstr.). 


Alcohol Injected Intravenously : Its Penetration into the Cerebro-spinal Fluid in Man. 


(Arch. of Neur. and Psychiat., vol. xxx, p. 1092, Nov., 1933.) Mehrtens, 
H. G., and Newman, H. W. 


The intravenous injection of alcohol in man is well suited for studying the 
psychological effects without the patient being aware of what he has received. 
After a single dose, the alcohol in the lumbar spinal fluid rises much more slowly 
than that in the blood, attains its maximum later, and declines more slowly. The 
alcohol in the cisternal fluid rises promptly and closely approximates that in the 
blood. If the alcohol in the blood is kept at a constant level for from four to five 
hours, the alcoholic content of the lumbar and cisternal fluids at the end of this 
time is equal to, or in excess of, that in the blood-plasma. The higher alcohol 
content of the spinal fluid as compared with that of the blood plasma may be due 
to a relative impermeability of the absorbing system to alcohol. 


G. W. T. H. FLEMING. 


Inorganic Constituents of the Cerebro-spinal Fluid. IV. The Potassium in Serum, 
Serum Filtrate and Cerebro-spinal Fluid. (Biochem. Journ., vol. xxvii, p. 
1107, Sept., 1933.) Watchorn, E., and McCance, R. A. 


The average cerebro-spinal fluid potassium was 12:05 mgrm. per 1oo c.c. ; this 
is always lower than that in the serum, and so lower than that found in serum 
ultra-filtrates or effusions. The potassium of serum is ultra-filterable, but that of 
the cerebro-spinal fluid is only 65-7094 of that of the serum. These results do 
not support the view that the fluid is an ultra-filtrate of the blood-plasma. The 
authors think that the fluid should be compared with the intestinal secretions, 
which are isotonic with the blood, but contain very different ionic concentrations. 


G. W. T..H. FLEMING. 


The Influence of the Brain on the Thymus [Influenza del Cervello sul Timo]. (Riv. 
Sper. di Fren., vol. lvi, p. 322, June, 1932.) Crabatti, O. 


The author experimented on fowls and dogs. Two months after partial de- 
cerebration in fowls he found a marked alteration in the thymus. There was a 
reduction in number of the cellular elements, and a degeneration of the epithelial 
cells of the corpuscles of Hassal and a destruction of the connective tissue. The 
destructive changes reach a maximum after 35 days. In fowls the glandular 
elements destroved are not replaced by either connective or fatty tissue, as takes 
place in the physiological involution of the thymus. In newborn puppies there 
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was the same structural modification in all the cellular elements, accompanied by 
a hyperplasia of the peri- and intra-lobular connective]tissue, so giving rise to a true 
sclerosis of the gland. In adult dogs there is a rapid involution of the gland. 

G. W. T. H. FLEMING. 


Absorption : The Influence of Acetyl Choline on the Absorption of Glucose. (Amer. 
Journ. of Physiol., vol. cv, p. 684, 1933.) Gellhorn, E., and Nonthup, D. 


Acetyl choline in concentrations between I : 50,000 and I : 2,000,000 decreases 
reversibly the permeability of the intestinal wall to glucose. In more dilute 
solutions between I : 20,000,000 and 1 : 40,000,000 the permeability is increased. 
Thus acetyl choline and adrenalin are antagonistic in their etfects on permeability, 
as in many other autonomic functions. J. F. Lyman (Chem. Abstr.). 


— ——Ó 


e 
2. Psychology and Psychopathology. 


Outline of Clinical Psvcho-analysis. (Psycho-analytic Quarterly, vols. i and ii, April, 
1932, to April, 1933.). Fenichel, O. 
I. Hysteria (vol. i, p. 129). 

In hysteria there is primary fixation at the phallic and narcissistic stage of 
libido organization, the object choice of the instinctive urge being the parent or 
parent substitute (cedipus complex); these sexual strivings are repressed by the 
super-ego (unconscious castration fear, and fear of loss of love). As a result of 
external and internal inhibitions commencing at puberty, there is regression to the 
point of fixation. 

The hysterical conversion symptom represents a return of the repressed in 
distorted form. The choice of symptom depends upon accidental occurrences in 
infancy and upon somatic factors, determining secondary prephallic fixation points, 
which are reactivated following regression. The hysterical individual is charac- 
teristically autoplastic rather than alloplastic, finding a vicarious satisfaction bv 
means of genitalization of some portion or function of his body—the conversion 
symptom. 

The chapter concludes with an analysis of some of the more specific symptoms, 
including seizure, dream state, motor and sensory disturbances. 


II. Anxiety Hysteria (p. 292). 

Usually classified with the compulsion neuroses, anxiety hysteria is found to be 
much more closely allied to conversion hvsteria, having the same fixation point, 
xtiology and general mechanism. At present there is no certainty as to what factors 
determine a conversion syndrome or an anxiety reaction, though it is believed that 
an experience of the primal scene in reality predisposes to anxiety states. The 
symptom of anxiety is doubly motivated. On the one hand repressed and repellent 
instinctive urges (cedipal wishes) find in it distorted expression. On the other, 
anxiety represents the repressing forces (fear of losing love, fear of castration). 
Sometimes anxiety is avoided by phobia formation, t.e., at the cost of a certain 
and usually increasing limitation of the ego's freedom. By means of the mechanism 
of projection the phobia transforms the instinctual conflict into a fear referred to 
certain definite external perceptions. 


III. Hysteriform Conditions (pp. 316 and 545). 

The following group of neuroses resemble conversion hysteria in that among 
the symptoms are found objective or subjective alterations in physiological function, 
determined in the final analysis by a psychic conflict. In other respects they differ 
considerably and represent transitions from hysteria to psychosis. While in hvs- 
teria object cathexis is preserved, it is characteristic of these neuroses that the 
charge of libido is transferred from object representations to organ representations. 
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Of all the actual neuroses hypochondria is the most typical, though in fact it is 
seldom met with alone. In this condition, impulses that were originally directed 
outwards are turned from external objects to the individual’s own organs. On the 
one hand the symptom serves to express sadism turned against the self, and on the 
other, as a gratification of the need for punishment and of masochistic libidinal 
impulses. 

Anxiety neurosis occurs in those suffering from a chronic disturbance of their 
orgasm. There is anxiety or automatic symptomatic equivalents, without idea- 
tional content. These symptoms disappear with the cessation of the causal 
unhealthy sexual practice. 

The formula for the neurasthenic is—“ I do not wish to have sexual relations. 
I want to use my genital organs for pregenital purposes." Their pregenital nature 
is due to an arrest of development and not to regression. The characteristic 
sexual disturbance is the severe asthenic ejaculatio praecox, of which the psycho- 
logical contents are anal, urethral and sadistic impulses, and an identification with 
the mother and suckling. Frequently they are compulsive masturbators without 
gratification—an attempt to relieve pregenital tension by genital methods. 

In pathoneurosis a physical cause demands that a given organ or its represen- 
tation be furnished with large quantities of libido. There is consequent objective 
libido withdrawal. This neurosis forms the psychological sequelz of all organic 
illnesses. 

There is no return of the repressed as a neurotic symptom in the inhibited 
states, ł.e., repression is the sole factor which influences the behaviour of the 
individual. Just as any organ can be the seat of a conversion symptom, so any 
function can be the victim of an inhibition. Psycho-analysis usually reveals 
unconscious phantasies of destruction. In the traumatic neuroses the specific 
precipitating cause plays a predominant róle. Otherwise the illness differs little 
from conversion hysteria, being ultimately due to unresolved remnants of infantile 
conflicts. 


IV. Compulsion Neurosis (p. 582). 

Compulsion neurosis resembles hysteria in that it represents a futile attempt to 
solve a conflict between an unbridled or reanimated instinctive urge and the 
defences which the ego raises against it. The following are the main points of 
divergence: There is awareness of the many offensive instinctual impulses. 
Defence symptoms, expiatory and self-punitive, dominate over symptoms which 
bring gratification. The super-ego plays a more prominent róle with consequent 
‘internalization ". Asa result of this last mechanism the individual is afraid that 
some external object is threatened by a danger emanating from the patient himself. 
Other features are the important part played by anal sadistic impulses and the 
occurrence of biphasic symptoms. The former is responsible for specific character 
traces as a defence mechanism (orderliness, cleanliness, parsimony, exaggerated 
sense of kindness and justice). 


V. Pregenital Conversion Neurosis (vol. ti, p. 94). 

The pregenital conversion neuroses are fundamentally compulsion neuroses, 
with all the characteristic psychological content and mechanism ; the clinical 
symptomatology, however, is that of a conversion hysteria. Like the latter, the 
symptoms express a psychic conflict between infantile sexual wishes and defence 
reactions against these wishes. In contra-distinction to conversion hysteria these 
neuroses are founded on a more definitely narcissistic basis; the sexual wishes are 
pregenital in nature, t.e., anal sadistic or oral sadistic, and their aim is the incor- 
poration of the object. 

In the stutterer it is the antecedent erotization of speech that plavs the chief 
role in the formation of the neurosis. The stutterer both wishes and does not wish 
to speak ; he has something to conceal. Speech means something that his instinct 
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desires, but his ego rejects. Unconsciously it has a double meaning for him: on 
the one hand the utterance of obscene, especially anal words, and, on the other, an 
aggressive act, ultimately to kill. The pleasure in stuttering is the pleasure of 
playing with words, a continuation of playing with fzces; fundamentally speech 
is equated with defecation. The words are held back, as in infancy the fæces were 
held back, to produce an auto-erotic pleasure. When stuttering is most marked 
during argument or in the presence of a person in authority it is found that a hostile 
or aggressive tendency is being concealed. @Œdipus and castration complexes may 
also find expression in stuttering. In such cases the tongue may have a phallic 
significance and speech be equated with potency. Where stuttering is only evoked 
when speaking in public there is a strong unconscious exhibitionalistic drive, which 
became inhibited with the development of the symptom. There are two charac- 
teristic secondary gains from the neurosis ; superficially the stutterer arouses pitv, 
which may be utilized for many purposes ; more deeply he obtains real gratification 
for the aggression latent in the symptom. 

The psycho-analysis of asthmatic persons with the study of their oral and anal 
psychological structure, as well as a wealth of ethnological material dealing with 
the sexualization of breathing, brings ample proof that archaic anality and oralitv 
dominate the respiratory eroticism. In asthma there is especial sexualization of 
the respiratory function, with repression and breaking through of the sexual wishes. 
These are correlated with numerous oral and anal phantasies, regressive expressions 
of the CEdipus complex. There is an intimate relation between respiration and 
anxiety. In the asthmatic the manifest fear of suffocation is à distorted expression 
of castration anxiety. 

The term '' psychogenic tic" covers a variety of phenomena forming a con- 
tinuous series of links between hysteria and catatonia. The mental life of the 
ticqueur is dominated by well-defined anal traits and by a narcissistic make-up. 
In tic the anal components augment muscular eroticism a pre-requisite for this type 
of displacement. Tic usually proves, on analysis, to be a substitute for masturba- 
tion, which, having been repressed, is displaced from below upwards. Some tics, 
on the other hand, were at one stage compulsive movements used to express anal 
impulses, and have, in the process of time, become automatic. Still other tic-like 
movements are to be found in catatonic stereotypies. The prognosis of tics 
treated by psycho-analysis will depend upon the structure of the given case. 


Hysterical and compulsive forms will respond, while the catatonic case will prove 
refractory. 


VI. The Sexual Perversions (p. 260). 


In perversion, a highly complex developmental anomaly, the component 
instincts, instead of being subordinate to the primary of the genital, become 
organized under that of some other component instinct, hypertrophied at the expense 
of the rest. Discounting a minority of cases, in which sexual infantilism, :.e., an 
arrest of sexual development, is responsible for this, it is through regression that 
sexuality acquires its perverse (infantile) forms. If the ego approves of this dis- 
torted sexuality it breaks through and a perversion develops. Besides the repres- 
sions common to all, certain specific ‘‘ partial repressions '' are of crucial etiological 
importance and characteristic of the condition. The ego accepts and obtains 
gratification, not from the reawakened infantile sexuality zn toto, but only a definite 
part, the perverse component impulse. The new sexual aim is determined, on the 
one hand, by the presence of a strong pregenital fixation and, on the other, bv 
the suitability of this new sexual aim for expressly denying castration danger, the 
factor which inhibits oedipal gratification. For these individuals normal sexuality 
unconsciously means incest, and is experienced as entailing the danger of castration. 
Sexuality, then, is supplanted by a perversion, the form of which is determined 
by the level of pregenital fixation, and which has as one of its functions the main- 
tenance in repression of those excitations which appear dangerous. 

On the surface the clinical picture of homo-sexuality is determined solely by 
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the sex of the love partner, neither the CEdipus nor the castration complex being 
in evidence, though analysis proves that the suppression of both these constella- 
tions is of paramount importance etiologically. Two types of homosexuals are 
recognized: the narcissistic, who, identifying himself with the mother, behaves 
as he wished his mother to behave towards him ; hence this type will turn towards 
love objects that are most like himself. ; and the anal erotic, in whom the identifi- 
cation with the mother is extended on to the gratification itself ; in this latter type 
the father becomes the love object, and the individual strives to submit himself 
to the father or father-substitute genitally (anally). 

Pre-psycho-analytic literature described fetishism as arising by a kind of con- 
ditioned reflex following some sexual traumatic event in childhood, as a result of 
which there was displacement of sexual excitement on to some accidentally asso- 
ciated circumstance. FPsycho-analysis evaluates these traumatic experiences as 
if they were screen memories. In foot-fetishism the screen memory is made clear 
by the symbolic equation of foot with penis. The other fetish objects met clinically 
are all phallic symbols. Fetishism for female underwear, for example, is explained as 
an aversion for female nudity ; as long as it is worn it serves to conceal the absent 
organ. 

Other perversions are dealt with more shortly. Exhibitionalistic behaviour 
represents an eternal denial of castration. In the woman exhibitionalism as a 
perversion is non-existent. In the unconscious of voyeurs the same tendencies are 
found. Coprophilia is a regression to the pregenital and sadistic level of libido 
organization that serves as a defence against genital wishes. Regarding fellatio and 
cunnilingus, it is pointed out that preference for the oral zone as a thorough-going 
perversion to the exclusion of other sexual aims seldom occurs. However, the 
mouth may become a substitute for the genital, if genital activity is inhibited by 
castration fear. 

Sadism can be traced back to the destructive tendencies of the late oral stage, 
while masochism represents a secondary turning of sadistic impulses against the 
self. The formulation for both is as follows: All active sexuality has become so 
intimately connected with castration anxiety, that the sole remaining sexual aim 
is the wish to be castrated. STANLEY M. COLEMAN. 


Psvycho-analytic Aspects of Suicide. (Int. Journ. of Psycho-analysis, vol. xiv, p. 
376, July, 1933.) Menninger, K. A. 

The conception of self-destruction as a flight from reality, from ill-health, 
disgrace, poverty and the like lends itself to the drawing of parallels between 
suicide and other regressions, and is seductive because of its simplicity. Its 
essential fallacy is one of incompleteness; it lies in the implied assumption that the 
forces impelling the regression come wholly from without. From the standpoint 
of analytical psychology the ego is driven by more powerful forces than external 
reality. It is maintained that suicide is a gratification of self-destructive ten- 
dencies, which, upon analysis, appear to be composed of at least two elements: an 
aggressive element—the wish to kill—and a submissive element—the wish to be 
killed. In addition, it is postulated that a wish to die may be present to a variable 
degree, for which, however, no definite psychological evidence can be offered. 
The three components are derived respectively from the ego, the super-ego and the 
id. From the clinical material studied it is shown that the proportionate strength 


of these three components varies considerably in various instances. 
STANLEY M. COLEMAN. 


The Jewish Phylacteries and Other Jewish Ritual Observances. (Int. Journ. of Psycho- 
analysis, vol. xiv, p. 341, July, 1933.) Eder, M. D. 
Phantasies and dreams obtained from Jewish male patients exemplify the sexual 
svmbolic nature of certain Jewish ornaments and practices. The writer's investi- 
gations lead him to support the findings of other psycho-analysts, who see in these 
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ornaments the last remnant of the totem animal once worshipped by the Hebrews, 
and traces of an earlier cult. STANLEY M. COLEMAN. 


The Dynamics of Stammering. | (Psycho-analytié. Quarterly, vol. ii, p. 244, April, 
1933.)  Coriat, I. H. 


All stammerers are narcissistic infants; transference is weak both in develop- 
ment and retention ; therefore, like patients with other narcissistic organ neuroses, 
such as tics, they are extremely difficult to analyse. The writer finds evidence of 
regression to pregenital levels, oral, anal and sometimes urethral. The oral suck- 
ing stage is exhibited by the nursing movements of the lips in talking. Biting 
movements suggest an oral sadistic level of fixation and are explained as a punish- 
ment mechanism. When displacement of anal retention to the oral zone occurs 
there is dumbness, with compression of the lips and holding of the respiration, 
culminating in the final expulsion of the word. Analysis of the phantasies in such 
cases shows anal fixation. Many of the difficulties in breathing experienced by the 
stammerer when attempting to speak, particularly in the blowing out or retention 


of air, are unconscious equivalents for passing or retaining flatus. 
STANLEY M. COLEMAN. 


The Psycho-analytic Theory. of Play. (Psvcho-analvtic Quarterly, vol. i1, p. 208, 
April, 1933.) Walder, R. 

In play there is a temporary leave of absence from reality and from the super- 
ego, with phantasy formation about real objects. Though it is evident that the 
pleasure principle will account for many circumstances in children's play, it does 
not explain why unpleasant experiences so often constitute the material of games. 
It is particularly noticed that in play there is a transformation from passivity to 
activity towards some original situation. Play, it is suggested, may be a process 
like a repetition compulsion, by which excessive experiences are divided into small 
quantities, re-attempted and assimilated. ln other words, it is a method of con- 
stantly working over and, as it were, absorbing piecemeal an experience that was 
too large to be assimilated instantly at one swoop. STANLEY M. COLEMAN. 


Psycho-synthesis, or Evolution in the Light of Freudian Psychology. (Brit. Journ. 
Med. Psychol., vol. xiii, p. 119, Sept., 1933.) Fagg, C. C. 

Evolution and civilization are discussed. It is pointed out that the most 
important characteristic of living organisms is phvlogenetic mutability, and parallel 
with somatic compromises there are mental compromises. It is asked by the 
author which criteria of evolution will place man at the summit of the living scale, 
and enable us to recognize supermen. Bernard Shaw is quoted as being unable 
to give these criteria, but is emphatic that supermen will emerge. The interaction 
between organism and environment is an important element in the drama of 
evolution. It is suggested that it is possible to arrange all living organisms in 
three classes according to metabolism—anabolic, katabolic and normal. . Evolu- 
tionary advances are made from the normal. In mental pathology similar classes 
are seen; depression is anabolic, excitement is katabolic. In sex psychology 
anal erotism is anabolic, urethral erotism is katabolic. 

The author now digresses into a discussion of a deficiency in the psycho-analytic 
account of the pregenital development of libido, namely, the neglect of urethral 
erotic influences, and admits that this point deserves a separate paper. 

He then returns to the previous discussion, and states that the sexual classifi- 
cation of animals shows metabolic polaritv, females being anabolic and males 
katabolic. The opinion is expressed that sex determination is ultimately based on 
nutrition. The primary impulse of living organisms is striving for increased 
control over the environment. ‘There are three modes of reaction to external 
danger; two betray anxiety, running away—that is katabolic; covering with 
defence mechanisms—that is anabolic ; and thirdly, just taking one's chance. 
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The transition from Protozoa to Metazoa is briefly described. 

He states that aversion to incest is not natural and does not exist amongst 
animals. Close in-breeding has always been existent in royal families. Marriages 
based more fundamentally on the cedipus principle would give rise to offspring 
of superior evolutionary quality. The œdipus complex is not primary, but is a 
secondary psvchic formation. 

The author believes that the super-ego tends to become phylogenetically incor- 
porated in the id, and in this light he discusses the Mendelian theory. Tribute is 
paid to Freud's work on the unconscious mind, and it is suggested that inquiry 
should be made into the deeply-buried features of racial mind, which, according 
to Freud, lies outside the scope of psycho-analysis. 

The discussion reverts to metabolic polarity, and an allelomorphic pair of 
human types are described, namely, the ‘‘ Inspector ” and the '' Bohemian ” types. 
These are so vividly described that one can see them in one's social contacts. The 
outstanding personalities in science and art usually present a combination of the 
two types. Two corresponding classes of supermen are postulated—"'' superhomo 
neuroticus ” and “ superhomo psychoticus ". By a combination of the two classes 
there may result “ vir supremus ”’. F. H. HEALEY. 


Ihe Influence of the Cinema in the Aggravation of the Neuroses [A influéncia do 
cinema na agravacdo das neuroses]. (Rev. da Assoc. Paulista de Medicina, vol. 
tii, p. 37, July, 1933.) Marcondes, D. 


The author comments upon the case of one of his patients who suffered from 
anxiety hysteria. The patient had been relieved by psycho-analytic treatment, 
and then became suddenly. worse while attending the exhibition of a cinema film. 
Psycho-analysis had revealed the existence of unconscious desires of adultery and 
of the death of the patient’s husband ; the patient was thus able to comprehend 
the action of the film, which was based upon this theme. The unconscious desires 
being stimulated by the film, the pathogenic conflict was revived. The author 
compares this case with one described by F. Wittels, in which the facts were similar. 
Any attempt at psycho-therapy by attendance at dramatic or cinematographic 
performances must be made with caution, and requires a psychological compre- 
hension of the patient, and of the patient’s association with the spectacle which 
is to be viewed. M. HAMBLIN SMITH. 


Promethean Constellations. (Psychol. Clinic, vol. xxii, p. 1, March-May, 1933.) 
Starr, H. E. 


The adjective ‘‘ Promethean ” is derived from the legend of Hesiod, and does not 
draw upon recent mythological studies. The term “constellation '"' is preferred to 
that of ‘‘complex’’ as avoiding the pathological connotation of the latter. The 
expression ‘‘ Promethean constellation” is used as a name for innate drives in the 
direction of an ideal above the level of the social group of the individual, and con- 
sequently repressed by social taboo. It must be distinguished from the super-ego 
and from the ego-ideal. These drives are implicit in the psychonomic scheme of 
Witmer, but have been overlooked by the psycho-analysts and the individual 
psychologists. Jung has come closest to the recognition of these constellations. 
Some correspondences with mysticism are suggested, but it is pointed out that the 
Promethean constellations are not necessarily mystical in character. 

l M. HAMBLIN SMITH. 


Father Casteñada in the Light of Pathological Psychology (El Padre Casteñada a la luz 
de la Psicología Patológica}. (La Semana Meéd., vol. xl, p. 1381, Nov. 2nd, 

1933.) Loudet, O. 
An interesting account of a singular personality who lived during the years 


1776-1832, a stormy period in the history of South America. Commencing life 
as a Franciscan friar, he obtained renown as a pulpit orator. Later he left the 
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cloister and adopted a political and literary career. He was distinguished for 
boundless generosity. His writings were voluminous. Specimens of his verses 
are given, and show a marked tendency to the use of neologisms. His psychotic 
state was more than suspected by his contemporaries, but no power then existed 
by which he could be legally restrained. The author of the article considers that 
it provides a good illustration of the value of estimating the character of an historical 
personage in the light of modern psychiatric knowledge. M. HAMBLIN SMITH. 


On Pathological Lying. (Character and Personality, vol. ii, p. 48, Sept., 1933.) 
Wiersma, D. 


Delbrück first published cases of this syndrome, which is called ‘‘ pseudologia 
phantastica ” in French literature and ‘‘mythomania”’ in English literature. 

The author presents the histories of three male patients, one of whom he regards 
as typical, while the other two lack one of the characteristics of the condition. 

A psychological explanation of the syndrome is given, and the author discusses 
whether the primary anomaly is to be sought in intellectual defects, or in special 
peculiarities of temperament or character. It is demonstrated by an analysis of 
2,532 normals that there is a marked correlation between untruthfulness and the 
nervous temperament. Disagreement is expressed at the statements of Kahn, 
Dupré, etc., that pseudologia phantastica is only a form of hysteria. The author 
regards the syndrome as a partial infantilism of the character. 

F. H. HEALEY. 


Next Steps in Personality Measurement. (Character and Personality, vol. ii, p. 66, 
Sept., 1933.) Watson, G. 


The author remarks that there have been over a thousand studies concerned 
with personality measurement, yet he is thoroughly dissatisfied with the present 
line of development in these tests. He thinks that the easy acceptance of intelli- 
gence tests in the last twenty years in America is a hindrance to the task of finding 
the individual differences in intellect. He gives two reasons why specificity in 
character appears to be the usual outcome of American tests. Firstly, the situa- 
tions have not been psychologically controlled, and secondly the poor choice of 
unit to be tested. He deplores the tendency to collect data and work out theories 
therefrom, and states that profuse correlations are no substitute for insight. He 
resents the collection of detailed data, and suggests that thought should be directed 
to the points in which unity in the personality is to be expected, and then tests 
should be created to correspond to psvchological reality. The maintenance of 
his standard would throw out practically all the work that has been so far per- 
formed in the creation of personality tests by American psychologists. He would 
like to see a symptom questionnaire of a better type than the Woodworth- 
Thurstone- Bernreuter series. Another improvement would be an attempt to bridge 
the gap between character objective and character tests. One should choose 
units which fit the true patterns of human behaviour. He would encourage the 
creation of tests which help in diagnosis as well as in symptom description. He 
deplores the making of tests merely as a method of obtaining degrees in philosophv. 
The hope is expressed that we are at the beginning of an era of quality rather than 
quantity in personality and character measurement. F. H. HEALEY. 


The Study of Heredity as Applied to Psychic Properties. (Character and Personality, 
vol. it, p. 41, Sept., 1933.) Verschuer, O. V. 


This paper gives details of heredity study, accounting the mass of experience 
bearing on the influence of environment and dealing with two main methods, the 
study of twins and the study of families. It is demonstrated that dispositions 
towards normality, as well as to morbidity, are hereditary. References to the 
literature are given, and it is pointed out that Lange is the only worker to have 
written on psychopathic and criminal twins. F. H. HEALEY. 
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Identical Twins Reared Apart. (Character and Personality, vol. it, p. 22, Sept., 1933.) 
Saudek, R. 


An account is given of the study of a case of identical twins reared apart and 
studied by Prof. H. J. Muller, being the first pair to be described in literature. 
Prof. Newman has traced nine other pairs and has published details of six pairs. 
Differences of opinion have resulted between Newman and Muller. Only thirteen 
pairs of identical twins reared apart have so far been traced. 

Muller’s pair, Jessie and Bessie, showed a striking intellectual similarity, but 
a marked emotional dissimilarity. Emotional reactions were tested in various 
ways, including the Pressey X-—O test and the Downey will-temperament test. 

Saudek gives an account of the handwriting of the twins, specimens being given 
and analysed, and close correlation is found between the results from the hand- 
writing analysis and the results from the Downey test. The graphology study does 
not contribute to an intellectual assessment. F. H. HEALEY. 


Joy in Labour. (Character and Personality, vol. ii, p. 62, Sept., 1933.) Lipmann, O. 


Four kinds of behaviour are described : inactivity, play, and work of two kinds, 
heteronomous and autonomous. Lipmann quotes from his own writings and from 
those of Eliasberg. In normal people there is an urge to labour, to renounce the 
desires of the moment, for the sake of a predetermined end. Heteronomous 
work, t.e., work done for others, does not lead to so much joy as autonomous work, 
t.e., work done for oneself. The neurotic is said to play instead of work, or even 
play in his work. This is hyperkinetic indolence, whereas hypokinetic indolence 
is the laziness associated with fatigue. The author postulates that human beings 
possess a primary instinct to employ their energies in the service of some intelligent 
end. F. H. HEALEY. 


Configurational Tendencies in. Rorschach Responses. (Amer. Journ. Psychol., vol. 
xlv, p. 433, July, 1933.) Beck, S. J. 

The author administered the Rorschach test to thirty-nine individuals of very 
superior intelligence. Rorschach considers that the wholes amongst the reponses 
are a function of intelligence. It is necessary, however, to remember that some of 
the tests are much more frequently interpreted as wholes than others. The writer 
did not use the usual Rorschach technique of classifying the responses. These 
responses were studied with reference to the evidence of organization of details 
of the test figures into larger meaningful combinations. The principal types of 
organization found were (a) wholes, (b) distant details, (c) white spaces with solid 
material, (d) adjacent details, (e) analysis-synthesis. The analysis-synthesis process 
was found to have a sigma value reliably higher than all the other processes 
except the organization of distant details. Organization into wholes was found 
definitely to vary with change in the conditions as represented by the figures in the 
test series. G. W. T. H. FLEMING. 


The Rorschach Ink-blot Test: II. (Brit. Journ. Med. Psychol., vol. xiii, Oct., 1933.) 
Vernon, Phihp E. 


Section D: The author summarizes and tabulates the norms obtained by various 
investigators. He tested the reliability by the split-half method, and concluded 
that to possess any good validity a diagnosis must be based on not less than 3o 
Antw. The test must be modified so that the reliabilities of the chief categories 
of response achieve a level of at least 0-70-0°80. He found the interrelations of 
categories utterly irregular and statistically insignificant. 

Section E: The significance of Erlebnistypus, “ the way the individual experi- 
ences ", and the characteristics and distribution of the Erlebnistypen are discussed. 
Recent investigations comparing Erlebnistypus with other typological systems are 
reviewed. The writer has applied to two groups of male students a questionnaire 
test of Jung's introversion-extraversion, and obtained other measures of sociality, 
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on correlating which with (B-XFb) scores he found no regular agreement. With 
Yale students he repeated Halvorsen's graphological experiment, but he failed to 
find any relationship between introversives and an upright or back-sloping angle 
of script, and extratensives and a forward-sloping angle. The author concludes 
that the varied investigations discussed are obscured by an almost complete dis- 
regard for scientific standards. There seems to be a moderate relationship between 
colour-form dominance and cyclothyme-schizothyme temperament, and a more 
distant relationship with Jung’s extraversion-introversion, with Kretschmer's 
pyknic-asthenic constitutional types, with Jaensch's integrate-disintegrate eidetic 
types, and with Gross's primary-secondary function perseveration types. 

Section F: Children seem to give a smaller proportion of G responses, a lower 
F 945, and a higher T 9, than adults. Rorschach states that children are, in general, 
ambi-equal in Erlebnistypus, whereas the author finds them to be mainly coar- 
tative, with a slight inclination to extratension. There is no reliable evidence of 
sex differences. Similarities between the Rorschach responses of sisters may be 
due, not to heredity, but to the influence of similar upbringing. 

jouN D. W. PEARCE. 


Concerning School Psychologists. (Psychol. Clinic, vol. xxii, p. 41, March-Mav, 
I933.) Anderson, R. G. 

The appointment of school psychologists will be of little avail unless there 
is co-operation between the psychologist and the teacher. Teachers require 
adjustment no less than do their pupils. Teachers are most concerned over 
problems which represent transgression of their authority and infraction of 
school discipline. The more training in psychology a teacher has had, the 
more ready will he or she be to seek assistance from the school psychologist. 
The psychologist. must not be regarded as a “ feeder " for special classes. The 
introduction of group tests has caused much testing to fall into the hands of 
inadequately trained persons, who are limited to attaching a label (often erroneous) 
to a child ; the result has been to produce a limited conception of the contribution 
which the psychologist can make to school problems. It is an interpretation 
rather than a diagnosis which is wanted ; and the testing of intelligence, although 
essential, is not sufficient. Emotional and social factors are of the greatest moment. 

M. HAMBLIN SMITH. 


Sleep and Retention. (Psychol. Bulletin, vol. xxx, p. 415, June, 1933.) Van Ormer, 
E. B. 

The usual amount (about eight hours) of daily sleep favours retention of nonsense 
syllables. The advantage of sleep is not so great after four hours. Retention of 
nonsense syllables after 24 hours was better when the learning had occurred just 
before retiring. Retention of any verbal material is better after four or eight 
hours of sleep than after the same periods of waking. Assuming that a possible 
decrease in the learning efficiency 1s over-balanced by the better retention following 
sleep, the advantage of night study is evident. Forgetting is a function of the 
kinds and conditions of interpolated experience and of the nature and degree 
of the shift in stimulation, not of the period of disuse. In spite of cases of unusual 
recall of childhood acquisitions, there is no evidence for the extreme view that 
anything once learned is never forgotten. The unqualified statement that the rate 
of forgetting diminishes with time is hardly correct. The explanation that 
forgetting is produced by the physiological law of atrophy through disuse is far 
from complete. M. HAMBLIN SMITH. 


Special Disability in Spelling. (Journ. Neur. Inst. N.Y., vol. îi, p. 159, June, 
1931.) Orton, S. T. 
The author first states his view that many spelling disabilities arise from 
imperfect acquisition of unilateral dominance in the language function, and that 
spelling defects are rare apart from similar trouble with regard to reading. 
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The author considers that inability to correlate and recall visual, auditory 
and kinesthetic engrams is probably the cause of the failure to establish the fixed 
associations needed for correct spelling. Faulty spelling is often found in certain 
families in association with left-handedness, reading disability and speech disorders. 
This lends support to the theory noted above. Various specific types of spelling 
defect are analysed and discussed, and their origin explained. 

Tests for discovering certain types of spelling difficulties are given, also a short 
description of methods of restraining. J. L. Fautt. 


Psychological Weapons in Animal Fight. (Character and Personality, vol. ti, p. 3, 
Sept., 1933.) Hingston, R. W.G. 


This article gives an extremely interesting account of the meaning of animal 
colour and adornment, showing the possession of two distinct colour schemes 
by most living creatures. There is first the dull scheme, which harmonizes with 
surroundings, and is the cloak of concealment; and secondly, the bright scheme, 
colourful, awe-inspiring and often beautiful, used in attack and display of power. 
Thus is established a correlation between the physiological and psychological 
aspects of instinct. When an animal is alarmed, one of two reactions occurs ; 
fear, with concealment or flight; or anger, with attack; and an appropriate 
colour scheme is demonstrated for each reaction. It is pointed out that axillary 
hair occurs only in the human creature, and is explained as part of the attack- 
decorative scheme. So-called '' courtship " behaviour of animals is shown to be 
an erroneous conception, if thought to be analogous to human courtship. In 
animals courtship behaviour is really ‘erotic behaviour ", and is a hostile 
demonstration calculated to outdo rivals. F. H. HEALEY. 


Recent Research on Animal Behaviour. (Character and Personalitv, vol. iit, p. 74, 
Sept., 1933.) Zuckerman, S. 


This paper consists of two distinct parts. The first part is a résumé of the 
monograph of Wiesner and Sheard, Maternal Behaviour in the Rat. The view 
is taken that the gonadotropic factors of pregnancy urine, and of the anterior 
lobe of the pituitary, are identical, and the statement is made that in primates 
cestrin is secreted in large quantities during pregnancy. The retrieving response 
in the maternal rat was specially studied. 

The second part is a résumé of Bingham’s monograph, Gorillas in a Native 
Habitat. This investigator found that the gorilla is a frugivorous social animal, 
spending most of its time on the ground, and that this animal sleeps just where 
and how he likes, being little concerned about the so-called '' nest ” or “‘ hut ” 
buildings. He failed to solve various vexed questions, such as relating to the 
marital life of the gorilla, but the author showed that a naturalistic study of the 
gorilla can be carried out scientifically. F. H. HEALEY. 


The Problem of Relative and Absolute Transfer of Discrimination. (Journ. Comp. 
Psychol., vol. xvi, p. 199, Oct., 1933.) Gundlach, R. H., and Herington, G. B. 


The “ relative transfer of discrimination ”, reported by many observers, does 
not necessarily involve either the ''transposition of structures ", or any vague 
glimmerings of relational judgments and concepts. Until investigators use 
stimulus values selected in terms of the human or animal subject's threshold 
for discrimination, all theorizing as to the nature of the processes in these situations 
is idle. M. HAMBLIN SMITH. 


Colour Vision and Colour Preference in the Albino Rat. (Journ. Comp. Psychol., 
vol. xv, p. 373, June, 1933.) Walton, W. E. 

The white rat possesses some preference for greens and blues. It is not certain 

whether this is an acquired or a native preference, but it is significant that human 

subjects prefer the same colours. Coloured lights may be discriminated by white 
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on correlating which with (B-XFb) scores he found no regular agreement. With 
Yale students he repeated Halvorsen's graphological experiment, but he failed to 
find any relationship between introversives and an upright or back-sloping angle 
of script, and extratensives and a forward-sloping angle. The author concludes 
that the varied investigations discussed are obscured by an almost complete dis- 
regard for scientific standards. There seems to be a moderate relationship between 
colour-form dominance and cyclothyme-schizothyme temperament, and a more 
distant relationship with Jung's extraversion-introversion, with Kretschmer's 
pyknic-asthenic constitutional types, with Jaensch's integrate-disintegrate eidetic 
types, and with Gross's primary-secondary function perseveration types. 

Section F : Children seem to give a smaller proportion of G responses, a lower 
* 95, and a higher T % than adults. Rorschach states that children are, in general, 
ambi-equal in Erlebnistypus, whereas the author finds them to be mainly coar- 
tative, with a slight inclination to extratension. There is no reliable evidence of 
sex differences. Similarities between the Rorschach responses of sisters may be 
due, not to heredity, but to the influence of similar upbringing. 

joHN D. W. PEARCE. 


Concerning School Psychologists. (Psychol. Clinic, vol. xxii, p. 41, March-Mav, 
1933.) Anderson, R. G. 

The appointment of school psychologists will be of little avail unless there 
is co-operation between the psychologist and the teacher. "Teachers require 
adjustment no less than do their pupils. Teachers are most concerned over 
problems which represent transgression of their authority and infraction of 
school discipline. The more training in psychologv a teacher has had, the 
more ready will he or she be to seek assistance from the school psychologist. 
The psychologist: must not be regarded as a '' feeder " for special classes. The 
introduction of group tests has caused much testing to fall into the hands of 
inadequately trained persons, who are limited to attaching a label (often erroneous) 
to a child ; the result has been to produce a limited conception of the contribution 
which the psychologist can make to school problems. It is an interpretation 
rather than a diagnosis which 1s wanted ; and the testing of intelligence, although 
essential, is not sufficient. Emotional and social factors are of the greatest moment. 

M. HAMBLIN SMITH. 


Sleep and Retention. (Psychol. Bulletin, vol. xxx, p. 415, June, 1933.) Van Ormer, 
E. B. 

The usual amount (about eight hours) of daily sleep favours retention of nonsense 
syllables. The advantage of sleep is not so great after four hours. Retention of 
nonsense syllables after 24 hours was better when the learning had occurred just 
before retiring. Retention of any verbal material is better after four or eight 
hours of sleep than after the same periods of waking. Assuming that a possible 
decrease in the learning efficiency is over-balanced by the better retention following 
sleep, the advantage of night study is evident. Forgetting is a function of the 
kinds and conditions of interpolated experience and of the nature and degree 
of the shift in stimulation, not of the period of disuse. In spite of cases of unusual 
recall of childhood acquisitions, there is no evidence for the extreme view that 
anything once learned is never forgotten. The unqualified statement that the rate 
of forgetting diminishes with time is hardly correct. The explanation that 
forgetting is produced bv the physiological law of atrophv through disuse is far 
from complete. M. HAMBLIN SMITH. 


Special Disability in Spelling. (Journ. Neur. Inst. N.Y., vol. 1, p. 159, June, 
I931.) Orton, S. T. 
The author first states his vicw that many spelling disabilities arise from 
imperfect acquisition of unilateral dominance in the language function, and that 
spelling defects are rare apart from similar trouble with regard to reading. 
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The author considers that inability to correlate and recall visual, auditory 
and kinzsthetic engrams is probably the cause of the failure to establish the fixed 
associations needed for correct spelling. Faulty spelling is often found in certain 
families in association with left-handedness, reading disability and speech disorders. 
This lends support to the theory noted above. Various specific types of spelling 
defect are analysed and discussed, and their origin explained. 

Tests for discovering certain types of spelling difficulties are given, also a short 
description of methods of restraining. J. L. FAurr. 


Psychological Weapons in Animal Fight. (Character and Personality, vol. 11, p. 3, 
Sept., 1933.) Hingston, R. W.G. 


This article gives an extremely interesting account of the meaning of animal 
colour and adornment, showing the possession of two distinct colour schemes 
by most living creatures. There is first the dull scheme, which harmonizes with 
surroundings, and is the cloak of concealment ; and secondly, the bright scheme, 
colourful, awe-inspiring and often beautiful, used in attack and display of power. 
Thus is established a correlation between the physiological and psychological 
aspects of instinct. When an animal is alarmed, one of two reactions occurs ; 
fear, with concealment or flight; or anger, with attack; and an appropriate 
colour scheme is demonstrated for each reaction. It is pointed out that axillary 
hair occurs only in the human creature, and is explained as part of the attack- 
decorative scheme. So-called '' courtship " behaviour of animals is shown to be 
an erroneous conception, if thought to be analogous to human courtship. In 
animals courtship behaviour is really ‘‘ erotic behaviour’’, and is a hostile 
demonstration calculated to outdo rivals. F. H. HEALEY. 


Recent Research on Animal Behaviour. (Character and Personality, vol. 11, p. 74, 
Sept., 1933.) Zuckerman, S. 


This paper consists of two distinct parts. The first part is a résumé of the 
monograph of Wiesner and Sheard, Maternal Behaviour in the Rat. The view 
is taken that the gonadotropic factors of pregnancy urine, and of the anterior 
lobe of the pituitary, are identical, and the statement is made that in primates 
cestrin is secreted in large quantities during pregnancy. The retrieving response 
in the maternal rat was specially studied. 

The second part is a résumé of Bingham’s monograph, Gortllas in a Native 
Habitat. This investigator found that the gorilla is a frugivorous social animal, 
spending most of its time on the ground, and that this animal sleeps just where 
and how he likes, being little concerned about the so-called '' nest " or “ hut ” 
buildings. He failed to solve various vexed questions, such as relating to the 
marital life of the gorilla, but the author showed that a naturalistic study of the 
gorilla can be carried out scientifically. F. H. HEALEY. 


The Problem of Relative and Absolute Transfer of Discrimination. (Journ. Comp. 
Psychol., vol. xvi, p. 199, Oct., 1933.) Gundlach, R. H., and Herington, G. B. 


The “ relative transfer of discrimination ”, reported by many observers, does 
not necessarily involve either the “ transposition of structures ", or any vague 
gliimmerings of relational judgments and concepts. Until investigators use 
stimulus values selected in terms of the human or animal subject's threshold 
for discrimination, all theorizing as to the nature of the processes in these situations 
is idle. M. HAMBLIN SMITH. 


Colour Vision and Colour Preference in the Albino Rat. (Journ. Comp. Psychol., 
vol. xv, f. 373, June, 1933.) Walton, W. E. 

The white rat possesses some preference for greens and blues. It is not certain 

whether this is an acquired or a native preference, but it is significant that human 

subjects prefer the same colours. Coloured lights may be discriminated by white 
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rats when the colours are not too close together on the spectrum. If these 

conclusions are valid, we may be led to question the assumption that the cones 

are the organs of colour vision, providing it can be shown conclusively that the 

retina of the rat's eye is coneless. M. HAMBLIN SMITH. 

Whole and Part Methods in Trial and Error. Learning. (Journ. Comp. Psychol., 
vol. xv, p. 395, June, 1933.) Hanauwalt, E. M. 


Trained white rats were employed in the experiments, which were concerned 
with the learning of maze patterns. The part-connecting method proved less 
economical than the whole method. Practice in establishing connections between 
adjacent parts during learning contributed very little to final learning. The 
important factor in causing waste in learning was breaking up the unity of the total 
pattern. Individual differences among learners seemed to be a factor in learning 
efficiency, regardless of the method employed. M. HAMBLIN SMITH. 


The Behaviour of Albino Rats 1n Choosing Food. (Journ. Comp. Psvchol., vol. xv, 
f. 419, June, 1933.) Hausmann, M. F. 


Previous experiments have shown that the albino rat, when presented with 
a food-choice situation, regulates the intake of the various components so as to 
maintain the total caloric and the total liquid intake fairly constant. In the 
present investigation a calorically useless substance (saccharin) was substituted 
for a useful component (sugar). The animals were not deceived by the substitute ; 
after a period of adjustment they regulated their intake of food in accordance 
with their real tissue needs. The relative intensity of various specific food desires 
cannot be explained on a mechanistic basis. M. HAMBLIN SMITH. 


The Docile Nature of “ Hypotheses”. (Journ. Comp. Psychol., vol. xv, p. 429, 
June, 1933.) Krechevsky, I. 


The term ‘ hypothesis '’ is used to indicate the appearance of systematic 
modes of response during the pre-solution period in a case of discrimination learning. 
The experiments were conducted with albino rats. The results were those which 
would be expected if hypothesis behaviour were docile and purposive. If any 
behaviour act can be established to be docile and purposive, hypothesis behaviour 
is definitely so. M. HAMBLIN SMITH. 


Hereditary Nature of ‘ Hypotheses’. (Journ. Comp. Psychol., vol. xvi, p. 99, 
August, 1933.) Krechevsky, I. 


Thirteen “ bright " rats and 14 “ dull" rats, previously untrained, together 
with 20 “ average ” unselected rats, were run for 14 days in an unsolvable situation. 
The hypotheses attempted by the animals were observed. The modes of these 
hypotheses are partly a function of the heredity of the animal. The bright rats 
seemed to prefer spatial hypotheses, the dull rats preferred non-spatial (visual) 
hypotheses, and the control rats showed no preference. No general difference 
in brightness or dullness was found, and it is concluded that ‘‘ maze-brightness ”’ 
is a specific response ability. M. HAMBLIN SMITH. 


Psychobiological Studies of Social Behaviour in Aves. I: The Effect of Complete 
Gonadectomy on the Primary Sexual Activity of the Male Pigeon. II : The 
Effect of Complete and Incomplete Gonadectomy on Secondary Sexual Activity. 
(Journ. Comp. Psvchol., vol. xvi, pp. 25, 59, Aug., 1933.) Carpenter, C. R. 


The overt pattern of primary sexual activity was not essentially changed in 
form by partial or complete castration. Reduction by as much as 85°, of the 
normal amount of testicular tissue did not preclude normal sexual behaviour ; 
but further reduction may reduce the frequency of copulation. The reduction of 
the frequency of primary sexual activitv is a gradual change, and not a sudden 
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drop. Partial castration, beyond a critical range, delays the maturation of 
sexuality. 

There is a group of activity patterns which cluster around and intercorrelate 
with primary sexual activity ; these patterns have been termed ''secondary sex 
behaviour’’. Partial castration to some extent, and complete castration to a greater 
degree, tend to dissociate temporarily the concomitance of the two forms of activity. 
There is a compensatory aggressiveness of the females associated with some partial 
and all completely castrated males. It is suggested that the cyclic character 
of the reproductive activities of the male pigeon is largely determined by 
the changing behaviour of his female mate. 

Histologicallv, there is evidence that reorganization and growth may occur 
after partial abolition of the male primary sex-organ. M. HAMBLIN SMITH. 


The Responses of Horses to the Situation of a Closed Feed-box. (Journ. Comp. 
Psychol., vol. xv, p. 445, June, 1933.) Gardner, L. P. 


The problem which confronted the horses was to open a covered feed-box 
containing grain. Sixty-eight subjects of various ages and breeds were used. 
The rate of learning was very rapid; three or four trials perfected the opening 
technique. Retention of this learning lasted, in some cases, for six to twelve 
months. Younger horses were somewhat slower than older subjects. Sex difte- 
rences were not great. In first trials draft horses and farm horses opened the 
boxes more quickly than did military horses. M. HAMBLIN SMITH. 


Delayed Reactions in Primates in Horizontal and Vertical Planes. (Journ. Comp. 
Psychol., vol. xvi, p. 143, Aug., 1933.) Yudin, H. C., and Harlow, H. F. 


It is more than conceivable that differences in rate of acquisition of horizontal 
as opposed to vertical spatial orientation might influence mnemonic ability of these 
fields. If such tendency exists, it should be exaggerated in the monkey as compared 
with the child, for the monkey is a vertically-minded creature as contrasted with 
the horizontally-minded infant. Four monkeys were tested. No evidence was 
obtained to indicate that monkeys show superior ability in making delayed reactions 
to containers placed in vertical planes than to those in horizontal planes. l 

M. HAMBLIN SMITH. 


Social Behaviour of Primates. I: Social Facilities of Feeding in the Monkey and 
Its Relation to Attitudes of Ascendance and Submission. (Journ. Comp. 
Psychol., vol. xvi, p. 171, Oct., 1933.) Harlow, H. F., and Yudin, H. C. 


Social behaviour arises out of simpler individual functions, of which it is probable 
that the most important are the primary drives of sex, hunger, thirst, etc. These 
primary drives set up a condition of excited and emotional behaviour which is 
not specific to the particular tension, thus predisposing response to factors in 
the environment. Social factors, acting through imitation, tend to increase this 
non-specific behaviour; this condition is described as social facilitation. Such 
facilitation may be demonstrated experimentally in the monkey. The degree 
of facilitation depends upon many factors, of which active competition is probably 
the most important. Feeding behaviour leads to the formation of many important 
forms of social behaviour, such.as attitudes of ascendance-submission, and to 
emotional behaviour, which may be described, anthropomorphically, as greed, 
envy and fury. It is suggested that social facilitation of feeding responses may 
play an important part in the formation of more complicated social attitudes. 

M. HAMBLIN SMITH. 


Comparative Behaviour of Primates. VI: Food Preferences. (Journ. Comp. 
Psychol., vol. xvi, p. 187, Oct., 1933.) Maslow, A. H. 


Ten primates were tested for food preferences, as regards bananas, oranges, 
apples, carrots and bread. The preferences varied from day to day, in the same 
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animal; and they varied from animal to animal, even in the same species. The 
order of preference was, roughly, as set out above. But the preferential series 
for each animal showed a '' serial principle " ; that is, if food A is preferred to 
food B, which in turn is preferred to food C, then food C is never preferred to food A. 
M. HAMBLIN SMITH. 


A Preliminary Experiment on Abstraction in a Monkey. (Journ. Comp. Psychol, 
vol. xvi, p. 321, Oct., 1933.) Robinson, E. W. 


The term '' abstraction ’’ may be used to cover situations in which an individual 
learns to respond to some specific stimuli to the exclusion of others. An experi- 
mental situation was devised in which the subject could respond correctly onlv 
by observing the whole set-up, and choosing on the basis of the relation which 
the correct element bore to the whole. A Macacus monkey learned to respond 
by choosing the one box of three which was different to the others. The experiment 
is, at present, only preliminary. M. HAMBLIN SMITH. 


3. Psychiatry. 


Social and Moral Factors in Psychiatry. (Brit. Journ. Med. Psych., vol. xiii, 
Oct., 1933.) Davies, Arthur Ernest. 


The author suggests that some aspects of psychiatric practice would be 
considerably improved if it supplemented the structural method by the genetic 
method of the social and moral sciences. An inquiry is made into the nature 
of social facts and into the relations of the individual to society. From this it 
is concluded that a healthy social life for the community as for its constituent 
members involves relations of two types: the ‘‘personal’’, which are those 
relations which are determined by the organic structure of a society, and which 
are fundamental to its being and remaining what it is; and the “ individual ”’, 
which are those which are or appear to be in contravention of the conventional 
requirements embodied in social tradition. There is nothing in these relations 
themselves that justifies anvone subordinating the one to the other. 

The nature of moral facts is inquired into dialectically. The general objection 
of the artificiality of the moral problem is disposed of. The development of the 
conception of morals out of tradition is traced, morality being defined as that 
aspect of the actual which fulfils a human purpose. If morality is understood 
in the sense of sociality, the psychiatrist’s attempt to deal with the moral aspects 
of disease issues practically in the denial to his patient of the rights of a moral 
individual. Society is the medium in which tradition develops. Social organiza- 
tions of every kind have, for those who belong to them, an instrumental value, 
and are therefore moral institutions. Socialization is effected by imitation. 
Custom keeps in being the machinery of the moral life, but the moral purposes 
of particular communities require new modes of behaviour for their fuller 
expression. 

The psychiatric theory of mental life is examined to ascertain if it affords the 
basis of an adequate psychological explanation of social and moral facts. The in- 
tentional character of the affective-conative tendencies is emphasized. The 
cognitive factor in instinct is discussed, and it 1s premised that, excepting the 
reflexes, there are no purely anoetic experiences. Empathy is shown to be 
the outcome of gregariousness, and imitation the link between the latter and 
socialitv. Personality is not a datum, but an achievement; disturbances of 
personality involve the moral life. Altruism, sympathy and the moral ideal are 
briefly discussed. Sympathy is not the cause, but the universal accompaniment 
of moral behaviour. 
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Jung says that the object of analysis is the patient’s moral autonomy. In 
view of the preceding discussion, if it be deemed wise to attempt to achieve such 
a result—a proceeding fraught with danger—in the majority of patients, no good 
can come from the employment of honorific terms in psychiatry. Until the 
field of social pathology has been explored further by psychiatrists, to attempt 
to lead the mentally disturbed to take a moral position denied not only to, but 
by, the majority of the normal population would be to invite disaster. 

Joun D. W. PEARCE. 


The Vestibular Apparatus in Neurosis and Psychosis. (Journ. of Nerv. and Ment. 
Dis., vol. lxxvii, pp. 1 and 137, July and Aug., 1933.) Schilder, P. 


The author gives a very lengthy and complete survey of the vestibular apparatus. 
He points out that the symptoms which occur in organic lesions of the vestibular 
apparatus are : 

I. A vestibular influence on the visual field—darkening of the visual field, 
narrowing of the visual field and scintillation. "There is a difference between 
peripheral and central lesions. 

2. There is a multiplicity of apparent movements which are only partially 
dependent on the nvstactic movements of the eyes. 

3. The perception of direction can be changed by vestibular lesions, and trans- 
formations from one plane to another may take place. 

4. Micropsia, polvopia may occur. These changes can be unilateral in central 
lesions, and are homolateral to the side of the lesion. 

5. The haptic sphere is changed by vestibular lesions. 

6. Homolateral weakness, homolateral impairment of sensibility and changes 
in tone and in reaction movements. 

7. Under vestibular influence a part of the substance of the body may be 
dissociated from the rest of the body. 

8. Changes in the vegetative system and in consciousness. 

Optic images, tactile images, tactile and optic eidetic pictures can be influenced 
by vestibular irritation in a similar way as after-images. In hallucinations 
vestibular influences change the appearance and add movements to the picture. 
Multiplicity of hallucinations, macropsia, micropsia and dysmetamorphopsia 
indicate a vestibular influence on hallucinations. The author describes a case of 
barbital intoxication and a case of eclamptic psychosis. 

Dysfunction of the vestibular apparatus is very often the expression of two 
conflicting psychic tendencies. Dizziness may occur in almost any neurosis. 

G. W. T. H. FLEMING. 


The Investigation of a Specific Amnesia. (Brit. Journ. of Med. Psychol., vol. xiii, 
f. 143, Sepl., 1933.) Erickson, Milton H. 


In this paper a full account is given of the possible methods of investigating 
a specific amnesia without any accessory information. The following techniques 
were used: free association, hypnosis, automatic writing, crystal gazing and dream 
analysis. A hypothetical third level of consciousness was reached, and whilst in 
this state automatic writing was obtained, leading to the discovery of the forgotten 
material. This did not give the subject of the investigation full relief, until an 
underlying emotional conflict was dealt with. F. H. HEALEY. 


Mensuration in the Psychoses. (Amer. Journ. Psychiat., vol. xiii, p. 151, July, 
1933.) Cameron, D. E. 


Six cases of depression were investigated over a period of 56 days, being tested 
every second day. At the end of the first eight davs veronal was administered 
for 16 days, followed by a clear period of 8 days, and then 16 days, during which 
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thyroid was given. The tests at the level of mentation were three in number: 
the simple reaction time, the giving of as many nouns beginning with a stated 
letter as possible in one minute, and the sorting of parti-coloured cards. Indirect 
methods of measurement were also used, t.e., the recording of the weight, tempera- 
ture, blood-pressure, etc. The tests at the level of mentation gave the best 
correlations with the behaviour chart. The indirect tests gave less close correlation, 
the results being influenced by the drug. M. HAMBLIN SMITH. 


Intelligence Tests for General Paralytics [L’Examen du fonds mental des paralytiques 
généraux par la méthode des tests]. (Ann. Méd. Psych., vol. xiv (ii), p. 173, 
July, 1933.) Claude, M., et Masquin, P. 


The writers are convinced of the importance of gauging more accurately the 
degree of intellectual recuperation following malarial therapy. With this idea in 
mind they have elaborated a series of intelligence tests to be used in conjunction 
with the usual clinical examination of paralytics before and after treatment. 
These tests take about forty minutes to perform, are easily workable, and impersonal : 
it is stated that they are not rendered inaccurate by the educational culture or 
profession of the subject. The writers prefer to study successively the different. 
faculties rather than to speak of regression to such or such an age. 

STANLEY M. COLEMAN. 


Familial Presenile Dementia with Spastic Paralysis. (Journ. of Neur. and Psycho- 
pathol., vol. xiv, p. 27, July, 1933.)  Worster-Drought, C., Hill, T. R., and 
McMenemey, W. H. 


The author describes a case which resembled Pick's disease, but in which there 
was a definite and extensive family history. It also diftered from Pick’s disease 
in the early development of spasticity of the limbs and the degree of dysarthria. 
In the actual patient described there was muscular rigidity of an extrapyramidal 
type, and in the relatives the paralysis affected all four limbs. The case described 
also could be said to resemble Jakob's pseudo-sclerosis in the muscular rigidity, 
dysarthria and mental changes, but differed from this latter disorder in the absence 
of tremor and spontaneous movements. G. W. T. H. FLEMING. 


Regression in Manic-Depressive Reactions. (Psychiat. Quart., vol. vit, p. 386, July, 
1933.) Wetzel, A. E. 


The general goal of regression is towards a negation of life-death in the depressed, 
and towards a beginning of life anew in the manic. In many of these states there 
is a regression to a state of narcissism. The writer emphasizes that no patient 
should be regarded as hopeless because of the apparent profundity of the regression. 
The presence of marked preoccupation with somatic complaints and the free use 
of the mechanism of projection carry with them a guarded prognosis. Where 
suicidal attempts occur as the result of alleged persecutions the adjustment, if 
any, which takes place is usually an unstable one. In the age-periods 50-60 the 
apparent lack of incentive to get well seems more marked. In some cases the 
marital state appeared to be an obstacle which could not be satisfactorily dealt 
with. G. W. T. H. FLEMING. 


Precipitating Factors in Manic-Depressive Psychoses. (Psychiat. Quart., vol. vii, 
f. 411, July, 1933.) Travis, J. H. 

The author reviews a series of 70 cases, 53 female and 17 male. He found that 
the precipitating factor was closely related to marital maladjustment in some form 
in a great majority of the cases, and that in most there were ever present inflam- 
mable complexes in the unconscious waiting to be ignited by the proper precipitating 
factor. G. W. T. H. FLEMING. 
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Prognosis in Manic-Depressive Psychoses. (Psychiat. Quart., vol. vit, p. 419, July, 
1933.) Steen, R. R. 

The writer bases his conclusions on the case-records of 493 patients during a 
period of eight years. Of these, 81% were in the recovered group, and 19% were 
in the in-hospital group. He considers that an individual is most likely to recover 
from his manic-depressive attack if he had a normal personality previously, a 
clear heredity, no previous attacks, or a previous attack between his twentieth 
and thirtieth birthdays, and an abrupt onset of a typical manic or depressive 
reaction with no delusions or hallucinations. G. W. T. H. FLEMING. 


Order of Birth in Manic-Depressive Reactions. (Psychiat. Quart., vol. vit, p. 430, 
July, 1933.) Berman, H. H, 


Out of 100 cases of manic-depressive psychosis, 48 were found to be among 
the first born, 22 were among the last born. The reaction to the birth of a younger 
member in a family frequently appears to be a predisposing factor. Early childhood 
disorders should be treated as manic-depressive reactions in the hope of averting 
frank attacks of psychosis in later life. G. W. T. H. FLEMING. 


Manic-Depressive “ Exhaustion " Deaths. (Psychiat. Quart., vol. vii, p. 436, July, 
1933.) Derby, I. M. 


The author found that 4094 of the deaths of manic-depressive patients appeared 
clinically to be due to exhaustion from acute mental disease. On analysis, however, 
it appeared that many were really due to somatic disease. 40% of the deaths 
from exhaustion showed marked evidence of infectious and toxic causes for the 
clinical picture. The author pleads for a more extensive clinical and biochemical 
investigation of cases of ‘‘ exhaustion ”. G. W. T. H. FLEMING. 


Clinical Varieties in Schizoid Personalities. (Arch. of Neur. and Psychiat., vol. xxx, 
f. 538, Sept., 1933.) Kasamin, J., and Rosen, Z. A. 


The authors carried out an investigation using statistical methods to determine 
the relation of the type of pre-psychotic personality to the type of mental disorder. 
They defined the schizoid personality as possessing five characteristics—few friends, 
shyness, seclusiveness, close-mouthedness and extreme sensitivity. Out of 151 
cases with schizophrenia, 24, t.e., 16%, presented this combination of traits in their 
pre-psychotic life. Of 177 cases with other diagnoses, 9, t.e., 5%, presented these 
schizoid characteristics. The analysis of factors favouring recovery did not reveal 
any single especially significant condition in all cases. Of the 33 patients with 
schizoid personalities, the males were admitted to the hospital on the average 
ten years earlier than the females. The authors found that the most frequent 
factors associated with the schizoid personality are over-attachment to the family, 
maternal over-protection, paternal neglect, physical defects and anomalies present 
in practically all the cases, and unsatisfactory heterosexual adjustments. They 
conclude that a description of the schizoid personality by traits does not give 
a true picture of the personality or of its dynamic relation to the psychosis. 

G. W. T. H. FLEMING. 


The Acute Schizo-affective Psychoses. (Amer. Journ. Psychiat., vol. xiii, p. 97, 
July, 1933.) Kasanin, J. 

A group of nine cases is presented in which there is a blending of schizophrenic 
and affective symptoms. The patients were young people, in the twenties or 
thirties, in excellent physical health ; there was usually a history of a previous 
attack. The psychosis is marked by a very sudden onset in a setting of emotional 
turmoil, with a distortion of the outside world, and the presence of false sensory 
impressions. The psychosis lasts a few weeks to a few months, and is followed 
by a recovery. M. HAMBLIN SMITH. 
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Studies on Suicide. (Psycho-analytic Review, vol. xx, p. 241, July, 1933.) Lewis, 
N. D. C. 

This paper, a preliminary survey, reviews a large body of facts and observations 
concerning suicide. The article is prefaced by a few remarks on the attitude 
of ancient civilizations and of the primitive towards the impulse. Statistical 
observations show that suicide is rarer in primitive than in cultured races. 

A section is devoted to xtiological factors and to suicidal rates in different 
countries. Fluctuations are found to correspond with economic, political and 
religious conditions in national life. Especially is the rate increased in times of 
economic depression. The choice of method also varies according to nationality, 
profession and sex. Regarding the physical components in suicide, it is stated 
that their importance has been over-estimated. Statistics show that people 
rarely commit suicide on account of physical pain, consumption, or the crippling 
results of epidemic encephalitis. It has been observed that status thymo- 
lymphaticus is unusually. prevalent among suicides. The association between 
menstruation, ideas of being a contaminating influence and the suicidal impulse 
has been stressed by Chadwick. There is no evidence that suicide is hereditary. 
The occurrence of suicide in families and of suicidal epidemics is explained as being 
due to the mechanisms of identification and suggestion. 

Further sections deal with partial or fractional suicide, and with suicidal 
“ gestures ". Repeated massive swallowing of indigestible, dangerous objects 
is stated to occur in weak-minded, asocial, hyperaffective and impulsive individuals, 
and is regarded as an hysterical mechanism, the gain being the interest aroused. 

The personality type most prone is characterized by introversion, intellectual 
retardation and a feeling of inferiority. It is suggested that more attention should 
be paid to the potential suicidal tendency of the schizophrenic, who does not give as 
much warning as the depressed patient, and whose impulsiveness frequently results 
in a fatality. The early depressed paretic, who retains insight, should also be an 
object of special observation. 

The psycho-analytic school stresses the relation between suicide and homicide, 
both of which are considered to be due to the unconscious operation of the death 
instinct. In the one instance, the sadistic tendency of the instinct is directed 
inwards, manifesting itself consciously as a longing for oblivion or Nirvana ; while 
in the other it is directed outwards, showing itself in cruelty and destructive 
aggression. The suicidal act itself may have a symbolic value; namely, to poison 
oneself is to become pregant, to drown is to bear a child, and to jump from a height 
is to be delivered of a child. From the numerous successful attempts on record, 
from the prevalence of suicidal thoughts periodically appearing in many people 
who never take action, and from extensive psycho-analytical studies, the author 
is of opinion that this urge is universal. He concludes, however, that it onlv 
gains full expression in those who have a particular type of integration, in which 
the elements have a specific pathological orientation in the adaptive functions. 

STANLEY M. COLEMAN. 


Statistics of Poisoning | Estadísticas de intoxicaciones). (La Semana Méd., vol. xl 
p. 980, March 23, 1933.) Buzzo, A., and Carratald, R. E. 


> 


During the years 1926-32 the authors dealt with 3,381 cases of suicides and 
attempts at suicide by poisoning, 46°, being men and 54°g women. In 700 cases 
(20:70) the poison employed was bichloride of mercury, and in 1,740 cases (51:59) 
it was cyanide of potassium. During the same period there were 1,521 cases of 
the suicidal use of firearms, and 483 cases in which other weapons were used : 
there were also 52 cases of coal-gas poisoning. There also occurred 765 cases of 
accidental poisoning which came to the notice of the police, and 283 cases in which 
poison was criminally administered to another person. In view of these figures 
the authors urge that more instruction should be given to students on the symptoms, 
the differential diagnosis and the treatment of poisoning cases. 

M. HAMBLIN SMITH. 
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Psychic Impotence. (Psycho-analvtic Review, vol. xx, p. 274, July, 1933.) Karpman, 
B 


Disregarding the small number of cases with a physical basis, impotence is an 
hysterical conversion mechansim, of psychic causation, and, as a rule, improves 
rapidly following a rational psycho-therapy. Mechanical, medical and surgical 
treatments are ineffectual, and the first is dangerous. Lack of domestic harmony, 
an unappealing love-object or divided love may all bring about disturbance of 
potency. Fears of the consequences of masturbation or of sexual excess are frequent 
causal factors; such fears are totally unfounded. In other cases an incestuous 
attachment or homosexual leaning is found to be responsible. Ejaculatio praecox 
is usually conditioned on some strong emotion, such as fear and anxiety of an 
unconscious origin. Morning erections are due to erotic dreams, and not to the 


reflex actions of a distended bladder as is popularly supposed. 
STANLEY M. COLEMAN. 


Paraldehyde Addiction. (Brit. Journ. of Inebriety, vol. xxxi, 1933.) Carver, A. E. 


The rarity of paraldehydism is over-estimated ; the author has treated 18 cases 
during the past eight years. Paraldehydism never occurred as the sole addiction, 
but always a complication (usually late) of other addictions, especially of alco- 
holism. Those addicted to any drug invariably have an abnormal mental make-up. 
An interesting question is why (apart from ease of access) a patient becomes 
addicted to any particular drug. To render difficult of access any one drug 
merely brings another into popularity; restrictions may deviate the impulse, 
they do not cure it. But the medical profession should exercise greater care in 
introducing habit-forming drugs to patients. The term ‘‘drug’ist ” is suggested 


as a title for one who is immoderately addicted to the taking of any drug. 
M. HAMBLIN SMITH. 


The Significance of the Complaint Factor in Child Psvchiatry. (Amer. Journ. 
Psychiat., vol. xiii, p. 171, July, 1933.) Kanner, L. 

The complaint made by the person who brings the child is of great importance 
in making the approach to the case. (The child's own contribution to the complaint 
is also solicited, always in the absence of the parents.) The complaint lends itself 
as a centre for systematic grouping of the symptoms. Instead of subscribing 
to any fixed set of diagnostic vocabulary, we come to view diagnosis as a reformula- 
tion of the complaint. The complaint factor also serves as a valuable indication 
of therapeutic success. M. HAMBLIN SMITH. 


4. Neurology. 


Cataplexy. (Journ. of Neur. and Psychopathol., vol. xiv, p. 45, Julv, 1933.) Kinnier 
Wilson, S. A. 


The writer gives an account of what is probably the first described case of 
status cataplecticus lasting 14 minutes. The plantar reflex was abolished. He 
points out that there is some radiation of the original affective impulse from an 
emotional '' centre ” to a number of somatic and visceral '' centres ". The “ storm 
centre ” of the cataplectic seizure appears to be thalamic, with immediate spread 
to the cortex in part and to the hypothalamus and ventricular floors in part. The 
emotion which is so profound as to cause relaxation of the sphincters does not 
appear to characterize cataplexy. It seems that the mechanism once used by fear 
to produce motionlessness can also be activated by an emotion of opposite quality. 
The question of unexpectedness is important ; cortico-thalamic inhibition appears 
to have greater momentum than cortico-cortical, so that if the subject is prepared 


beforehand, the cataplectic attack may not materialize. 
G. W. T. H. FLEMING. 
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The Pathogenesis of Narcolepsy. (Journ. of Neur. and Psychopathol., vol. xiv, 
p. 1, July, 1933.) Levin, M. 

The author considers a knowledge of Pavlov’s work essential to an understanding 
of narcolepsy. The basis of the disorder lies in the undue inhibitability of one 
or more parts of the brain. When inhibition invades simultaneously the conscious- 
ness substrate and the motility substrate, the resulting sleep attack is indistin- 
guishable from ordinary sleep. When inhibition is confined to the substrate of 
consciousness, the patient is asleep in the ordinary sense of the word, but is restless 
or performs complex motor acts automatically. When inhibition is confined 
to the motility substrate the patient is conscious, but unable to move, as in 
cataplexy and sleep paralysis. 

Narcolepsy is really but a symptom of some underlying disease. 

G. W. T. H. FLEMING. 


Abortive Forms of Epidemic Poliomyelitis {Formas abortivas de poliomielitis 
epidémica]. (Arch. de Neurobiol., vol. xiti, p. 315, March-April, 1933.) 
Lorente, R. A. 


At least two forms of abortive or larval poliomyelitis occur. We may have 
forms without paralysis, characterized by angina, pyrexia, diarrhoea, rigidity 
of the neck, vomiting, vertigo and tachycardia, lasting for three or four days and 
clearing up rapidly. We may also have cases which are marked by a transient 
facial paralysis. Examples of both these varieties may be met with during an 
epidemic, and their nature is confirmed by examination of the cerebro-spinal 
fluid. It is of importance to recognize these cases, as they may assist in the propaga- 
tion of the infection. The interesting question arises whether they are not cases 
in which some form of immunization is in operation. M. HAMBLIN SMITH. 


The Importance of Early Diagnosis in Cerebral Syphilis. (Amer. Journ. Psychiat., 
vol. xiii, p. 183, July, 1933.) Baugh, F. H.C. 


It is probable that many unexplained transport tragedies may be the result 
of cerebral syphilis existing in the driver concerned. Adequate periodical examina- 
tions should be made on all drivers over thirty-five years of age who are engaged in 
railway and other forms ot transport. 

The article also contains remarks upon the eminent men who may be suspected 
of having been the victims of cerebral syphilis, and an account of the successful 
campaign against syphilis which has been carried on in the province of Quebec. 

M. HAMBLIN SMITH. 


5. Treatment. 


New Ways in Psycho-analytic Technique. (Int. Journ. of Psycho-Analysis, vol. xtv, 
p. 321, July, 1933.) Reih, T. 


The specific feature of the psycho-analytic technique is the production of a form 


of shock which can be defined as '' surprise ". ‘‘ Surprise is the expression of our 
struggle against any call upon us to acknowledge something long known to us 
which has become unconscious." If a faulty construction or erroneous interpreta- 
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tion is offered, a psychic effect may be produced, but there is no '' surprise ” as 
used in this special sense of the term, t.e., a reaction to the confirmation of an 
unconscious expectation. Analysis is essentially a series of these confirmations 
of unconscious expectations, and the analyst as well as the analysand should be 
equally prepared for ‘‘ surprises’’. The former are warned against setting out 
to explore unconscious psychic processes with pre-conceived ideas derived from 
conscious theoretical knowledge. It is this consciously directed attack upon 
the patient's complexes that is the weakness of the active analytic technique. 
STANLEY M. COLEMAN. 
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The Treatment of Narcissistic Neuroses and Psychoses. (Psycho-analytic Review, 
vol. xx, p. 305, July, 1933.) Clark, L. P. 


The writer, in contradiction to Walder, maintains that by analysis it is possible 
to deal with the objects of narcissism, and to bring the narcissistic fixation into 
closer touch with the real world. An outline of the modifications of the analytic 
technique is given, illustrated by observations on the treatment of a case of 
catatonic dementia pracox. Stress is laid upon the more than ordinarily passive 
attitude of the analyst, as far as directions and interpretations are concerned, 
especially in the early stages of the treatment. On the other hand, it is pointed 
out that he should be more than ordinarily active as far as libido-giving is concerned. 
Once the patient has been impelled to project libido towards the analyst, the 
technique proceeds along the lines of a transference analysis. 

STANLEY M. COLEMAN. 


Intensive Psychotherapy in a Hospital Clinic. (Amer. Journ. Psychiat., vol. xiii, 
p. 34, July, 1933.) Smith, L. H. 


Describes the work done at the Pennsylvania Hospital. The chnic operates 
on an appointment system. A full hour is given for each appointment. The 
treatment is sometimes free, and sometimes paid for on a rate which varies with 
the patient’s financial status. About one-fourth of the patients are referred 
by physicians, and 45°% of the patients come without any reference. The great 
majority are psycho-neurotics, but a few pre-psychotics are met with. Many of 
the patients can be dealt with in a single interview, either because they are unsuitable 
for treatment at the clinic, or because their trouble is of a very minor character. 
As regards the others, re-education has been found of great value in many cases. 
Orthodox psycho-analysis is employed by some of the staff, and what is termed 
‘* modified psycho-analysis ” is used in other cases. The use of the latter method 
is not without danger. The real problem is as to which patients should be accepted 
for treatment. M. HAMBLIN SMITH. 


Psychotherapy in Private Practice. (Amer. Journ. Psychiat., vol. xiii, p. 77, July, 
1933.) Thom, D. A. 


Evidence is still lacking that any one method of psychotherapy furnishes 
the only road to success. The private practitioner may employ the method which 
appears best to meet the case of the individual patient. If treatment appears 
to be called for which we are not adequately prepared to give, we must not allow 
personal pride or professional prejudice to hinder us from referring the patient 
to one competent to carry out the necessary treatment. This rule applies in 
psychotherapy just as it does in surgery. We must not suppose that our patients’ 
conflicts are always deeply buried. There is a danger of dragging our line along 
the bottom while the fish are swimming near the surface. 

M. HAMBLIN SMITH. 


Some Experiments in Reinforcing Mental Analysis in Cases of Psychosis. (Brit. 
Journ. Med. Psych., vol. xiii, p. 151, Sept., 1933.) Allen, Clifford. 


It is noted how inaccessible are the hallucinations and delusions of psychotics, 
and Freud's statement is quoted that psychotics are uninfluenced by analysis 
because they cannot form any transference. The psychotic has no free libido 
to form a bond with the analyst. Auto-suggestion should be valuable, but has 
proved disappointing in the past. The author's experiments are taken by him 
to show that suggestions have been wrongly applied, and have been directed to 
increase repression on some powerful complex. This paper shows how suggestions 
can be applied to influence complexes with safety and certainty. Four male 
psychotics are described, and the effects of reinforcement of complexes, as seen 
by the author, are detailed. It is claimed that auto-suggestion releases the 
repressions in psychotics. Although analysis should be the method of choice, 


ISO EPITOME. [ Jan., 


The Pathogenesis of Narcolepsy. (Journ. of Neur. and Psychopathol., vol. xiv, 
f. 1, July, 1933.) Levin, M. 

The author considers a knowledge of Pavlov's work essential to an understanding 
of narcolepsy. The basis of the disorder lies in the undue inhibitability of one 
or more parts of the brain. When inhibition invades simultaneously the conscious- 
ness substrate and the motility substrate, the resulting sleep attack is indistin- 
guishable from ordinary sleep. When inhibition is confined to the substrate of 
consciousness, the patient is asleep in the ordinary sense of the word, but is restless 
or performs complex motor acts automatically. When inhibition is confined 
to the motility substrate the patient is conscious, but unable to move, as in 
cataplexy and sleep paralysis. 

Narcolepsy is really but a symptom of some underlying disease. 

G. W. T. H. FLEMING. 


Abortive Forms of Epidemic Poliomyelitis [Formas abortivas de poliomielitis 
epidémica]. (Arch. de Neurobiol., vol. xiti, p. 315, March-April, 1933.) 
Lorente, R. A. 


At least two forms of abortive or larval poliomyelitis occur. We may have 
forms without paralysis, characterized by angina, pyrexia, diarrhoea, rigidity 
of the neck, vomiting, vertigo and tachycardia, lasting for three or four davs and 
clearing up rapidly. We may also have cases which are marked bv a transient 
facial paralysis. Examples of both these varieties may be met with during an 
epidemic, and their nature is confirmed by examination of the cerebro-spinal 
fluid. Itis of importance to recognize these cases, as they may assist in the propaga- 
tion of the infection. The interesting question arises whether they are not cases 
in which some form of immunization is 1n operation. M. HAMBLIN SMITH. 


The Importance of Early Diagnosis in Cerebral Syphilis. (Amer. Journ. Psychiat., 
vol. xiii, p. 183, July, 1933.) Baugh, F. H.C. 


It is probable that many unexplained transport tragedies may be the result 
of cerebral syphilis existing in the driver concerned. Adequate periodical examina- 
tions should be made on all drivers over thirty-five years of age who are engaged in 
railway and other forms of transport. 

The article also contains remarks upon the eminent men who miay be suspected 
of having been the victims of cerebral syphilis, and an account of the successful 
campaign against syphilis which has been carried on in the province of Quebec. 

M. HAMBLIN SMITH. 


5. Treatment. 


New Ways in Psycho-analytic Technique. (Int. Journ. of Psycho-Analysis, vol. xiv, 
f. 321, July, 1933.) Reik, T. 
The specific feature of the psycho-analytic technique is the production of a form 


of shock which can be defined as “ surprise ". ‘‘ Surprise is the expression of our 
struggle against any call upon us to acknowledge something long known to us 
which has become unconscious." If a faulty construction or erroneous interpreta- 


, 


tion is offered, a psychic ettect may be produced, but there is no '' surprise ” as 
used in this special sense of the term, t.e., a reaction to the confirmation of an 
unconscious expectation. Analysis is essentially a series of these confirmations 
of unconscious expectations, and the analyst as well as the analysand should be 
equally prepared for ‘‘ surprises’’. The former are warned against setting out 
to explore unconscious psychic processes with pre-conceived ideas derived from 
conscious theoretical knowledge. It is this consciously directed attack upon 
the patient's complexes that is the weakness of the active analytic technique. 


STANLEY M. COLEMAN. 
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The Treatment of Narcissistic Neuroses and Psychoses. (Psycho-analytic Review, 
vol. xx, p. 305, July, 1933.) Clark, L. P. 


The writer, in contradiction to Walder, maintains that by analysis it is possible 
to deal with the objects of narcissism, and to bring the narcissistic fixation into 
closer touch with the real world. An outline of the modifications of the analytic 
technique is given, illustrated by observations on the treatment of a case of 
catatonic dementia pracox. Stress is laid upon the more than ordinarily passive 
attitude of the analyst, as far as directions and interpretations are concerned, 
especially in the early stages of the treatment. On the other hand, it is pointed 
out that he should be more than ordinarily active as far as libido-giving is concerned. 
Once the patient has been impelled to project libido towards the analyst, the 


technique proceeds along the lines of a transference analysis. 
STANLEY M. COLEMAN. 


Intensive Psychotherapy in a Hospital Clinic. (Amer. Journ. Psychiat., vol. xiii, 
P. 34, July, 1933.) Smith, L. H. 

Describes the work done at the Pennsylvania Hospital. The clinic operates 
on an appointment system. A full hour is given for each appointment. The 
treatment is sometimes free, and sometimes paid for on a rate which varies with 
the patient’s financial status. About one-fourth of the patients are referred 
by physicians, and 45°% of the patients come without any reference. The great 
majority are psycho-neurotics, but a few pre-psychotics are met with. Many of 
the patients can be dealt with in a single interview, either because they are unsuitable 
for treatment at the clinic, or because their trouble is of a very minor character. 
As regards the others, re-education has been found of great value in many cases. 
Orthodox psycho-analysis is employed by some of the staff, and what is termed 
" modified psycho-analvsis ” is used in other cases. The use of the latter method 
is not without danger. The real problem is as to which patients should be accepted 
for treatment. M. HAMBLIN SMITH. 


Psychotherapy in Private Practice. (Amer. Journ. Psychiat., vol. xiii, p. 77, July, 
1933.) Thom, D. A. 


Evidence is still lacking that any one method of psychotherapy furnishes 
the only road to success. The private practitioner may employ the method which 
appears best to meet the case of the individual patient. If treatment appears 
to be called for which we are not adequately prepared to give, we must not allow 
personal pride or professional prejudice to hinder us from referring the patient 
to one competent to carry out the necessary treatment. This rule applies in 
psychotherapy just as it does in surgery. We must not suppose that our patients’ 
conflicts are always deeply buried. There is a danger of dragging our line along 


the bottom while the fish are swimming near the suríace. 
M. HAMBLIN SMITH. 


Some Experiments in Reinforcing Mental Analvsis in Cases of Psychosis. | (Brit. 
Journ. Med. Psych., vol. xiii, p. 151, Sept., 1933.) Allen, Clifford. 


It is noted how inaccessible are the hallucinations and delusions of psychotics, 
and Freud's statement is quoted that psychotics are uninfluenced by analysis 
because they cannot form any transference. The psychotic has no free libido 
to form a bond with the analyst. Auto-suggestion should be valuable, but has 
proved disappointing in the past. The author's experiments are taken by him 
to show that suggestions have been wrongly applied, and have been directed to 
increase repression on some powerful complex. This paper shows how suggestions 
can be applied to influence complexes with safety and certainty. Four male 
psychotics are described, and the effects of reinforcement of complexes, as seen 
by the author, are detailed. It is claimed that auto-suggestion releases the 
repressions in psychotics. Although analysis should be the method of choice, 


152 EPITOME. [Jan., 


it is pointed out that the type of clinical material in mental hospitals rarely lends 
itself to this method. The discoveries of mental analysis are reinforced. To 
reinforce either a major conflict or an identification directly is, in both cases, 
dangerous. The results obtained in these four cases, according to the author, 
bear out Freud's assertion as to the homosexual element in paranoid diseases. 

F. H. HEALEY. 


Ihe Professional Selection of Psychiatric Nurses and the Apportionment of their 
Work [Seleccion profesional de enfermeros psiquiátricos y distribución de 
trabajo). (Arch. de Neurobiol., vol. xiti, p. 343, March-April, 1933.) Lafora, 
G. R. 


A reform of the national psychiatric service is being undertaken with great 
vigour in Spain. An improvement of the standard of mental hospital nursing 
is an essential part of this. Much time and trouble will be saved by a careful 
preliminary selection of candidates. The method of selection is described. A 
somewhat elaborate scheme of tests is employed, which includes physiological 
investigations, and intelligence, performance, moral and ethical tests. Most 
importance is placed upon the results given by the performance tests and the 
tests of moral conduct. The week’s work is calculated at 70 hours. Each nurse 
has one free day each week, and those on night duty have one day's rest in each 
four. M. HAMBLIN SMITH. 


Practical Modes of Treatment in Handling Mental Hygiene Problems in a University. 
(Amer. Journ. Psychiat., vol. xiti, p. 57, July, 1933.) Smith, S. K. 


Describes the work done at the University of California. The cases come 
after an initial medical examination and routine laboratory investigation. More 
students come in their first and second years than in the later two years. Social 
and sexual maladjustments and the psycho-neuroses form the majority of the cases. 
Treatment consists of attention to physical health, adjustment to the social demands 
of a university group, and analytical procedure when such is indicated. Greater 
improvement occurs in sexual than in social maladjustments, and the least 
improvement is found in the psycho-neuroses. Many mental inferiors are discovered, 
who have no intellectual capacity to acquire a university degree. 

M. HAMBLIN SMITH. 


Therapy for Children. | (Occupat. Ther. and Rehabil., vol. xii, Oct., 1933.) MacKay, 
Ruth. 


To the child, life is real, life is earnest, and play is not its goal—such is the 
author's thesis. A healthy reaction on body and spirit is claimed for the sick child 
in hospital, who becomes a member of a group making a useful article. Interest is 
sustained by keeping the ultimate nature of the project a secret. Detailed instruc- 
tions for the manufacture of a merry-go-round are supplied, and its advantages as 
a completed project enumerated. Many benefits accrue from such supervised 
occupation. JOHN D. W. PEARCE. 


Possibilities of Occupational Therapy in a Child Guidance Clinic. (Occupat. Ther. 
and Rehabil., vol. xii, Oct., 1933.) Cooper, Olive A. 


The author states that in an informal occupational therapy unit recently 
established at the North Reading State Sanatorium for tuberculous children, 
results have exceeded the initial expectation. The chosen activity inspired, in 
the child excluded from the normal pursuits of his years, a feeling of usefulness 
and self-forgetfulness, and tended to remove his attention from his physical 
condition, and so to oftset the feeling of inferiority engendered thereby. She 
suggests that an occupational therapy programme can be organized in a child 
guidance clinic, both as an aid to the psychiatrist in child study and as an adjunct 
to psychotherapy. The need is stressed for diversifying and individualizing 
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the treatment in order that, on the one hand, independence be fostered, and on the 
other, social co-operation encouraged. Joun D. W. PEARCE. 


The Place of Occupational Therapy in the Management of the Functional Psychoses. 
(Occupat. Ther. and Rehabil., vol. xii, p. 227, Aug., 1933.) Noble, T. Douglas. 


It is pointed out how mental illness arises from psychic traumata, and how 
in treatment effort is made to modify the patient's attitude to these mishaps. 
The functions and relationships between the psychiatrist and occupational therapist 
are discussed. Notes of three cases are given showing how patients' difficulties 
have been analysed psychologically, and at the same time how occupational 
therapy in the form of work and play has expanded the interest of previously 
shut-in patients. To an English psychiatrist the American methods seem charac- 
teristically rapid, one patient being actively occupied in therapeutic work within 
four weeks of admission. F. H. HEALEY. 


The Treatment of Severe Chorea by Sulphate of Magnesium [Tratamiento de la corea 
grave por el sulfato de magnesio]. (Arch. de Neurobiol., vol. xiii, p. 307, 
March-April, 1933.) Albo, W. L. 

The salts of magnesium occupy an intermediate position between substances 
which act by paralysing the centres and the strictly narcotic drugs. The likeness 
to chloroform is well known. The author has employed sulphate of magnesium 
in the treatment of chorea for some fifteen years with good results. He considers 
that the drug should be given subcutaneously in every case of chorea of any 
gravity, reserving the endolumbar mode of administration for cases which do 
not yield quickly to treatment by the hypodermic route. It is absolutely necessary 
to use pure crystallized sulphate of magnesium. M. HAMBLIN SMITH. 


-Malarial Therapy in Non-svphilitic Psychoses (Malariaterapia delle psicosi non 
luetiche . (Arch. gen. di Neurol., Psichiat. e Psicoanal., vol. xiii, p. 121, 
July, 1932.) Levi-Bianchini, M., and Nardi, J. 

The writers report results on 476 cases of non-syphilitic psychoses of varying 
types. They compare the fever in the two groups of syphilitic and non-syphilitic 
psychoses, and find that there is a great similarity. Malarial therapy gave good 
results in about 25% of schizophrenics and in about 44% of manic-depressives. 
In the group consisting of acute and chronic post-infective, arteriosclerotic and 
endogenous psychoses they obtained about 10°, good results. The treatment 
failed completely in epilepsy, in post-encephalitic bradvphrenia and oligophrenia. 
‘The authors consider that malarial treatment is indicated in all psychoses associated 
with general psychomotor excitement. G. W. T. H. FLEMING. 


AA utohemotherapy in Chronic Mental Diseases IL'autoemoterapia nelle forme croniche 

di malattie mentale). (Il Cervello, vol. xit, p. 263, July, 1933.) di Mauro, S. 

The author treated six cases, three of dementia pracox, one schizophrenic, 

-one epileptic and one melancholic. In some cases there was a transitory improve- 
ment, but the results were generallv poor. G. W. T. H. FLEMING. 


-Ovarian Therapy in Vasomotor and Nervous Disturbances of the Menopause. (Irish 
Journ. Med. Sci., sixth series, p. 478, Aug., 1933.) Fisher, M. 

A discussion on the causation of the symptoms of the menopause, with special 
reference to the endocrinological basis. The author has treated 25 cases with 
a proprietary ovarian extract. Benefit is claimed in all the cases. Notes of 10 
of the cases are given. The relationship between the oral and the parenteral 
«lose of ovarian hormones is discussed. F. H. HEALEY. 


154 EPITOME. |Jan.. 


Hypnotics and Pre-anesthetic Sedatives. (Irish Journ. Med. Sci., sixth series, 
No. 91, p. 304, July, 1933.) Parsons, A. R. 

Opium and its alkaloids are briefly described under the heading of ‘‘ natural 
hypnotics’’, while the synthetic hypnotics are described at great length. It is 
pointed out that the latter were non-existent before the middle of last century, 
and are now innumerable. An interesting account is given of the chemical 
structure and uses of chloral hydrate, paraldehyde, sulphonal, trional and tetronal. 
The important group of barbiturates is fully described, and a recent member, 
" prominal ", as the best anti-epileptic drug is brought to notice. In describing 
‘dial’, the author states that he has seen no unpleasant results with this drug, 
yet cases of acute ataxia after a single dose of dial have been seen by psvchiatrists. 

The pre-operative sedatives, soneryl, pernocton, amytal and nembutal, are 
well described. Examples are given of the use of nembutal. It is noted that the 
barbiturates require a degree of alkalinity higher than that of the blood to keep 
them in solution, and thus they may be precipitated in a colloidal form and act 
as a foreign body in the blood-stream. . F. H. HEALEY. 


The Hypnotic Action of Ketones Containing Different Tvpes of Aromatic Nuclei. 
(Rec. Trav. Chim., vol. lii, p. 395, 1933.) Gilman, H., Roive, L. W., and Dickey, 
J. B. 

The paper deals with the hypnotic properties of ketones containing the different 
aromatic nuclei, and it is shown that the phenol and pyrryl nuclei inhibit hypnotic 
action. The peculiar action of both these nuclei is ascribed to the super-aromatic 
properties of furan and thiophene. Lethal doses were determined in mice by 
intraperitoneal injections of olive-oil solutions. The ketones used were 2-furvl- 
2-pyrryl-ketone and 2-furyl-2-thienyl-ketone. 

C. F. Van Duin (Chem. Abstr.). 


The Storing of an Antisvphilitic Drug (Tellurium) in Cerebral Matter. (Natur- 

wissenschaften, vol. xxi, b. 416, 1933.) Jahnel, F., Page, T. H., and Müller. 

The authors treated rabbits with injections of oily suspensions of tellurium, 

resulting in a blue-grey discoloration of the grey substance of the brain ; the white 

matter and the cerebro-spinal fluid were tellurium-free. The discoloration is due 

to storing of tellurium in the grey matter up to as much as I mgrm. per 2:3 grm. 
of fresh substance. B. J. C. VAN DER HOEVEN (Chem. Abstr ). 


6. Pathology and Biochemistry. 


Infection of the Nasal Sinuses and Tonsils in the Psychoses. (Lancet, p. 853, Oct. 14, 
1033.) McCowan, P. K. 

During the vears 1930-32 the 807 consecutive admissions to Cardiff City Mental 
Hospital were examined speciallv as to the conditions of the sinuses in every case 
which gave any indication of sinus trouble, and in all cases where the mental state 
suggested a possible toxic causal factor. Definite evidence of sinusitis was found 
in 24 patients. The clearing-up of the sinusitis resulted in improvement in 50°, 
of these patients, including all the (6) toxic-exhaustives. In 25 cases the tonsils 
'were found to be hvpertrophied, crvptic or septic, and tonsillectomy was performed. 
In 15 of these cases the physical health improved after operation, accompanied 
by an improvement in the mental state in 9 (including 5 with sinusitis). It is held 
that infection of the nasal sinuses and tonsils is an important causal factor in a 
small minority of psychotics. Especial emphasis should be laid upon the impor- 
tance of these conditions in the toxic-exhaustive psychoses, since here they seem 
to be comparatively common and frequently causal. At Birmingham sinusitis 
has been found in over 80°, of the patients. The cause of this great discrepancy 
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between the findings at Cardiff and Birmingham must lie in a difference in what 
is regarded as sinusitis. At Cardiff it is felt to be unjustified to diagnose sinusitis 
merely on the ability to culture a few organisms from sinus washings ; it is probable 
that healthy controls would show very similar results. Further, it must not be 
assumed that such infections are necessarily a contributory factor in any psychosis 
which is present. The investigation must be carried out in a highly critical manner. 
M. HAMBLIN SMITH. 


Cerebral Localization of Epileptic Manifestations. (Arch. of Neur. and Psychiat., 
vol. xxx, p. 709, Oct., 1933.) Penfield, W., and Gage, L. 


The authors studied 75 cases of focal epilepsy, in nearly all of which cerebral 
pneumography was carried out and the patient operated on under local anas- 
thesia. The seizures which were studied were either spontaneous or induced by 
hvperpnoea, by hydration or by direct cortical stimulation. The most frequent 
lateralizing sign found was a deviation of the head and eyes to the side opposite 
the hemisphere involved. Seizures which have their origin in the frontal lobe 
are usually characterized by loss of consciousness without aura and turning of 
the eves, head and body to the opposite side, followed by nearly simultaneous 
convulsions of the opposite extremities, faliing, and generalization of the attack. 
In seizures which arise in the precentral or post-central gyrus consciousness is 
usually lost late. Consciousness is likewise apt to be lost late in seizures arising 
anvwhere behind the central sulcus, and such seizures are ushered in by auras. 
The aura may be forgotten through a retrograde amnesia. Seizures originating 
in the supramarginal gyrus in area 7a, possibly extending to areas 1g and 22, 
are characterized by a discontinuous twinkling of lights seen in the contralateral 
held, without any involvement of the calcarine zone. 

An aura of pain or of epigastric distress may arise from activity of the cerebral 
cortex, or cortical stimulation reproduces such phenomena. 

The buzzing sounds and the dizziness which are characteristic of unilateral 
temporal lobe seizures have been reproduced by electrical stimulation, but the 
more complicated dream states and odours have never been reproduced. Involve- 
ment of a large artery, such as occurs when a glioma surrounds the origin of the 
artery, may give rise to an epileptiform seizure beginning at a distance from the 
primary lesion, but within the distribution of the artery. 

G. W. T. H. FLEMING. 


The Rapid Silver Impregnation of the Neuroglia in the Human Central Nervous 
System Fixed in Formalin. (Boll. Soc. Ital. Biol. Sper., vol. viit, p. 218, 
1933.) Jedlowski, P. 


The method is— 

r. Fix in 10-1594 formalin for a minimum of 15-20 days. 

2. Freeze and section the pieces (15-20 micra). 

3. Wash in distilled water at room temperature or at 37-40". 

4. Immerse for 5 minutes in 50°, pyridine solution at 25-30". 

5. Without washing, by means of glass spatula, transfer sections successively 
into three dishes each containing about 20 c.c. of 2% silver nitrate, allowing the 
sections to remain 1-3 minutes in each dish or until they assume the colour of pale 
tobacco. Make the transfer in the light and at a temperature of 48-50". 

6. Without washing, pass for 5 minutes through the reducing agent at 50°, 
consisting of hydroquinone 15 cgrm., formalin 15 c.c., distilled water 70 c.c. 

7. Repeat the washing in distilled water for 5- 10 minutes. 

8. Pass through a '1?$ solution of gold chloride (microscopic control). 

9. Wash in distilled water and then fix for 3-5 minutes in a 2°, sodium sulphite 
solution at 50". 

10. Repeat the washings in 959, alcohol and xylene, and mount in balsam. 

P. Masucci (Chem. Abstr.). 
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Histopathological Studies with the So-called Amyostatic Poisons. II: Experimental 
Tutocaime and Holocaine Poisoning in Rabbits. (Trans. Japan Path. Soc., 
vol. xxii, f. 853, 1932.) Wake, I. 


The extra-pyramidal main centres showed regressive and degenerative changes 
resulting from these neurotropic poisons. I. S. Yun (Chem. Abstr.). 


The Serological Differentiation between Glioma and Normal Brain. (Zeits. 
Immunität., vol. lxxx, p. 85, 1933.) Reichner, H. 


The cross-reactions of brain and glioma antisera with alcoholic extracts of brain 
and tumour were variable. In one case the tumour antiserum reacted exclusively 
with tumour extract. Other serums reacted more strongly with homologous 
antigen and still others showed no difference between the two antigens. It was 
not possible to remove from tumour antiserums by adsorption the antibodies 
that react with brain without at the same time removing all tumour antibodies. 

J. H. Lewis (Chem. Abstr.). 


A Contribution to the Study of the Pathological Anatomy of the Muscles in Infantile 
Poliomyelitis [Contribución al estudio de la anatomía pathológica de los musculos 
en la poliomyelitis infantil]. (Arch. de Neurobiol., vol. xiii, p. 333, March- 
April, 1933.) d'Harcourt, J., and Mazo, L. 

The degeneration of the muscular fibres is never total; in no case are the 
trophic centres of all the fibres destroyed. In those cases in which an affected 
muscle is subjected to a strain which permanently overcomes its power of extension, 
the muscular degeneration is absolute and undergoes a fibrosis which deprives 
it of its characteristic function. Any possible repair of the muscles is attected 
by mechanical factors ; so the question of treatment is vital from the outset of 
the disease, and is of much greater moment than is the intensity of the paralysis. 
The therapeutic rules implied by these considerations are briefly indicated, and 
will be discussed in detail in a future paper. M. HAMBLIN SMITH. 


The Histopathology of Experimental Post-vaccinal Encephalitis [Hastopatología 
de la encefalitis post-vacunal experimentali. (Arch. de Neurobiol., vol. xiti, 
p. 293, March-April, 1933.) Ibáñez, J. S., and Pérez, A. P. R. 

The authors hold (contrary to the views of Keller, Rivers and Malossi) that there 
is a direct causal relation between the injected vaccinal virus and the manifestations 
in the central nervous system. The phenomena of reaction consist of hypertrophy 
and gliosis of the neuroglia, which is originated at the expense of the perivascular 
neuroglia, of the ependyma, and of certain nodules described in this paper. The 
macroglia appears to flow to the site of the lesion. The microglial reactions are 
solely due to the direct action of the injury, and consist of hypertrophy and 
degeneration, proceeding to the formation of granular-adipose corpuscles. The 
reaction to the virus is ectodermal. M. HAMBLIN SMITH. 


Spirochetal Findings in the Brains of Pavetics Treated wiih Malaria. (Amer. 
Journ. Psychiat., vol. xiii, p. 21, July, 1933.) Kopeloff, N., and Blackman, N. 
Spirochetes were found by the Jahnel method in the brains of 6 out of 39 
general paralytics treated with malaria. Among the 6 positive findings, degenerate 
forms of spirochetes were found in more instances than normal forms. Spiro- 
chietes were found, by the Jahnel and Dieterle methods, in 8 out of Io general 
paralytics not treated with malaria, and none were found in a normal brain. It 
would appear that artificially produced malaria is likely to destroy spirochetes 
in the brains of general paralytics, or at least to alter their morphology of the 

organisms so as to render them degenerate in appearance. 

M. HAMBLIN SMITH. 
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The Degeneration of the Brain in Chronic Alcoholism. (Proc. Roy. Soc. Med., 
vol. xxvi, p. 1151, July, 1933.) Marchiafava, E. 

The author describes a change in the brain which he regards as characteristic 
of chronic alcoholism, and which has been described in over 40 cases. 

The principal change is a grey degeneration localized in the two commissures, 
the corpus callosum and the anterior commissure, and more precisely in the middle 
lavers, limited by two normal white lavers, superior and inferior. In the corpus 
callosum the degeneration extends from the genu to the splenium, and on the sides 
to the corona radiata. In Weigert-Pal sections the median layer of the corpus 
callosum is pale in vivid contrast with the dark blue of the dorsal and ventral 
lavers. 

The tissue of the degenerated areas is less compact and more vascular, there is 
frequently hyaline degeneration of the walls of the minute blood-vessels, which 
often have a tortuous course. Granule corpuscles with products of degeneration 
of the medullary sheaths of the nerve-fibres are abundant in recent cases. In 
the neuroglia there is swelling of the fibres. The nerve-fibres are degenerated 
and deprived of the medullary sheath. Many axis-cylinders persist, often with 
irregular swellings. In some cases areas of degeneration were observed in the 
white matter in other parts of the brain. The degeneration is most frequently 
found in the area fronto-parieto-occipitalis. 

The author considers that part at least of the mental symptoms of chronic 
drinkers is due to degeneration of the great commissures. If to this is added 
alterations in the median peduncles of the cerebellum, through which the frontal 
lobe of one hemisphere is connected with the opposite cerebellar hemisphere, and 
the degeneration of more or less extensive areas of the white substance in both 
hemispheres which the author found in some cases, the severe action of alcohol 
on the functions of the nervous svstem in chronic drinkers may be better understood. 

G. W. T. H. FLEMING. 


Glycolvtic Mechanisms of Brain. (Biochem. Journ., vol. xxvii, p. 903, July, 1933.) 
Ashford, C. A. 

In the brain there are two glycolytic mechanisms, one concerned with the 
breakdown of glvcogen and requiring the presence of inorganic phosphate, the 
other with the breakdown of glucose and taking place without the participation 
of inorganic phosphate. The limited ability of brain-tissue to produce lactic acid 
from glycogen may be regarded as due to its relative inability to synthesize active 
phosphoric esters, since it has been shown that hexose mono- and hexose 
diphosphates are converted into lactic acid to a much greater extent than is glycogen. 
Glucose breakdown to lactic acid by brain is not inhibited by the presence 
of glycogen. Probably the two mechanisms are quite independent. When glucose 
and hexose monophosphate or hexose diphosphate are present together, the glyco- 
lysis observed is the sum of the glycolyses produced from each substrate separately, 
showing that the enzyme systems responsible for the two effects are independent. 
When glucose and mannose are present together, the results show that the same 
enzyme is responsible for their breakdown. When hexose diphosphate and hexose 
monophosphate are present together, the results suggest in the main a common 
enzvme system. 

The author considers that it is possible that the glucose mechanism in the 
brain may give rise to methyl-glyoxal as an intermediate product, while the glycogen 
mechanism may give rise to pyruvic acid, the final result of both, of course, being 
lactic acid. G. W. T. H. FLEMING. 


The Effects of Amines on Oxidations of the Brain. | (Biochem. Journ., vol. xxvii, 
p. 1609, Nov., 1933.) Quastel, J. H., and Wheatley, A. H. M. 

'The authors investigated the effect of a number of amines on the oxidations 

of brain-tissue. jf-phenylethylamine, 8-phenyl-3-hydroxyethylamine, tyramine, 
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indole, isoamylamine and mescaline inhibited the oxidation of glucose, sodium 
lactate and sodium pyruvate by the brain. They also inhibited the oxidation 
of sodium glutamate, but, with the exception of tyramine, they had little or no 
effect on the oxidation of sodium succinate. The effects of the amine were similar 
to, and of the same order of magnitude as those of typical narcotics. Neuline, 
cadaverine, putrescine, ethylamine and histamine had relatively little effect on 
the oxidation by the brain of glucose, sodium lactate or sodium succinate. Skatole 
also diminishes the oxidation of glucose by brain. 

i G. W. T. H. FLEMING. 


Mental Derangement as a Result of Oxygen Lack in Circulatory Failure. (Wien. 
klin. Woch., vol. xlvi, p. 865, 1933.) Hitzenberger, K. 


Two cases are reviewed in which arterial blood had an oxygen saturation ranging 
from 62:6-83:595. The carbon dioxide contents were 58 and 73 vols. %. From 
these data it was deduced that the oxygen supply to the brain was inadequate. 

D. B. Dirr (Chem. Abstr.). 


The Blood Velocity in Hyperthyroidism [La velocidad sanguinea en el hipertiroidismo . 
(La Semana Méd., vol. xl, p. 38, Julv 6, 1933.) Del Castillo, E. B., Berconsky, 
I., and Cossio, P. 
Estimations of the blood velocity were made in 24 cases of hyperthyroidism 
(6 cases of exophthalmic goitre, 13 cases of toxic adenoma and 5 cases of hyper- 
thyroidism without goitre). These estimations were compared with those made 
on 19 control cases. The average velocity of the blood in hyperthyroidism is 
increased as compared with that found in normal subjects. No relation was 
observed to exist between the blood velocity and the various clinical forms of 
hyperthyroidism. M. HAMBLIN SMITH. 


Determinations of the Sex Hormones (Anterior Pituitary and Follicular Hormones) 
in Normal, Psychopathic and Neurological Patients. II: The Anterior 
Pituitary Hormone in Subjects unth Non-functioning Generative Glands. 
(Klin. Woch., vol. xit, p. 896, 1933.) Osterreicher, W. 

After cessation of function of the generative glands (post-menopause, castration, 
atrophy), the pituitary sex hormone is regularly increased in the urine and the blood, 
and is demonstrable in the pituitary gland itself provided only that the latter 
is intact. Such an increased excretion of pituitary hormone is necessary, but not 
sufficient criterion of absent gonadal function. The absence of both the pituitary 
and sex hormones suggests pituitary damage. 

HARRY EAGLE (Chem. Abstr.). 


Investigations of Liver Function in Mental Disease. (Norsk-Mag. Laeg., vol. xciv, 
p. 170, 1933.) Lingjaerde, O. 

Symptoms of liver affection were found in various forms of mental disease, 
except in constitutional and psychopathic cases and oligophrenia, where conditions 
were always normal. Symptoms of liver affection were present in 80°, of cases 
of schizophrenia in the active phase. Long-time experiments with 25 patients, 
with careful control of the daily supply of protein, fat and carbohydrate, and 
observation of ketonuria and urobilinuria, showed that the latter is frequently 
due to deficiency of carbohydrate ; this leads to the assumption that urobilinuria 
is an indication of the glycogen content of the liver. Deficiency in this glycogen 
content may affect the metabolism of the ganglia cells, and mav also contribute 
to intestinal intoxication. Hence, special attention should be paid to the supply 
of carbohydrates and the control of ketonuria and urobilinuria in cases of 
schizophrenia and other mental diseases. 

H. C. M. INGEBERG (Chem. Abstr.). 
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Content, Partition and Physico-chemical State of the Blood Bromine of Normal and 
Pathological, but not Insane Cases. (Compt. Rend. Soc. Biol., vol. cxitt, 
p. 1428, 1933.) Guillaumin, C. O., and Mevejkowshi, B. 

In 8 normal persons blood bromine in mgrm. per litre was 7:4-16:0 for the 
plasma and 3-6 for the corpuscles. In 200 samples of serum or plasma from normal 
and sane diseased persons, bromine ranged from 2-20 mgrm. per litre, with an 
average of 1o. | Ultra-filtration of the same samples showed that 63-88% of the 
bromine would not pass through the collodion membrane, and hence was in the 


form of organic compounds of high molecular weight. 
i L. E. GirsoN (Chem. Abstr.). 


The Determination of Calcium in Blood-serum and Cerebro-spinal Fluid. (Biochem. 
Journ., vol. xxvii, No. 2, p. 332, 1933.) Tingey, A. H. 

The author compared various methods of estimating calcium in non- 
deproteinized serum and cerebro-spinal fluid. He recommends the Peters and 
van Slyke modification of Halverson:and Bergeim's method, including the method of 
washing with removal of the mother-liquors by suction, as modified by van Slyke 
and Sendroy. G. W. T. H. FLEMING. 


Lactic Acid of the Spinal Fluid in Meningitis. (Amer. Journ. Dis. Child., vol. xlvi, 
p. 239, 1933.) De Sanctis, A. G., Killian, J. A., and Garcia, T. 

The concentration of lactic acid in the spinal fluid is markedly increased in 
meningitis. The concentration varies directly with the leucocyte count, and is 
decreased by serum therapy. It is higher than that of the blood and appears to 
be independent of it. The increased concentration probably results from the 


metabolism of leucocytes. 
E. R. Main (Chem. Abstr.). 


A Pigment of the Cerebro-spinal Fluid of a Child with Tuberculous Meningitis. 
(Naturwissenschaften, vol. xxi, p. 405, 1933.) Gvórgy, P., and Kuhn, R. 

The cerebro-spinal fluid had a peculiar green fluorescence. The pigment is 
insoluble in benzene and chloroform; two drops of caustic soda cause the 
fluorescence to change to a yellow colour. This colour disappears on heating 
with dilute caustic soda. The authors conclude that the pigment resembles the 
ovoflavine of egg albumen, the absorption spectra of the two being similar. The 
amount of pigment in 8:5 c.c. fluid was -4 mgrm. 

B. J. C. van HOEVEN (Chem. Abstr.). 


On the Excretion of Hexamine in the Cerebro-spinal Fluid and its Possible Antiseptic 
Value. (Birm. Med. Rev., vol. vit, p. 76, June, 1933.) Summers, W. 

This paper gives an admirable survey of the history of the use of hexamine 
as an antiseptic, particularly for the nervous system. The dissociation of hexamine 
is discussed, and experiments described which prove that the liberation of formalde- 
hvde from hexamine is increased by increasing acidity, and diminished by increasing 
alkalinity, but dissociation of hexamine is proved to occur in alkaline solutions. 
Investigations were made to see if hexamine wasexcreted into the cerebro-spinal fluid, 
and as to whether formaldehyde wasliberated there. Certain writers (Crowe, Hanzlik, 
Collins and Hinman) were satisfied that hexamine is excreted into the cerebro-spinal 
fluid, whereas other writers (Guthrie and Knott) failed to find the drug in the 
cerebro-spinal fluid after oral administration. It is noted that the tests used 
for the detection of hexamine and formaldehyde have not always been reliable, 
and the author describes and discusses the fallacies of four well-known tests— 
bromine water, Hehner's, Rimini-Burman’s and the phloroglucin test. Reference 
is made to the satisfactorv experiments of Hanzlik and Collins, who investigated 
ten cases, finding hexamine, but no formaldehyde, in the cerebro-spinal fluid of 
nine cases, the tenth case showing neither hexamine nor formaldehvde in the 
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cerebro-spinal fluid. Hinman also examined ten cases with similar results. The 
present investigator shows that in these experiments satisfactory controls were 
not used, and he establishes four criteria, which must be satisfied before the assertion 
can be made that a drug whose detection depends on a chemical test appears in 
a particular body fluid after the drug has been given to the patient. 

Experiments with the tests for formaldehyde and hexamine are described, 
and the phloroglucin test is found the most sensitive, but not as sensitive as previous 
experimental evidence would suggest. It is found that the sensitivity of the tests 
is impaired in the cerebro-spinal fluid. 

A comprehensive table is given, showing the results of experiments on the cerebro- 
spinal fluid of 30 cases, of varying types of neurosis, psychosis, organic and infectious 
diseases of the nervous system, examined by the author. In each case the cerebro- 
spinal fluid has been taken before and after the administration of hexamine, either 
orally or intravenously, and each cerebro-spinal fluid has been examined by every 
relevant test, including the reaction, some with litmus and some by pH estimation. 
It is found that hexamine given orally or intravenously appears in the cerebro- 
spinal fluid 15 to 30 minutes after administration, but no formaldehyde is ever 
found in the cerebro-spinal fluid. The H-ion concentration of the cerebro-spinal 
fluid is not such as to favour liberation of formaldehyde from hexamine in the 
cerebro-spinal fluid, nor yet to prevent entirely the dissociation of hexamine. 
No marked difference is found between the excretion of hexamine in normal and 
in abnormal cerebro-spinal fluids. The writer has also investigated the bactericidal 
action of hexamine, and finds that hexamine itself has no bactericidal action, 
but any that is developed is due to the liberation of formaldehyde. No change in 
the antiseptic power of hexamine or formaldehyde is brought about by excess 
of serum protein in the solutions. The bactericidal power of hexamine remains 
nil, whilst that of formaldehyde is not altered. 

Search has been made into the records of all the cases of acute infectious disease 
of the central nervous system admitted to the Oueen's Hospital, Birmingham, 
during the years 1922-27, with special reference to the administration of hexamine. 
No real evidence was found in favour of the emplovment of hexamine as a 
therapeutic measure. F. H. HEALEY. 


The Distribution of Soluble Phosphorus in the Nervous Centres, with Particular 
Regard to the Cortical Areas. (Boll. soc. Ital. biol. sper., vol. viti, p. 467, 1933.) 
Longo, V. 

Soluble phosphorus, either inorganic or total phosphorus, is irregularlv distri- 
buted in the various parts of the cerebro-spinal axis; it 1s found most where 
the grey substance predominates. Among the cortical lobes the richest in 
phosphorus is the occipital, followed by the sensori-motor, temporal and parietal 
regions. P. Masucci (Chem. Abstr.). 


Diphtheria Toxin and Cerebral Phosphorus-containing Lipoids. (Boll. soc. Ital. biol. 
sper., vol. viii, p. 137, 1933.) Cocchi, C. 

Diphtheria toxin placed in contact with either an alcohol-ether extract of 
cerebral lipoids, or directly with nerve substance, produces a marked and constant 
diminution in lipoidal phosphorus, as determined by Whitehorn's method. There 
is also a noticeable diminution in lipoidal phosphorus in the cerebral lipoids of the 
guinea-pigs which died of diphtheria and in children who died from post-diphtheritic 
paralysis. D. Masucci (Chem. Abstr.). 


The Blood Cholesterol in Schizophrenia. (Arch. of Neur. and Psychiat., vol. xxx, 
p. 567, Sept., 1933.) Looney, J. M., and Childs, H. M. 

The authors found, in a group of 5o male schizophrenics studied over a period 

of seven months, at intervals of two weeks and of three months, that the mean 

cholesterol values were 146 mgrm. per 100 c.c. for the first period, 161 mgrm. 
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for the second period and 166 mgrm. for the third period. The mean value for 
26 normal men was 175 mgrm. Both the schizophrenic patients and the controls 
showed great variability in the cholesterol values, the former having a standard 
deviation of 20 mgrm. and the latter of 27 mgrm. The authors think that the 
difference between the first period and the last two is a seasonal one. They found 
no correlations between the blood cholesterol and the basal metabolic rate or the 
emotional status. G. W. T. H. FLEMING. 


Plasma Lipoids in Mental Depression. (Amer. Journ. Psvchiat., vol. xiii, p. 141, 
July, 1933.) Slight, D., Long, C. N. H., and Salter, R. W. 


A comparison of psychotic depressions of the manic-depressive type with 
normals shows that in the former (1) the total fatty acids of the plasma are 
higher in the fasting state. After a fat meal there is a greater rise in the total 
fatty acids. (2) The cholesterol is at a higher level, both in the fasting state and 
after a fat meal. (3) The iodine number is lower in the depressives ; this may be 
taken as indicating that, in these cases, there is a greater proportion of saturated 
plasma lipoids. M. HAMBLIN SMITH. 


Brain Antigens in the Sero-diagnosis of Nervous Types of Syphilis. (Boll. soc. Ital. 
biol. sper., vol. viti, p. 463, 1933.) Chivo, C., and de Molli, A. 
Extracts of human brain used as antigen in lues of the nervous system do 
not have the superiority claimed by Marchionini in the differential diagnosis 
between lues cerebri and metaluetic forms. P. Masucci (Chem. Abstr.). 


The Chemical Nature of Lipotd Antigens, in Particular those of Brain and Wasser- 
mann Antigens. (Klin. Woch., vol. xii, p. 1100, 1933.) Rudy, H. 


The purest preparations of organic-specific brain haptene (the component 
of brain tissue supposed to react specifically with anti-brain sera and with paretic 
spinal fluid) contain nitrogen, glucose and traces of creatinine. The active 
constituent seems to resist hot alkaline solutions, and is not precipitated by alcoholic 
solutions of cadmium chloride. The active principle in Wassermann antigen 
(alcoholic extracts of beef heart) is, however, precipitated by cadmium chloride, 
is destroyed by saponification and contains no true glucose, reducing potassium 
ferricyanide, but not Fehling's solution. A method is described for freeing the 
active principle in the brain and heart extracts from cholesterol. 

HARRY EAaGLe (Chem. Abstr.). 


The Relation of Brain Extracts in Serological Reactions, with Special Reference to 
Spinal Fluids. (Zetts. f. Immunitáts., vol. lxxviii, b. 437, 1933.) Prusse, G. 


Wassermann-positive spinal fluids, which also react with cholesterolized brain 
extract, lose this reactivity if they are diluted with Wassermann-negative serum 
instead of sodium chloride solution. The reaction with cholesterolized heart extract 
(Wassermann) is little or not at all decreased. There are individual differences 
among sera in this effect. The reaction of an anti-beef heart extract serum with 
brain extract can be inhibited with serum in the same way. A comparable 
phenomenon is the inhibition with normal rabbit serum of a reaction of Forssman 
anti-serum with a weak Forssman antigen, although the reaction with a strong 
antigen is unaffected or only slightly so. Brain extract in excess masks the reaction 
of Wassermann-positive spinal fluids with heart extracts. If serum is added to the 
spinal fluid, only a small amount of brain extract gives the same degree of masking 
action. These experiments indicate that in Wassermann-positive spinal fluids 
brain-specific antibodies are present. The addition of negative serum to these 
spinal fluids makes their reactivity strongly approach that of Wassermann-positive 
sera. The difference in the colloidal structure of spinal fluid and serum is probably 
the cause of the difference in reactivity with brain extract. 

Jurian H. Lewis (Chem. Abstr.). 


LXXX. II 
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The Diagnosis of Metasyphilitic Diseases by the Demonstration of Brain Antibodies. 
(Klin. Woch., vol. xii, p. 1052, 1933.) Foerster, R. 

The author confirms the findings of Steinfeld and of Georgi and Fischer that 
the spinal fluid of paretic patients reacts with an alcoholic extract of brain-tissue 
(complement-fixation), unlike spinal fluids of other types of neurosyphilis. His 
results with serum were inconclusive. HARRY EAGLE (Chem. Abstr.). 


Changes in the Brain in Carbon Monoxide Poisoning. II : The Lipoid Substance. 
(Trans. Japan Path. Soc., vol. xxii, p. 846, 1932.) Oba, S. 


Lipoid substances were found histochemically in the intercellular tissue of the 
brain in the early stages of carbon monoxide poisoning. 
I. S. Yun (Chem. Abstr.). 


Modification of the Lipoid Content in the Central. Nervous System in Convulsions. 
(Atti accad. Lincei, vol. xvii, p. 861, 1933.) Sangivardi, V. 

The cerebro-spinal axis of the frog was immersed for 4 hours in 2 c.c. each of 
several convulsants dissolved in oxygenated :795 sodium chloride solution. The 
poisons used were strychnine sulphate, picrotoxin, phenol and nicotine. In all 
cases the lipoid content was diminished after the immersion, the greatest drop 
being shown by the unsaturated phosphatides, the least by the saturated 
cerebrosides. A. W. CoNTIERI (Chem. Abstr.). 


The Determination of Barbituric Acid Derivatives in the Urine and Tissues. (Arch. 
Intern. Pharmacodynamie, vol. xlv, p. 160, 1933.) Herwich, R. P. 


Amytal and neonal are not excreted in the urine of dogs after oral or intravenous 
administration, and are presumably destroyed in the body.  Pentobarbital is 
also not excreted as such; but after its administration an unidentified substance 
with low melting-point and anesthetic properties appears in the urine. 

HARRY EaGLE (Chem. Abstr.). 


*. 


7. Oligophrenia (Mental Deficiency.) 


The Inheritance of Mental Defect. (Brit. Journ. Med. Psych., vol. xiti, Oct., 1933.) 
Gates, R. Ruggles. 


The Mendelian laws of inheritance are general in so far as physical characters 
are concerned. Do they apply equally to mental defects ? The same physical 
defect in man may be consistently dominant in one pedigree and recessive in another. 
Each defect is assumed to arise at some time as a mutation or germinal change. 
The relative frequency of inherited and non-inherited feeble-mindedness can be 
determined only by examining the immediate ancestors and other relatives in every 
case. As feeble-mindedness is usually recessive in inheritance, it is possible only to 
place an upper limit to the percentage of the non-inherited type. The great bulk 
of feeble-mindedness is inherited. 

The Mendelian heredity of peroneal atrophy, myoclonic epilepsy, Huntington's 
chorea, Friedrich's ataxia and juvenile amaurotic idiocy is illustrated. Studies 
by Sjógren and others of the inheritance of oligophrenia are reviewed, and it is 
concluded that the inheritance is generally recessive, and that usually a single 
recessive gene is involved. The insanities appear to show a dominant inheritance 
much more frequently than does feeble-mindedness. Ultimately all forms of 
mental defect and aberration will be found to follow definite Mendelian rules of 
inheritance. | JouN D. W. PEARCE. 
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8. Criminology. 


Classification of Prisoners. (Psychiat. Quart., vol. vit, p. 369, July, 1933.) 
McCartney, J. L. 

Of 1,046 new prisoners admitted to the Elmira Reformatory in 1932, 32°8% 
were diagnosed as mentally normal, 24:29, as feeble-minded, 7:5% as psychotic 
or potentially so, and 35:5% as neuropathic. The author pleads for an extension 
to prisons of the parole system, which has proved so successful in mental hospital 
lfe. He is convinced that prisoners should be dealt with as mentally sick indi- 
viduals who, because of some physical, social, intellectual or mental handicap, 
have been adjudged anti-social. G. W. T. H. FLEMING. 


The Relation Between Nutrition, Mental Level and Adjustment in Delinquent Boys. 
(Journ. of Nerv. and Ment. Dis., vol. lxxvii, p. 123, Aug., 1933.) Molitch, M., 
and Eccles, A. K. 

This study of 554 delinquent boys at the New Jersey State Home confirmed 
the finding of Healy that the delinquent boy is not the under-nourished 
boy. There was no significant difference in general mental level or in overt 
behaviour between those who were well nourished and those who were under- 
nourished. The under-nourished group exhibits a shade of disadvantage in both 
mentality and in quality of social adjustment. G. W. T. H. FLEMING. 


Delinquency and Primogentture. (Psychol. Clinic, vol. xxii, p. 48, March-May, 
I933.) Armstrong, C. P. 

A group of 991 boys was examined at the clinic of the Children's Court at New 
York City from the point of view of primogeniture as one possibly determining 
factor in delinquency. The only class of oftences in which any unusual incidence 
of primogeniture was found was that which contained children who were 
unmanageable at home or had deserted from home. Jealousy of younger children, 
greater responsibility thrust upon the eldest child in families of low economic status, 
and exploitation of the eldest child, may all enter into the problem. Itis the eldest 


boy in a specific setting who is apt to revolt against home authority. 
M. HAMBLIN SMITH. 


A Study of Criminals’ Conversations. (Psychol. Clinic, vol. xxii, p. 61, March-May, 
I933.) Powell, N. 

The assumption may be made that what people talk about reflects their essential 
interests and thoughts. Records of 485 scraps of conversation among prisoners 
in Sing Sing Prison, New York, are analysed and compared with similar data 
from non-criminal individuals. Home is the most frequent topic of conversation 
among the prisoners; weather comes next in frequency ; monev and sport are 
far less frequent than in outside life. A decided trend is observable ; the prisoner 
is most interested in getting out of prison. Analysis of conversation may be a 


fruitful method of determining how a penal institution affects its inmates. 
M. HAMBLIN SMITH. 


The Trial of Guiteau. (Amer. Journ. Psychiat., vol. xiii, p. 127, July, 1933.) 
Fenning, F. A. 

In 1881 President Garfield was assassinated by Charles J. Guiteau. The defence 
raised at the trial was that of insanity. No fewer than 36 medical witnesses were 
called, 23 for the prosecution and 13 for the prisoner. The defence was not 
successful, either at the original trial or on appeal, and Guiteau was hanged. 
The article gives a brief survey of the evidence. ‘There would appear to have been 
much to support the plea of insanity. But the medical testimony was divided, 


very eminent men giving evidence on either side. 
M. HAMBLIN SMITH. 
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Bolshevo : A Russian Labour Colony for Criminals. (The Howard Journal, vol. iii, 
p. 78, 1933.) Pritt, D.N. 

The colony lies about 20 miles from Moscow. It was established for and is 
largely inhabited by thrice convicted criminals. Those who are qualified may 
apply for admission to the colony, and may be transferred there from prison. 
There are about 2,000 of such inmates, 500 of their wives and 300 children. They 
live in almost complete freedom, and the colony is managed by an executive 
committee elected by the inmates. There is a factory, which is occupied in the 
manufacture of sports goods; the making of articles to be used for purposes of 
pleasure is regarded as having a good psychological effect. Wages are paid in 
a coinage which is only current within the colony. The inmates are free to leave 
at any time, but satisfactory life in the colony for a certain period is required 
before they can be restored to full Russian citizenship. Those who leave voluntarily 
are not readmitted. Many of those whose citizenship has been regained elect to 
remain in the colony. The demand for admission exceeds the accommodation, 
and similar institutions are being set up in other parts of the country. The 
percentage of failures is stated to be quite small. M. HAMBLIN SMITH. 
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Part IV.—Notes and News. 


THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 
QUARTERLY MEETING. 


A QUARTERLY MEETING of the Association was held at 11, Chandos Street, on November 
21, 1933, Dr. F. Douglas Turner, President, in the Chair. 


MINUTES. 


The minutes of the last meeting, having already appeared in the Journal of Mental Science, 
were taken as read and approved. 


OBITUARY. 


The PRESIDENT said that it was his sad duty to state that since members last met Dr. John 
Patrick, of Omagh Mental Hospital, had passed away. He asked Dr. W. R. Dawson to say a 
few words about the deceased. 

Dr. W. R. Dawson (Past-President) said that he had known Dr. Patrick for a great number 
of years, in fact, ever since that gentleman was Assistant at the Belfast Mental Hospital, and 
he always had a great regard and liking for him, as most of those who knew him in those days 
seemed to have. While still at Belfast, Dr. Patrick was attacked bv a patient with a heavy 
piece of iron and received a severe blow on his head, which rendered him unconscious. The 
speaker did not think he ever fully recovered from it, and it probably had much to do with the 
illness which clouded his later davs. When the speaker was Inspector of Asvlums in Ireland, 
he always had the greatest satisfaction in visiting the mental hospital at Omagh, because in 
none of his inspections had he a single serious fault to find with it; he always considered that 
it was an extremely well-run asvlum, and that there was about the place an air of friendliness 
and good humour which it was a pleasure to an inspector to find. He always regarded Dr. 
Patrick as a very capable Superintendent. He felt that in Dr. Patrick's death he had lost one 
for whom he had a great regard, and that one friend fewer was left on the staffs of the mental 
hospitals in his old country, Ireland. 

The PRESIDENT said it would be the wish of the members present that the Secretary be asked 
to write to Mrs. Patrick and the family a letter of sympathy and condolence. 

Members stood in silence for a time in token of their synipathy. 


MATTERS ARISING OUT OF THE CouNcIL MEETING. 


The PRESIDENT said there were several points before the Council Meeting that day which 
required to be brought before the general bodv of members. 

The first was a matter which was subinitted by Dr. McRae. His motion, after slight 
modification, had been carried, to the following etfect : ‘‘ That the name of a member who has 
been absent from all meetings of a committee without reasonable cause during the course of 
two years falls to be deleted from the list of members of such committee.” 

The second matter which he had to report was that a letter had been received from the 
British Medical Association accepting the suggestion of the Roval Medico-Psvchological Associa- 
tion, that representatives of the two Associations should meet to discuss the situation which had 
arisen out of the report of the British Medical Association on the relation of medical officers 
of institutions and general practitioners to mental out-patient and other clinics. The following 
members had been nominated to represent the Association: Drs. Rice, I. Russell, F. D. Turner, 
M. Abdy Collins, H. Havnes and Shaw Bolton. 

The following notices of motion were carried at the Council Meeting held that morning, 
and would be placed on the agenda of the next Annual Meeting. 

First, that the nomination of the President-Elect shall be made to the Council at its meeting 
held previously to the Annual Meeting of the Association in each year by an ad hoc committee, 
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which shall consist of the President, the General Secretary, the Treasurer, the Registrar and the 
surviving Past-Presidents. 

Secondly, ‘* That whereas not alone the importance and dignity of the Association but also 
the general interest of Psychological Medicine render it desirable that the President should, 
during his year of office, extend hospitality to various persons or bodies on behalf of the Associa- 
tion, the Council do consider the propriety of making a grant to the President to cover a portion 
of such hospitality, not being in contravention of Article 5 of the Charter of Incorporation, 
such grant to be left to the Council ”. 

Thirdly, that the necessary amendments of the Bye-laws be made at the next convenient 
revision. 

In connection with the second of these, he said there was some feeling that a member 
might feel that he was unable, owing to his family responsibilities, to accept the Presidency of 
the Association, though it might be the practically unanimous wish of the other members that 
he should do so, and it was the impression of the Council that the making of a grant in the 
manner suggested might meet any financial difficulty. 

A further question raised was that of reducing the annual subscription in cases in which 
both husband and wife were members of the Association; and it was agreed by the Council 
that there should be a ''husband-and-wife " membership subscription of two guineas, the 
two members receiving only one copy of the Journal. 

A vacancy had occurred on the Council of the Central Association for Mental Welfare, 
owing to the resignation of Dr. Litteljohn. Dr. Freize Stephens had been nominated to act 
as the Association’s representative on that Committee. 

A letter had been received from the Secretary of the Departmental Committee on the cost 
of hospitals and other public buildings, this Committee having been appointed by the Ministry 
of Health, asking the Association to furnish written and oral statements of evidence. The 
Council had agreed that this should be done, and that a Committee be appointed for the purpose 
of drawing up evidence. The following members had been appointed to act on this Committee : 
Drs. Worth, Skottowe, G. Clarke, M. Abdy Collins, Jackson, Masefield, McCowan, Menzies, 
Turner, Beasley, Archdale. It was also agreed that these members be paid reasonable expenses 
for attending the meetings. 

Dr. Lewis Bruce had accepted the Association’s invitation to deliver the Maudsley Lecture 
in 1935. The Maudsley Lecture for 1934 would be delivered by Lord Macmillan. 

The Council had agreed that the February meeting of the Association should be held in 
London. 

The PRESIDENT also drew the attention of members to the Conference on Mental Health 
about to be held under the auspices of the National Council for Mental Hygiene. 


ELECTION OF NEW MEMBERS. 


Dr. McRae and Dr. Russell acted as scrutineers. The following were elected ordinary 
members of the Association : 
BeasLey, Henry Eric, M.B., B.S., M.R.C.S., L.R.C.P., D.P.M., Resident Medical 
Officer, Middlesex Colony, Shenley. 
Proposed by Drs. A. O'Neill, E. J. C. Hewitt and C. E. Roachsmith. 
Rao, BHASKARA, M.R.C.S., L. R.C.P., Medical Otticer, Government Hospital, Trivellore, 
Chingleput Dt., S. India. 
Proposed by Drs. H. Crichton Miller, R. Worth and G. Warwick Smith. 
SMALL, JAMES ALEXANDER, M.A., M.B., Resident Licensee, Heigham Hall, Norwich. 
Proposed by Drs. Cedric W. Bower, David Rice and W. Robinson. 
Wyatt, WALTER, M.B., Ch.B. Edin., D.P.M.Lond., Medical Superintendent, Hortham 
Colony, Almondsbury, near Bristol. 
Proposed by Drs. N. H. M. Burke, T. Lindsay and C. J. C. Earl. 


THE MENrTAL DEFICIENCY COMMITTEE. 


The PRESIDENT announced that the Special Committee on Mental Deficiency, which had 
been instituted at the Annual Meeting, had met and decided that they would hold a Clinical 
Mceting in the spring, probably in April, and that the meeting should take place at one of the 
institutions in the country specially connected with mental deficiency. It had been suggested 
that perhaps an invitation might be forthcoming to visit for this purpose the Rampton State 
Institution for Defectives, which probably only a few of the members had yet had an 
opportunity of seeing. 

He apologized for imposing on the Association such a large amount of mental deficiency, but 
he felt that mental deficiency was important, and that this aspect of the Association’s work 
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should be vigorously pushed forward. If the Clinical Meeting he had spoken of could be held 
at Rampton Institution, probably many of the members not associated specially with mental 
deficiency might still think it worth their while to go to that particular meeting. He believed 
thev would find it extraordinarily interesting. 

Another announcement he had to make, and that a very pleasurable one, was that Sir James 
Crichton-Browne had presented to the Association a portrait of himself, and it had been accepted 
with thanks, and hung in the Library. 


PAPER. 


Dr. W. M. Forp-Rosertson read a paper entitled ** The Blood Differential Picture 


in Mental Disorder, with Special Reference to the Lymphatic Reaction "'. 
[This paper, with the ensuing discussion, will appear in a later number of the Jovrnal.] 


SOUTH-EASTERN DIVISION. 


THE AUTUMN MEETING of the Division was held on October 7, 1933, at the Lady Chichester 
Hospital, Hove, bv the kind invitation of Dr. Helen Boyle and of the Governors. 

During the morning members and guests inspected the hospital, and later enjoved a 
inotor drive to the Devil's Dyke. They were kindly entertained to lunch by the Governors, 
being welcomed by Dr. W. Broadbent, Hon. Consulting Physician to the hospital, who apologized 
for the unavoidable absence of the President, The Countess of Chichester. Dr. Rambaut 
expressed the thanks of the meeting. 

Dr. Rambaut took the chair at the meeting, and was invested with the Divisional Chairman's 
badge by Dr. G. W. Smith, who expressed the members' gratification at the honour now being 
bestowed upon Dr. Rambaut. 

The minutes of the previous meeting were taken as read and confirmed. 

The CHAIRMAN proposed a vote of thanks to Dr. Havnes for his successful efforts in organizing, 
on behalf of the Division, the reception and dance at the Annual Meeting. This was carried 
by acclamation. 

The following were unanimously elected members of the Association : 

Henry Lainc Gorpon, M.D.Edin., Visiting Physician, Mathari Mental Hospital, Nairobi; 
P.O. Box 950, Nairobi, Kenya Colony. 

LESLIE THEODORE HILLIARD, M.A., B.Ch.Camb., M.R.C.S., L. R.C.P., Assistant Medical 
Ofhcer, Hanwell Mental Hospital, Southall, Middlesex. 

The invitation of Dr. C. McDowall to hold the Spring Meeting, 1934, at Ticehurst was 
accepted, the meeting to be held on a date in April to be fixed by the Secretary in consultation 
with Dr. McDowall. 

Dr. H. L. Gorpon read a paper on “ Psychiatry in Kenya Colony " (see below). A discussion 
followed, in which Drs. RAMBAUT, GOODALL, JAMES, BarirRbD, G. W. SmMitH, DOUGLAS TURNER, 
HELEN BovLE and SERGEANT took part. Dr. GoRpow replied. 

Members and guests were then entertained to tea. 


PaPER.— Psychiatry in Kenya Colony," by H. L. Gorpon, M.D. 


The whole lunacy law of Kenya is the Indian Act of 1858, which has never been amenidel. 
Civilian doctors are not allowed to certify. The duty is performed bv the members of the Colonial 
Medical Service, including its unqualified members. There is one mental institution, the 
Mathari Hospital, Nairobi; its native section has been overcrowded ever since it was built 
To provide for the waiting list, certain prisons of the colony are called asylums, 
and these also are overcrowded. Treatment, as psvchiatry knows it, is nowhere provided ; 
prevention has not been considered, for the colony is very young. Official medicine is pre- 
occupied with urgent problems of phvsical disease; official education has had no opportunity 
to consider the importance of amentia; the law is engaged in the heroic task of applying civilized 
codes to an uncivilized race; the Government is not constituted to seek guidance from science. 
The situation has one advantage in regard only to amentia: we are not hampered by legal 
and educational definitions of the condition; we are able to avoid setting aside the organic 
origins of the condition on the ground that its social svinptoms are all that matters. It is 
something of a shock to find in a recent European textbook a dictum that the doctor needs to 
know the mental defective '' only bv his fruits ”. 

I found the psvchiatric field in East Africa wholly unexplored, and investigation of the 
mental condition of a native by no means easy. Family history is never obtainable, social 
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and medical history onlv very occasionally. The certificate is seldom enlightening. Then 
there is the language ditticulty—some forty tribes each with its own language. 

The most serious ditticultv, however, is the lack of standards for judgment between normal 
and abnormal social behaviour, normal and abnormal mental products—a situation incapable 
of remedy without scientific survev of East African social and cultural anthropology. A 
few facts onlv are indisputable. The “right to live " is not a content of native ethics; there 
is no regard for the sanctitv of life. That has to be considered in tales of violence and murder, 
along with what we think we know about tribal tradition and custom. Again, European 
standards of decency are no guides. A medical certificate from a prison said, '* Stands naked 
at the door of his cell when it is opened ". Clearly that was questionable evidence of insanity 
in one who was a born and bred nudist. 

The curse of Africa, witchcraft, creates manv difficulties, and is a common cause, in mv 
experience, of hvsteria in all its forms, of violence and of murder and suicide. It enters dis- 
concertingly into the consideration of delusions, and I have learnt that this powerful intluence 
does not forsake the native who goes through mission education and enters into service for 
Europeans and Asiatics. A perfectly good house servant, wearing a Christian cross, told 
me that his newborn baby was dying and must-die, because, on the night of the intercourse 
which resulted in its birth, an evil neighbour had smeared the father's hut with his own evil 
seminal fluid. This was undoubtedly a socially determined native belief. How far in the 
Christian make-up of the man it was what Dr. Devine, in his philosophic study of delusions. 
calls * an intimate perception of fundamental organic realities" I do not feel qualitied 
tosav. It might have been possible to certify the man as a deluded Christian, but his discharge 
as a normal native might have been more reasonable. Again, a farm bov got married bv Christian 
ceremony. There were festivities of pagan character round his hut while the clan awaited 
news from within of consummation, 1i.e., of proof that the bridegroom was, indeed, a man. The 
festivities were unusually prolonged. In answer to calls, the bridegroom appeared and confessed 
failure. There were jeers; he attempted suicide, and would have succeeded but for the timelv 
interference of the native policeman. Subsequently the European police officer proposed 
his certification. The doctor, however, discovered that suicide was the correct social behaviour 
in the circumstances. The cause of the failure did not enter into the consideration of bridegroom 
or clan, who were quite unmoved when the doctor diagnosed the bride as a bad case of occlusion 
of the vagina from bungled circumcision. 

The stage of transition from the state we call uncivilized to the state called civilized is one 
of great difficulty for administrators, and probably of trving mental conflict for the neophvte. 
I have found delusions often enough to be a distortion of Christianity and a revelation of funda- 
inental paganism. Amazingly confident statements about the primitive African mind are made 
in both psychological and general literature bv writers who appear to be satisfied with the 
authority of tourists, explorers and missionaries, and with the anecdotal evidence supplied 
by amateur anthropologists and psychologists. There is a very real need for collaborative field 
research by social and cultural anthropology on the one hand, and social psvchologv, free from 
the chains of a school, on the other hand. 

On the question of mental deficiency in the native, I shall have the privilege of speaking 
elsewhere.* I have found the biologically-based method of diagnosis introduced bv Prof. 
Berry a valuable method. It is bv biological rather than social criteria that we are most 
likely to succeed in the great problem of raising the African native. 

I have found the majority of cases of mental disorder in our natives to be classifiable as 
organic psychoses attributable to spirochetal infection of the central nervous system. All 
the cases of epilepsy fell in this group, and there were cases which might have been either the 
Parkinsonian syndrome of epidemic encephalitis or a spirochietal mesencephalitis. The toxic 
group was represented by puerperal cases, a confusional state after pneumonia, and by the 
results of Indian hemp smoking. The onlv involutional type seen was senile dementia, and 
I have not yet seen a paranoid case. You may be more surprised to hear that I have not met 
a case which would justifv the popular label of manic-depressive. Mania and depression, 
when seen, have alwavs been verv mild, short in duration and never alternating. 1 have found 
native cases presenting symptoms of dementia priecox, but none of these was in a “raw ”’ 
Native. All were in natives who had come in bovhood and adolescence under the influence 
and mental strain of European education and religion. 

In symptomatologv, East African mental disorders impress one as but poor imitations of 
European disorders. Stupor, mutism, verbigeration, echolalia, mannerisms—all these occur 
in a mild form. Euphoria is often extreme, and accompanied by histrionic dancing. Evidence 
of hallucinations is hard to elicit in the native. The East African is not the true negro, either 
ethnologically or in temperament. His pigmentation varies froin yellow through attractive 
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shades of red or copper-brown to black. His bearing is, for the most part, composed, distant, 
superior. The evidence I hope to put before the Eugenics Societv mav be interpreted as evidence 
of cerebral subinvolution. Unquestionably these hybrid tribes have been also victims of 
environment. 

The fragments of information concerning mental disorders in another race mav suggest 
to you that psychiatry may advance materially when it ceases to be studied in watertight com- 
partments deterinined by national boundaries. Even in Europe systematic study of comparative 
racial psychiatry cannot be said to have begun, vet it seems to offer the best path to solution 
of a world-wide problem, provided it is pursued alongside the equallv neglected studies of 
comparative psychology and anthropology supported bv genetic and statistical research. We 
know a good deal more about animal and plant heredity than we do about human heredity. 
The intricate nature of genetic inquiry is no excuse for neglect of the subject by our profession, 
particularly by the rank and file in psychiatry. To every scientific approach Kenya offers 
a virgin field, with unexcelled opportunities to acquire new knowledge of universal value, 
provided it is sought before the entry of civilization complicates the search. The psvchologist, 
for example, will find on the one side the untutored mind of the raw native, on the other side 
that of the native newly within our social organization, its complexities and bewilderments. 

The ignorance of the mind of the native, of his adaptability to a new environment, is an 
obstacle to native development and progress. How are we to judge him for his benefit without 
standards ? Shall he be judged by the standards of our civilization, or by standards of his 
own race, biological and social, found for him by us? Simple as it may sound, this question 
penetrates all essential problems of African administration, and mav be regarded, in my opinion, 
às a challenge to our ignorance of the genetic basis of racial differences and social behaviour. 
If systematic scientific inquiry did no more than remove race prejudice from consideration 
of African problems, it would do a service of untold value to the Continent. The common 
Variety of race prejudice is based upon feelings of inherent superiority ; a more subtle kind is 
sheltered by other prejudices and based upon medieval egalitarianism. We require knowledge 
of the causes of the present low biological backwardness. The psychiatric is not the least 
hopeful of approaches to this study. In his Genetic Principles in Medicine and Social. Service, 
Prof. Hogben has given our profession at once a discipline and an inspiration. ‘' The present 
Situation (in Europe)" he says, “in the classification of mental defects and disorders, suggests 
that fruitful inquirv should first concentrate upon those tvpes which can be already regarded 
as distinct biological entities ". I need hardly repeat emphasis of the opportunities for such 
fruitful inquiry in Kenya. In the painful turmoil of controversy over the future of the native, 

‘Optimism for that future finds little encouragement until it perceives the possibilities from 
biological research into causes. 

At the moment a sense of proportion is not always preserved in the consideration of native 
problems. Kenya, in particular, suffers not a little from the hasty generalizations of itinerant 
publicists. British influences reach, in fact, only a fraction of our native population, and are 
represented over huge areas by no more than an isolated skeleton establishment. The spheres 
of the religious missions are limited. but within them native membership increases daily and 
scholastic education aims high. The administration and the law labour industriously to carry 
out traditional British methods and to inculcate our traditional social standards. We mav see 
official medicine, sadly understaffed, fighting lethal disease and introducing elementary principles 
of hygiene, well aware that tenfold greater efforts would not be enough. If we see only these 
and other beginnings we may sav all is well; but there is a companion picture for psychologist, 
psychiatrist and sociologist. Out of and from bevond the influences I have named, natives 
go eagerly into the new experience of work; into farm labour, trade employment, domestic 
service for European and Asiatic ; into settled areas and growing towns, where practical civiliza- 
tion has brought other institutions to await other expected results of its arrival. Prisons, reforma- 
tory, asvlum—all are filled to overtlowing ; the distracted law has created a new class of minor 
convict to meet the situation. The types of crime now include familiar European types, even 
forgery and the confidence trick. Degradations of urban life, previously unknown to the native, 
show alarming development in him. 1n the towns our own standards are threatened by street- 
loatning day and night, spitting and nose-blowing on the footpath, and other such practices ; 
bv disregard in the public streets for the decencies of life; bv drinking, drugring, 
sexual perversions and assaults ; by the creation of squalor and slums of the worst character— 
new growths all of these, in the wake of so-called civilization. What are we building up ? 
Are we being careful to balance success with failure, and profit by the result? Can our 
civilization safely afford to avoid expert study of the less pleasing results from its arrival ? 
Accuniulation in another race by our initiative of the costly sores and burdens of society our 
own race knows well and bitterly—is science obliged to stand by and regard this creation as 
inevitable ? 


Confusion arises from loose interpretation of the word ''civilization." If, with some, we 
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believe social organization to be synonymous with civilization, we may logically consider a 
native civilized who wears European clothes, rides a bicycle, sacrifices five shillings to the tote 
on Saturday and a penny to the collection on Sunday. But if we agree with Prof. McDougall 
that civilization is more and greater than social organization because it is the sum of the living 
moral and intellectual tradition of the people, our conception of native progress is widened and 
sobered. We feel our task in East Africa to be greater and more inspiring; more in need of 
scientific foresight and guidance than statesmanship is vet aware. 


SOUTH-WESTERN DIVISION. 


THE AUTUMN MEETING of the Division was held bv kind invitation of Dr. R. Eager, O.B.E., 
and the Committee of Visitors at Devon County Mental Hospital, Exminster, near Exeter, 
on Thursday, October 26, 1933. 

The following members were present: Drs. R. A. G. Penny, C. F. Bainbridge, G. de M. 
Rudolf, E. Casson, P. W. Carruthers, A. H. Firth, B. M. Mules, A. S. Mules, A. Darlington, 
J. W. Fisher, B. J. Mullin, R. Craig, J. G. Smith, N. R. Phillips, E. Povnder, John Keay, W. R. 
Dawson, J. L. Jackson, R. Eager, Isabel G. H. Wilson, and S. Edgar Martin (Hon. Divisional 
Secretary). 

The undermentioned attended as visitors: The Rev. J. Barney, Dr. L. A. Weatherly, 
Messrs. L. E. Claremont, W. H. Ross, E. W. Maver, the Rev. Ian W. Elliot (Chaplain), Col. 
G. J. Ellicombe (Chairman of the Hospital Works Sub-committee), Mrs. D. E. Bainbridge and 
Dr. R. J. W. Minshull. 

Dr. J. L. Jackson was in the chair. 

Apologies for absence were received from the President (Dr. Turner), the Registrar (Dr. 
Rambaut), Dr. E. Barton White and others. 

The minutes of the last meeting were read and confirmed. 

On the proposition of Dr. C. F. BAINBRIDGE, seconded by Dr. J. G. SMirH, Dr. S. Edgar 
Martin was nominated as Hon. Divisional Secretary, and Dr. E. Barton White and Dr. J. L. 
Jackson as Representative Members of Council, the latter to be Chairman of the Division. 

On the proposition of Dr. C. F. BAINBRIDGE, seconded by Dr. N. R. Puttiips, Dr. A. A. D. 
Townsend was nominated to serve on the Mental Nursing Advisory Committee to the General 
Nursing Council. 

The following were elected as Ordinarv Members : 

JoHN LANGDON Faurr, M.R.C.S., L.R.C.P., D.P.M., Assistant Medical Officer, Dorset 
County Mental Hospital, Herrison, Dorchester. 
Proposed by Drs. J. J. B. Martin, G. W. T. H. Fleming and Stanley M. Coleman. 
MICHAEL JOHN WiLMorr MINSHULL, B.M., B.Ch.Oxon., Assistant Medical Officer, 
Devon Mental Hospital, Exminster, Devon. 
Proposed by Drs. R. Eager, R. A. Greenwood Penny and S. Edgar Martin. 

The place of the 1934 Spring Meeting was left in the hands of the Hon. Divisional Secretary. 

Dr. R. EAGER, O.B.E., then read a paper and opened a discussion on ** Occupational 
Therapy "'. 

The Rev. J. Barney, Drs. N. R. PuiLLiPs, E. Casson, G. de M. RuporrF and E. PoYNDER 
took part in the discussion, and Dr. EAGER replied to the points raised. 

Dr. Eager had kindly prepared a printed route as a guide to enable members to inake a tour 
of the hospital in order to view the various occupations which have been introduced since the 
beginning of the year, and this proved of great use. The members expressed their keen interest 
in everything they saw. The various occupations included, on the male side: knitting of 
vests and pants; coir-mat making and upholstery ; making of brown paper bags, netting, face- 
and dish-cloths, fire-lighters, etc. ; brush and basket making, floor cloth weaving, rag-picking 
and cabinet making ; weaving (by automatic hand-looms) of blankets, serge, tweed and towelling ; 
making of rubber mats from disused motor tvres; printing and book-binding. On the female 
side: Tooth-brush, hair-brush and plaited straw basket making; envelope cutting; wool 
rug making and rafha work; book-binding and toy making, and other similar occupations 
to those seen on the male side. 

A film was also shown of the various occupations carried on bv the patients in the hospital. 

An opportunity was also given to members of inspecting the new Nurses’ Home. 

Members were entertained to lunch and tea by the kind invitation of Dr. Eager and 
the Committee of Visitors, who were represented bv Col. G. J. Ellicombe, Chairman of the 
Hospital Works Sub-committee, in the absence, through illness, of Major R. P. Kitson, Chairman 
of the Hospital Committee. 

Col. ELLICOMBE gave a short history of the Devon County Mental Hospital, and mentioned 
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that Sir John Bucknill and Sir James Crichton-Browne had been associated with the hospital 
in its early history. 

Dr. J. L. Jackson proposed a hearty vote of thanks to Dr. R. Eager and the Committee of 
Visitors for their kind hospitality, and Dr. EAGER replied. 


NORTHERN AND MIDLAND DIVISION. 


THE AUTUMN MEETING of the Division was held, bv the courtesy of Dr. E. L. Hopkins, at 
the County Mental Hospital, Mickleover, Derbv, on Fridav, October 27, 1933. 

During the forenoon members visited the Reception Hospital and the Nurses’ Home, both 
of modern construction and admirable design. 

Members were kindly entertained to lunch, after which Dr. SuAw proposed and Dr. TURNER 
seconded a vote of thanks for hospitality. Mr. ALDERMAN HAWKSLEY EDMUNDS, Chairman of 
the Visiting Committee, responded. 

Dr. Shaw took the chair at 2 p.m. 

The minutes of the previous meeting, having been published and circulated, were confirmed 
and signed. 

The following thirtv-three members were present : Drs. Alexander, Archdale, Baine, Bruce, 
Brunton, Drury, East, Eaves, Fitzgerald, Forrester, Fox, Henderson, Hopkins, Horton, Macarthy, 
D. Macmillan, D. M. Macmillan, Mackenzie, Malloy, Menzies, O'Reilly, Pearce, Panton, Parfitt, 
Potts, Reid, Russell, Shaw, Shilvock, Scott, Freize Stephens, Taylor and Turner. 

Four visitors also attended. 

Apologies for absence from forty members were communicated. 

The following candidate, after ballot, was dulv elected an Ordinary Member of the 
Association : 

HvaH THomson KiRKLAND, M.A., M.B., Ch.B., D.P.M., Medical Officer, Erdington 
House; “ Northolme ", 192, Reservoir Road, Erdington, Birmingham. 
Proposed by Drs. J. J. O’Reilly, C. W. Forsvth and A. M. McCutcheon. 

The following letter from the General Secretary was received : ‘‘ Bve-law 26. Your applica- 
tion on behalf of the Northern and Midland Division for the Council’s authority to elect the 
Divisional Secretary and Representative Members of Council by show of hands instead of by 
ballot was placed before the Council to-day, and received their sanction.” 

The following communication from the Council was received: '" . . . that in order to 
save time at the General Quarterly and Annual Meetings, candidates should, whenever possible, 
be elected at Divisional Meetings.” 

The Reports of the Divisional Committee and Representative Members of Council were 
received. 

Drs. Edgerley, Dove Cormac and Archdale were elected to serve on the Divisional Committee 
of Management. 

An invitation to hold the Spring Meeting, 1934, at Prestwich Mental Hospital was received 
from Dr. Blair, and accepted. 

Dr. HvcH BARBER delivered an interesting lecture on ** The Life-History of the Renal 
Dwarf "'. Many cases were illustrated by photographs reflected on the screen by means of an 
epidiascope, and one of Dr. Barber's patients attended the meeting. 

Dr. E. J. FITZGERALD read a paper entitled ** Syphilis and the Mental Treatment 
Act '*. 

The meeting closed at 4.30 p.m. 

Members were afterwards entertained to tea. 


SCOTTISH DIVISION. 


THe AUTUMN MEETING of the Scottish Division was held at Riccartsbar Mental Hospital, 
Paisley, on Fridav, December 1, 1933. 

The following were present : Prof. D. K. Henderson, Drs. R. B. Campbell, Douglas McRae, 
Donald Ross, W. Ford Robertson, R. D. Hotchkis, Neil T. Kerr, J. H. Macdonald, C. A. Crichlow, 
Ronald Stewart, W. D. Chambers, W. McAlister, Alex. Dick, D. C. Dewar, T. Ferguson Rodger, 
William Telfer, William Blyth, D. R. MacCalman, L. M. D. Mill, George M. Bell, kate Fraser, 
Sheila Macpherson, C. J. Shaw, W. Boyd, A. D. I. Bruce and Angus MacNiven. 

Dr. J. H. MacboNALD presided at the outset of the meeting. He made sympathetic reference 
to the illness of Dr. W. M. Buchanan, the Divisional Secretary, and moved that the 
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Acting Secretary should be asked to write expressing the sincere wishes of the members of the 
Division for his speedy recovery. The resolution was passed unanimously. 

Dr. MACDONALD then expressed his thanks to the officials of the Division for the help they had 
given him during his term of office, and introduced his successor as Chairman of the Division, 
Dr. C. J. Shaw, who thereafter presided. 

The minutes of the last meeting were read, approved and signed by the Chairman. 

The ACTING SECRETARY read a letter from Sir Hugh Arthur Rose, in which he thanked the 
members of the Division for their kindness in presenting him with his LL.D. robes. 

Apologies for absence were intimated from Dr. Easterbrook, Dr. Forbes and Dr. Chislett. 

Before proceeding further with the business of the meeting, the CHAIRMAN referred to the 
illness of Dr. James H. C. Orr, and moved that the Division send Dr. Orr, through their Secretary, 
an expression of their sympathy, and their earnest wishes for his restoration to health. This 
notion was unanimously adopted. 

When the appointment of Divisional Secretarv was considered, Dr. CAMPBELL referred to 
the illness of Dr. Buchanan, and said that the members of the Division recognized that for some 
time Dr. Buchanan would not be able to carry on the duties of Secretarv. He, Dr. Campbell, 
considered, however, that it was of the greatest importance that he should not resign. He 
moved that the Acting Secretary should write to Dr. Buchanan expressing to him the deep 
appreciation of the members of the Division of his past services, and their earnest wish that he 
should continue as Secretary, as his resignation would be an irreparable loss to the Division. 
This motion was unanimously agreed to. 

The CHAIRMAN informed the Meeting that Dr. MacNiven had agreed to act as Secretarv 
during Dr. Buchanan’s illness. 

Dr. WILLIAM BLYTH read a paper on ** The Blood Picture in Mental Disorder, with 
Special Reference to Lymphatic Reaction"'. The following took part in the discussion 
which followed: Prof. D. K. HENDbERsos, Dr. SHaw, Dr. Forp-RoBERTSON, Dr. MACDONALD, 
Dr. DovcLas McRae, Dr. MacCaLtMan. Dr. BLvrH briefly replied to the points raised. 

Members were kindlv entertained to lunch in the hospital, after which Mr. T. Dun MacNair, 
Chairman of the Committee of Management, welcomed the Division to Riccartsbar. 

Thereafter the Chairman thanked the Committee and Dr. Knight and her staff for their 
kind hospitality, and for the arrangernents made in connection with the meeting. 

The meeting reassembling, Dr. Mary KNIGHT read a paper on ** Meiancholia Treated 
by Oxygenation ". After a discussion, in which Dr. FoRp-RoBrRrTSON, Dr. MACPHERSON 
and Dr. GUTHRIE took part, members were given an opportunity of seeing cases undergoing 
oxvgenation treatment. 

Menibers were thereafter kindly entertained to tea by Dr. Knight. 


IRISH DIVISION. 


THE AUTUMN QUARTERLY MEETING of the Irish Division of the Royal Medico-Psychological 
Association. was held in the Roval College of Phvsicians, Kildare Street, Dublin, by kind 
permission of the President and Fellows, on Thursdav, November 2, 1933. 

The following members were present : Dr. L. Gavin, in the chair, Drs. P. J. Cassin, J. O'Conor 
Donelan, John FitzGerald, T. A. Greene, G. J. Harrison, G. H. Keene, J. Kearney, D. L. Kelly, 
B. Lyons, R. R. Leeper, John Mills, J. C. Martin, P. Moran, C. B. Molonv, M. J. Nolan, R. H. 
Taylor and R. Thompson (Hon. Sec.). 

Apologies for unavoidable absence were received from the President (Dr. F. Douglas 
Turner), Drs. B. F. Honan and E. N. M. O'Sullivan. 

At the opening of the proceedings, the Chairman (Dr. Gavin) was invested with the new 
Chairman’s Badge .by Dr. Nolan (Senior Past President). Dr. GAVIN, in expressing his great 
appreciation of being the first Chairinan to wear the Badge, paid a tribute to the memory of the 
late Dr. Lord, who was its originator, and under whom he once had the privilege of working. 

The minutes of the previous meeting were read, approved and signed bv the Chairman. — 

The CHAIRMAN then drew the attention of the meeting to the recent death of Dr. J. Patrick, 
Medical Superintendent, Omagh Mental Hospital. The Secretary was directed to convey 
the sympathy of the meeting to Mrs. Patrick and familv. 

Nominations were received for the posts of Divisional Secretary and Representative Members 
of Council, for election at the Spring Meeting, 1934. 

Dr. Morax then submitted the report of the Sub-Committee which had been considering 
the contemplated Central Pathological Laboratory. Following upon a long discussion, it was 
decided that a deputation of the Sub-Committee should seek an interview with the Commission 
controlling the disposal of sweepstake funds, and the Secretary was authorized to call a special 
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meeting of the Division, if any question of urgent importance should arise as a result of this 
interview. 

Dr. Moran then submitted his tabled motion dealing with the conditions of entrv into the 
Nursing Service of the District Mental Hospitals. He stressed the importance of an adequate 
primary education, which, he stated, was essential if the nurse was to take advantage of sub- 
sequent training. The motion was fullv discussed and, in a slightly amended form, was 
unanimously agreed to. The amended motion reads: ‘‘ That conditions in the nursing service in 
the district mental hospitals should, as far as possible, be standardized; that probationers should 
enter the service on the report of the Resident Medical Superintendent and as a result of a 
qualifying examination, and that appointments should only be made to permanent statfs when 
probationers have passed the Final Nursing Examination ". The Secretary was directed 
to forward a copy of this motion to the medical superintendents of the district mental hospitals 
and to the inspectors of mental hospitals. 

The meeting accepted with pleasure Dr. Donelan's invitation to hold the Spring Meeting 
at Portrane Mental Hospital on Thurdsay, April 5, 1934. 

Dr. KELLy, Inspector of Mental Hospitals in the Irish Free State, as a representative of the 
Irish Division on the Irish General Nursing Council, reported that, although the Irish General 
Nursing Council had recognized the Association's certificate for registration, a nurse so registered 
was not recognized as such by the English General Nursing Council. 

Dr. LEEPER pointed out that this condition of affairs was onlv to be expected until agreement 
was reached between the Association and the General Nursing Councils of England and 
Scotland as had been done in the Irish Free State. 

Dr. Mitts opened a discussion on '* Occupational Therapy ". He stressed the importance 
of providing occupations which would appeal to the natural interests of the patients, such as 
all forms of farm work and gardening, etc.,in an agricultural community. He showed an example 
of handicraft on which his patients were working, but stated that, in his opinion, the pure 
handicrafts had a limited scope and usefulness. 

Dr. Mills's paper gave rise to an interesting discussion, which was contributed to by Dr. 
NOLAN, Dr. GREENE, Dr. DONELAN, Dr. KELLY and Dr. KEENE. Dr. NOLAN gave a description 
of the high state of efficiency to which this form of treatment had been brought in Holland. 

The CHAIRMAN thanked Dr. Mills for his interesting and helpful paper. 


CITY AND UNIVERSITY OF BIRMINGHAM JOINT BOARD OF RESEARCH FOR 
MENTAL DISEASE. 


An Exhibition and Demonstration of the Research Work of the Joint Board and of other 
Midland Mental Hospitals was held on November 27, 1933, at Hollymoor Mental Hospital. 


Dr. F. A. Pickworth, the Director, gave the following address: 

About 140,000 people receive treatment for mental disorder in England and Wales at a cost 
of ten million pounds annually. Of this cost only 3s. out of everv hundred pounds is spent upon 
fundamental research into the primarv causes of mental disease, whereas similar research on 
cancer is supported by an annual expenditure of hundreds of thousands of pounds. The suffering 
of the patients, and especially the distress of the relatives, may even surpass that caused bv 
cancer, and the reasons for the meagre financial support for mental research must be sought 
elsewhere. The undue exaggeration of the importance of hereditary factors, which has branded 
mental research with such hopelessness, is chietly responsible for the lay attitude, whilst the 
research worker himself finds the lack of correlation with general medicine a serious difficulty. 

For the purposes of attracting funds for research one must be in a position to demonstrate 
the economic value of any particular line of work proposed ; thisisonlv possible by a study of the 
basic principles of mental research and a survey of the materials and opportunities available. In 
the short time which the introduction to mv exposition of our work permits, I will briefly refer 
to some of these principles and associated difficulties. 

Research may be followed along manv lines of a different categorv. It is hardlv necessary 
to point out that the most essential and urgent of these is the searching out of the predisposing 
factors and exciting causes ; since all other research is necessarily hampered by lack of knowledge 
in this field. A complete knowledge of the causes, however, is not in itself the whole problem ; 
hence the teain-work of hospitals where manv different lines are being investigated at the same 
time.  Thereisa colossal and increasing literature on the subject, mostly descriptions of behaviour 
with superficial associations and classifications not easilv correlated with general medicine. 
There is a disappointing diversity of opinion as to the fundamental causes of insanitv, which 
learned and experienced observers deduce from clinical observations, the effect of which is to 
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minimize this most valuable of all methods of medical research. One cannot but admire the mass 
of evidence which bio-chemists have obtained by patient skilled research into the variations of 
physiological constituents of the body-fluids, but it is noteworthy that many of these are appa- 
rently contradictory, thus necessitating further evidence for their satisfactory correlation. The 
course of mental disease does not fit in exactly with an infection as understood bv the present- 
day conceptions of pathology and bacteriology. The most valuable source of material for study 
is undoubtedly the cadaver, but even here the length of time between the activity of the causal 
agents and death may be sufficient for complete resolution of all demonstrable pathological 
lesions, whilst the processes leading up to and culminating in the death of the patient may hope- 
lessly mask the clinical picture. 

The research worker is yet further harassed by the knowledge that mental disorder (as distinct 
from memory and intellectual defect) is of the nature of a functional disturbance of phvsiologi- 
cally intact mechanisms within the brain, since remissions may occur during which the individual 
is sane. Even mute apathetic cases of dementia prxcox may show a short temporary resusci- 
tation of their powers of rational conversation by means of suitable cerebral stimulation. We 
thus encounter some well-defined limitations to the field of mental research. If the anatomical 
integrity of the nervous structures, which subserve the processes of mind, can be established in 
cases of mental disorder, then it is useless to search for gross pathological changes in those nervous 
structures as evidence either of «etiological cause of the mental disorder or of regional localization of 
the disturbance of the mind within the brain. We can, however,in this connection clearly demon- 
strate pathological changes in other parts of the brain, presumably concerned with memory and 
intellect, and by inference deduce that neighbouring nerve structures have their function seriously 
interfered with. Such limitations are of inestimable value in saving waste of time, energy and 
material in useless directions. A further narrowing of the field of research occurs in that much 
necessary work has already been done bv experienced investigators. On the other hand, medical 
research is constantly opening up new special lines, and of great use to us are the recent increases 
in our knowledge of pituitary gland hormones, and the determination of the metabolic functions 
of cell groups of the hypothalamus. Such work helps us to explain some hitherto puzzling results, 
since we now know that a difference of 1 min. or so in the regional localization of irritation within 
the brain-stem may cause different effects upon the body chemistry. 

In view of the narrow field of research open to us we must attach supreme importance to any 
discovered facts which are independent of the observer's opinion ; and thus the late residua of 
infections, for example, antibodies in the blood, fibrosis of viscera and blood-vessels, and 
hvperplastic membrane of the nasal sinuses, fossil-like, offer far-reaching evidence from their 
characteristics. 

With this introduction I now proceed to tell you of the work of the Joint Board during the 
years 1923-1933. 

Sir Frederick Mott, the Board's first Director, had exceptionally wide experience and achieved 
world fame in neurology ; his untimely death in 1926 was a sad loss to the Board. His lifelong 
research in mental disorder led him to believe that the primary causes were to be found in the 
study of the endocrine glands ; hence all the work at Birmingham was directed ultimately towards 
the one object. Personally, I had the honour of knowing Sir Frederick before coming to Birming- 
ham, and I derived great pleasure from discussing these problems with him. Shortly before his 
death he re-athirmed his belief in the disturbed endocrine origin of insanity. The oral sepsis 
theory of Dr. William Hunter, also of Charing Cross Hospital, was fully discussed with a view of 
applying the knowledge to research in mental disorder, but only the enthusiasm and encourage- 
ment of Dr. Graves enabled me to persuade Sir Frederick to permit much research into the bac- 
teriology and pathology of chronic sepsis. Had Sir Frederick lived to see the present results I 
am sure he would have been completely convinced of their value. 

With the endocrine theory in view Sir Frederick consulted Prof. J. S. Haldane on the determi- 
nation of basal metabolism and its application to mental patients, and the Medical Research 
Council provided us with the funds for the building of a respiration chamber to be fitted up as a 
bedroom. The difficulty at first experienced with accurate determination of the very minute 
variations of the composition of the air in so large a chaniber required special research, lasting 
about two vears. 

Although the chamber method obviated much of the apprehension of the patient, such as 
would have occurred with a face mask, vet occasional irregular movements of patients prevented 
accurate determination of the basal figure. Later, we decided to do the experiments during the 
earlv hours of the morning whilst the patient was asleep in the chamber, and many were the 
Sleepless nights my assistant and I had in order to make observations and collect specimens for 
analvsis. 

What appeared to be a simple problem in mental disorder was the investigation of the part 
played by the thyroid gland. Insuthciency of thyroid secretion in children was the recognized 
cause of cretinism, and the associated mental hebetude could be readily cured by the simple 
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administration of thyroid substance. We removed thyroid glands from cases of mental disorder 
post-mortem and determined by chemical methods the iodine content of the gland. This was 
correlated with the clinical condition and a complete histological investigation. In a few cases 
the biological effect upon the growth of tadpoles was also studied. We found that some cases 
had very little active secretion, but others showed quite a large amount. Variation from the 
normal appeared to be the important finding. This variation was greatest in septic conditions, 
and naturally suggested damage of the thyroid by naso-oral sepsis. 

In the course of the examination of the central nervous system of a case of myxcedema we 
found, near the brain vessels, irregular masses of colloidal substance, probably similar to the 
mucin infiltration occurring in other parts of the body in myxcedema. The mental symptoms, 
therefore, could be explained as being due to disturbed function of nervous tissue consequent upon 
the mechanical obstruction to the blood or fluid supply of the neurons. 

We next tried to discover anatomical changes in the brains of animals following treatment 
with hypnotic drugs, and found accumulations of mucinoid substance similar in appearance to 
that seen in the myxcedema case. 

The search for toxins in the blood as a possible cause of disturbed neuron function naturally 
led us to study intestinal infections. In 1917 no fewer than 1,143 deaths from dysentery had 
occurred amongst 100,000 asylum inmates. Application of the Widal reaction showed that 
about one-quarter of the patients in the Birmingham Mental Hospitals had been infected with 
organisms of the typhoid-dysentery groups. As new admissions showed approximately the sarne 
figure, such infection occurred in most cases prior to the onset of mental disorder. 

A very interesting outcome of this research was the finding of abnormal response in the forma- 
tion of agglutinins to typhoid vaccination. We found that, whereas under normal conditions 
vaccination and infection agglutinins persisted in the blood for several years, in our patients they 
sometitnes disappeared in a few weeks. We also encountered the phenomena of no response to 
a particular antigen and the appearance of heterologous antibodies upon injection of T.A.B. 
antigen. Evidence was thus obtained that many patients had had previous infection with 
organisms of the food-poisoning groups. The Oxford Standard cultures were used from 1925 
onwards. In 1926,14 typhoid carriers were detected and isolated, and in the same year one fatal 
case of dvsentery occurred. 

We carried on simultaneously several research schemes which have proved unfruitful, e.g., 
our bacteriological examination of infected teeth was surpassed by the publication of a more 
comprehensive research elsewhere, and the biopathological tests which we made for viruses in the 
brains obtained post-mortem from patients were all without positive result. 

After the publication of our work on the thyroid gland in 1925, Sir Frederick decided to 
investigate the pituitary gland, and we removed the gland in sits for histological study. Almost 
by accident it was noted that the adjacent sphenoidal sinus sometimes contained pus. This 
necessitated a side-tracking of the research upon the pituitary to the special examination of the 
adjacent sphenoidal sinus. The results of this side line have amply justified the investigation, 
for we were soon able to show that sepsis adjacent to the pituitary was a factor in causing 
abnormal masses of colloid in the gland. Such colloid separated the anterior from the posterior 
lobe, and doubtless was associated with disturbed physiological activity. Similar separation 
occurs in Simmonds's disease, where extreme wasting and other systemic disorders occur, referable 
to a disordered function of the adjacent brain-stem to which the pituitary supplies hormone. 
The work of the sphenoidal sinus has since been extended to include the other nasal sinuses, and 
still occupies an important proportion of our work. 

The finding of sepsis so near the brain suggested that chronic svmptomless infection of a 
microscopical character occurred oftener than was generally supposed. Accordingly a large 
number of sphenoidal sinuses were sectioned to find out whether organisms could be traced through 
the thin bone separating the sinus from the pituitary fossa. Many gave negative results; then a 
case came along which typified our expectations. Masses of organisms were seen invading the 
sphenoidal sinus mucosa, submucosa, bone, pituitary capsule and the gland itself. Infection of 
post-mortem origin could be detinitely ruled out by the finding of myriads of organisms embedded 
in large masses of pituitarv colloid, which could not possibly have produced such a reaction 
within the nineteen hours which elapsed between death and formalin fixation of the tissue. In 
I928 nearly half of the sphenoidal sinuses examined showed some or other evidence of past 
infection. Parallel with this work Dr. Graves investigated the clinical aspect of sinusitis, and 
obtained evidence of sphenoidal infection in 37%% of the cases examined by the Watson-Williams 
technique. Also by the co-operation of Mr. Stirk Adams I was able to examine bacteriologically 
the saline wash-outs of the cases investigated. 

Our chemical investigations, at that time ably carried out by Dr. Woodhouse, were directed 
to the solution of some problems concerning lecithin and cholesterol. We attempted to find 
out whether there was an association between the constituents of the adrenal glands, the gonads 
and the brain in cases of mental disorder. Amongst our findings the low values of phosphatids 
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in cases of confusional insanity and the high value in epileptics were of considerable 
importance. 

The relation of anoxamia of the brain was studied with reference to the literature, and the 
accumulated information made the subject of an article in the Mott Memorial Volume. As an 
outcome of this we examined the blood-pigments to ascertain whether there existed forms of 
haemoglobin which were useless for respiration. The results proved the value of a carefully 
planned research, for not only did we find a large number of cases with 2-12% of useless pigment 
in the blood, but also the expected correlation of such cases with a positive Widal reaction charac- 
teristic of previous intestinal infection could be definitelv asserted. The oxygen capacity of the 
blood was determined and compared with the estimation of hemoglobin by the Stadie-cvano- 
hæmoglobin method, the Fleischl-Meischel hamoglobinometer and bv actual titration of the 
iron content. Abnormal pigment was demonstrated in 28 of roo cases. Animals injected with 
T. A.B. or streptococci: showed no increase of abnormal pigment, but when B. ntfrosobacter or 
enteritidis Gaertner was injected, 7-15?4 of inactive pigment could be detected. 

Permeability tests of the red blood-corpuscle to various substances were carried out also in 
conjunction with Dr. Woodhouse. After showing the ready permeability to bromides and the 
impermeability to sulphates, we employed these substances as test mixtures for quantitative 
determination of the ease with which other added substances could penetrate the corpuscular 
envelope. We also determined that some salts penetrated into masses of raw egg-white at a 
greater rate than others, so that not only the red corpuscle envelope but also its contained protein 
is concerned in selective permeability. 

The permeability of the choroid plexus and brain membranes was investigated in our laboratorv 
by Dr. Strecher. The increase of permeability in general paralvsis and the decrease in dementia 
praecox were generally confirmed, and useful additions to our knowledge of permeability obtained 
by animal experiments under different physiological conditions. 

In 1925 I collected the carotid arteries from 50 consecutive post-mortems on mental patients. 
Without exception all showed slight but definite atho-sclerotic changes at the junction of internal 
and external arteries. Gross calcification of brain arteries occurred in a large proportion of cases. 
The necessity for a study of the brain capillaries became obvious, but the insuperable difficulties 
of all injection methods precluded their use. After two years’ experimenting we developed a 
method of staining the contents of the blood-vessels, which enabled us to see exactly what was 
required, namely, states of anxmia or congestion in various regions of the brain and abnormalities 
of the blood-supplv, such as capillary leakages and microscopic haemorrhage. The field opened 
by this method is a large one, not only in mental research, but there are applications in physiology, 
anatomy, and especially pharmacology. Its probable value in the localization of the mind within 
the brain is unsurpassed, but with my present staff (entirely of unqualitied assistants) results of 
value can hardly be expected before several vears. 

A glance at our annual reports will show the enormous mass of routine work necessary in order 
to discover results of value by the indirect method. Such work is, however, a very necessary 
held of research, and is invaluable to the clinical investigations of the hospitals sending specimens. 
On this basis the Joint Board has so far justified the expenses incurred, and it is hoped that the 
importance of the work willin future attract more practical interest and co-operation. 


Five groups of slides were then shown. Each slide was briefly explained, and correlations 
made with mechanisms by which dysfunction of the brain might occur : 

(1) 8 slides: Agglutination results. 

(2) 11 slides: Pituitary affections due to sphenoidal sinusitis. 

(3) 28 slides: Nasal sinus sepsis. 

(4) 30 slides: Capillary changes in brain-tissue. 

(5) 18 slides: Subjects of diverse general interest. 


List OF EXHIBITS. 


BARNSLEY HALL (WORCESTER County): 
Agenesis of cerebellum. 
Enucleated eye and avulsed testis. 


BuRGHILL (HEREFORD Country): 
Pick’s atrophy of the brain. 
Brain showing webbing of cingulate gyri. 
Brain of newlv-born child. 
Blood films—immature leucocytes. 
Media for isolation of typhoid from sewage. 
Stereo-photo spirochetes in G.P.I. 
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BurRNtwoop (STAFFORD County) : 
Brain of microcephalic idiot. 


CHEDDLETON (STAFFORD County) : 
Method of mounting museum specimens to preserve colour. 


COLESHILL HarL (COLONY FOR MENTAL DEFECTIVES): 
Albums showing photographs of types of mental defectives. 


Hatton (WARWICK County) : 
Publications. 


HOLLYMOOR (BIRMINGHAM CITY): 
Photo of Hodgkin's disease. 
X-ray photographs of case of osteitis fibrosa with tibia. 
X-ray photographs of Paget's disease. 
Publications. 


HUMBERSTONE (LEICESTER City): 
Museum specimens showing causes of sudden death. 
Vernes svphilometer. 


MONYHULL (COLONY FOR MENTAL DEFECTIVES) : 
Publications. 


NARBOROUGH (LEICESTER AND RUTLAND): 
Pial tumour simulating pituitary tumour. 
Publications. 


PowicK (WORCESTER COUNTY AND City): 
Waterproof sheeting, etc., swallowed bv patient. 


ReBery Hirt (BIRMINGHAM City): 
Case photographs illustrating recoverv. 
Photographs showing cranial nerve paresis. 
Tabulated findings—clinical nasal sinusitis. 
Publications. 


STAFFORD (STAFFORD County): 
Brain with tuberose sclerosis. 
Cerebelluin gliosis. 
Apparatus for detection of acetvicholine in blood. 


WiNsoN GREEN (BIRMINGHAM CiTy): 
Sarcoma of brain. 


JOINT BOARD OF RESEARCH FOR MENTAL DISEASE: 
Cerebral haemorrhage, 33 specimens. 
Meningitis, 6 specimens. 
Residua of subdural hemorrhages, 8 specimens. 
Thickening of brain meinbrane, 6 specimens. 
Subdural haemorrhages, 12 specimens. 
Nasal sinuses in association with cerebral vascular defect, 13 specimens. 
Atheroina of cerebral vessels, 6 specimens. 
Cerebral softening, 9 specimens. 
Tumours of central nervous system, 14 specimens, 
General paralysis: Atrophy of cortex, frosting of ventricles, 4 specimens. 
Pituitary gland abnormalities due to nasal sinusitis, 15 specimens. 
Nasal sinuses, frontal and ethmoid, 11 specimens. 
és sphenoidal, 61 specimens. 
$e antra, 99 specimens. 
Miscellaneous specimens of pathological interest. 
Cardiac lesions, 9 specimens. 
Gall-bladder, 16 specimens. 
Intestine and mesentery, 15 specimens. 
Stomach mucosa: Atrophy and vascular atfections, 11 specimens. 
Injected specimens illustrating passage from naso-pharyngeal to intra-cranial infection. 
Experimental sinusitis in animals. 
Drv bone specimens. 
Photographs of capillary blood-supplv of the brain. 
Chemical, bacteriological and histological apparatus and methods (in the laboratory). 


LXXX, I2 
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OBITUARY. 
HENRY ANDREWS CoTTON, M.A., M.D. 


OvER here Dr. Henry Cotton has been principally associated with the controversy 
which has followed his urgent advocacy of the treatment of focal sepsis in cases 
of mental disorder, but to the people of New Jersey and the American nation the 
quality of his work has been known through his quarter of a century of service as 
Medical Director of the New Jersey State Hospital. ‘‘ He belongs to that select 
company whose claim of fame rests not upon the possession of wealth, the achieve- 
ment of high place in political life or other distinctions in which material con- 
siderations play their part, but upon tireless, devoted and inspired labour on behalf 
of stricken humanity.” 

Dr. Cotton came of old English stock ; his ancestors on both sides were residents 
of North Carolina and Virginia from Colonial days, before the American War of 
Independence. He was born in Norfolk, Virginia, on May 18, 1876, and received 
his early education in the public schools of Baltimore, graduating from the Baltimore 
Polytechnic Institute in 1894. The following year was spent at the Johns Hopkins 
University studying electrical engineering ; he then transferred to the University 
of Maryland, and received his medical degree in 1899. His first position after 
leaving the medical school was that of Assistant Physician at the City Asylum, 
Bay View, now the Baltimore City Hospital, and then in 1900 he took a similar 
position at the Worcester State Hospital, Worcester, Mass., where he remained 
for three years. From 1903 to 1907 he was on the Staff of the Danvers (Mass.) 
State Hospital for the Insane, but during 1905 and 1906 he studied at the Royal 
Psychiatric Clinic of Munich, Germany, under Kraepelin and Alois Alzheimer, 
where he carried out a research into the fatty degeneration of the cerebral cortex in 
the psychoses, with special reference to dementia praecox. His work in regard to 
this neuro-pathology was thorough, and it is interesting to observe that H. Gosline 
records that Alzheimer admitted that Cotton was the first to correlate disease of 
the second and third cortical layers with dementia precox, mentioning at the same 
time that the fat occurs over the entire cortex. 

His wife, who became an accomplished draughtsman, took special interest in 
this microscopical work, and her illustrations of his preparations are models of 
high order. 

A year after returning from his study abroad Dr. Cotton was promoted to the 
post of Assistant Superintendent at the Danvers Hospital, and in November, 
1907, while still in his early thirties, he was appointed Medical Director of the 
New Jersey State Hospital. ''It is with Dr. Cotton that credit lies for the trans- 
formation wrought in the administration of the State Hospital, an accomplishment 
which would have crowned his professional career with honour, even though the 
record showed nothing else of a noteworthy character." Carrying on the humane 
work of Dorothea Dix, he inaugurated more enlightened methods than those 
previously obtaining. One of his first acts was to eliminate mechanical restraint. 
At that time go women were in strait-Jackets day and night, and many others were 
restrained by wristlets, mufts, anklets and straps. More than 200 were tied in 
bed each night. Within a few days after Dr. Cotton took charge all these unfor- 
tunates were released, and shortly thereafter all male patients were freed from 
restraining and confining devices. More than 700 of these were discarded in 1907, 
not to be used again. 

In many other respects the administration of the hospital was improved, and 
from a place with an unsavoury reputation, it was transformed into a model 
institution—a hospital for the treatment of the atflicted, not an asylum for their 
permanent confinement, equalling and even excelling in many ways the efforts 
of the more privileged private hospitals. 

In June, 1914, in recognition of his work he was honoured with the degree of 
Master of Arts by the University of Maryland. He succeeded in obtaining generous 
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appropriations from the Legislature with which to carry on his splendid work. 
The present groups of new buildings for patients, staff, laboratories and adminis- 
tration stand as a memorial to his devoted labour. 

The old building, opened in 1848, was renovated and reorganized on more 
spacious lines. To effect all this, drastic revisions in management and construction 
were necessary, requiring indefatigable personal effort and unbounded energy and 
enthusiasm, all of which he gave unstintingly. 

In December, 1927, there were over 2,500 patients of both sexes in residence, 
and in an adjoining building on the estate was the State Hospital for the Criminal 
Insane, housing at that time 229 men, convicts and criminals. 

All these efforts, necessary and laudable though they were, and to many sufh- 
ciently satisfying, were but a means to an end, the preliminary for future labours. 

Unless the internal shackles of the mind were broken it were ironical to remove 
the feeble physical restraints of the body. He was convinced that medicine could 
break these shackles and so he pressed on, and whilst the hospital was being 
reorganized, active investigations and treatment were being pursued, the results 
and conclusions appearing in the collected papers of the Medical Staff. 

The research at Munich was repeated and developed, and convinced that these 
degenerative changes had a toxic origin, he pushed his work from a descriptive 
histological to a therapeutic level in the treatment of paresis and focal infections. 
It may be permitted here to refer to the sequence of this development at Trenton. 

Impressed by the results of treatment of sepsis in general medicine he made '' a 
plea for the general introduction of these modern medical methods amongst the 
insane ", and as a result a dental surgeon was appointed who considered the 
conditions he met were amenable to only one form of treatment—extraction. It 
was observed that following this treatment there was a definite rise in the recovery- 
rate of those patients who had received dental treatment. 

“ I had not felt, in the eighteen years I have been connected with State Hospital 
work, that I had done anything, until recently, towards effecting cures in cases 
which would not recover spontaneously ; but, from the results of our efforts during 
the last nine months, I feel I am justified in believing we are doing something now 
that has not been done before." With his characteristic courage and energy the 
hospital was soon equipped with the facilities for thorough investigation and treat- 
ment of these conditions; ear, nose and throat, urogenital tract, gynecological 
and the alimentary canal. In co-operation with John W. Draper and Jerome M. 
Lynch he investigated the surgical intestinal pathology in the functional psychoses, 
hnding on laparotomy conditions justifying partial or complete colectomy. 

Always active to acquire and adapt any therapeutic measure for his patients, 
he applied on a large scale a wide variety of the methods of physical medicine, 
electrical radiations, heat, etc. ; he found considerable value in the use of continuous 
colon lavage, and soon had large rooms fitted with numerous tables for this treat- 
ment, which he considered reduced, but did not wholly remove, the necessity for 
major abdominal surgical procedures. All his publications were now devoted to 
the therapeutic aspect of psychiatry. Chief amongst these were the Louis Vanuxem 
Lectures at Princeton University in January, 1921, '' The Defective, Delinquent 
and the Insane: The Relation of Focal Infection to their Causation, Prevention 
and Treatment”. 

In 1923 he read at the Annual Meeting in London of the Royal Medico-Psycho- 
logical Association a paper on '' The Relation of Chronic Sepsis to the So-called 
Functional Mental Disorders '"—a masterly communication—and in this he sub- 
mitted that the basal idea of his work had its origin in England. 

He retired from active work at the State Hospital on October 1, 1930, but 
continued his association as Director of Research with the title of Director— 
Emeritus. 

Dr. Cotton had been in poor health and suffering from heart trouble for 
some time, and shortly before the end he had had several weeks' enforced confine- 
ment at his home. He felt sufficiently well to resume his habit of lunching daily 
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at his club, when on May 8, 1933, suddenly after luncheon, he died from angina 
pectoris and coronary embolism. He was in his fifty-seventh year. 

To all who knew him there is a deep feeling of personal loss. Professionally he 
stood a persistent champion of humane care and enlightened treatment of the 
insane. Considerate with his patients, generous with his co-workers, stimulating 
with his students, he is revered as much for his example of devotion and sincerity 
as for his record of social service and professional idealism. 

Less than a month before his death the New Jersey Legislature had adopted a 
resolution lauding his work. 

Dr. Cotton served with the United States Army during the Spanish-American 
War, and as a Major in the Army Medical Corps during the World War. He was 
a Lecturer in Psychopathology at Princeton University, Acting Director of the 
Psychiatric Clinic for Correctional Institutions of New Jersey, and Acting Director 
of the Medicine and Psychiatry State Board of Institutions and Agencies of New 
Jersey. He was a member of the House of Delegates of the American Medical 
Association, 1921-1922; Member of the American Neurological Association, 
American Psychiatric Association, New England Society of Psychiatry, Association 
for Research in Nervous and Mental Diseases, American Psychopathological Asso- 
ciation and the Society of American Bacteriologists, and a Corresponding Member 
of the Royal Medico-Psychological Association of Great Britain. 

By reason of his Colonial ancestry he was a member of the Sons of the Revolution 
and Sons of Colonial Wars and Phi Sigma Kappa Fraternity, and also of the North 
Caroline Society of Cincinnati. It was while he was connected with the Danvers 
institution that Dr. Cotton married, in 1903, Miss Alice Della Keyes, of Baltimore. 
Mrs. Cotton survives him, with two sons; the elder is a medical student at the Johns 
Hopkins Medical School. T. C. GRAVES. 


PSYCHOPATHOLOGY AND PSYCHOTHERAPY SUB-COMMITTEE. 


LONDON Locari. GROUP. 


Amongst the aims of the Sub-Committee has been the one to promote exchange of ideas, 
and the formation of informal groups of workers interested in psychopathology. One such 
group is the London Discussion Circle, which meets, under the leadership of Dr. M. E. Franklin, 
at 8.30 p.m. on the first Tuesday of everv month, at 3, Bulstrode Street, Welbeck Street, W. 1. 

Formed in January, 1928, it has held an uninterrupted course of most successful meetings, 
the average attendance being eighteen or nineteen. The subjects discussed have been very 
varied, and a sample selection is given below : 


Types of suicidal attempts. 
Mental testing in psychosis. 
Repetition. 
Behaviourism, Gestalt and psycho-analysis. 
Is psvcho-analytic investigation scientific ? 
Hadfield’s psychotherapy. 
. Asocial children. 
The psychopathology of civilized communities. 
Constructive psychotherapy. 
Feelings of isolation in mental disorder. 
Neurotic symptoms in healthy people. 
The selection of the method of treatment. 
The psycho-biological views of Adolf Meyer. 
A type of frigidity in women. 
Drawing, modelling and writing of children. 
Sex jealousy as an artefact of culture. 
Genetic relationships of paranoia and hysteria. 
Psychological factors in contraception, 
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The value of such informal meetings can hardly be over-estimated, and it is not surprising 
to find how popular these meetings have proved. Anyone interested, within reach of London, 
and who wishes to join, should communicate directly with Dr. Franklin at Bulstrode Street, 
or with the Secretary of the Sub-Committee. 

As a reminder, it might be added that the Sub-Committee is anxious not only to see other 
such groups formed in provincial centres, but to assist in any way it can study and research 
in the psvchological aspects of mental disorder, and especially would it welcome any suggestion 
of joint or concerted action on any likely investigation to which the group method might be 
applicable. J. Ernest NICOLE, 

Hon. Secretary. 


NOTICES BY THE HONORARY LIBRARIAN. 


The Library is open to members between the hours of 10 a.m. and 6.30 p.m.; Saturdays, 
IO a.m. and 1 p.m. Books are issued to borrowers between 1o a.m. and 1 p.m., and between 
2.30 and 4.30 p.m. ; Saturdays, between ro a.m. and 12 noon. 

The Hon. Librarian will endeavour to obtain, as far as possible, any books on psychiatry 
and allied subjects required by members. 


Library Lending Department Regulations. , 


I. Books shall be lent only to members within the United Kingdom and the Irish Free 
State who are not in arrears with their subscriptions. 

2. No member may borrow from the Library more than three volumes at one time. 

3. Books and journals are sent carriage paid from the Library, but members are responsible 
for the books from the time they leave the Library until they are received back. 

4. Books damaged or lost while in possession of a member will be repaired at his expense or 
must be replaced by him. 

5. A member borrowing a book or periodical from the Library shall be required to sign and 
return to the Librarian a form of receipt for the same, which will be regarded as an acceptance 
of these Regulations. 

6. A member shall be entitled to retain a book or periodical borrowed from the Library for 
a period of twenty-eight days, unless the book is required by another member, in which case it 
can be recalled by the Librarian at the expiration of fourteen days. 

7. In the event of a member failing to return any book or periodical within seven days after 
receiving notice from the Librarian (on the expiration of the period referred to in Rule 6), the 
Library Committee shall be at liberty to purchase another copy, the cost to be charged to such 
member, who shall not be allowed to borrow another book until the suin thus expended shall 
have been paid. 

8. All communications should be addressed to ‘‘ The Librarian, Royal Medico-Psychological 
Association, 11, Chandos Street, Cavendish Square, W. 1 ”. 


Books Added to the Library. 


The Library Committee gratefully acknowledge the following gifts to the Library : 


Presented by Dr. W. H. Coupland : 
Chambers’ Edinburgh Journal. Vol. vii, 1847. Containing three articles (visit to Bicétre) 
by Samuel Gaskell, at that time Medical Superintendent, Lancaster Asylum, later 
Coniunissioner in Lunacy. 


Presented by Dr. R. R. Leeper: 
Rosa Anglica, seu Rosa medicine Johannis Anglici. An early modern Irish translation 
of a section of the medical textbook of John of Gaddesden. Edited, with glossary 
and English version, by Winifred Wulff, M.A. 


Presented by Dr. J. R. Whitwell (Honorary Librarian) : 


Alpinus, Prosper. De medicina methodica libri tredecim. Lugd. Bat., 1719. 
Wecker, Jacob. Medicine utriusque syntaxes. Basil, 1570. 
" Constant Observer." Sketches in Bedlam. London, 1823. 
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Circulation of Journals. 


The following journals are circulated from the Library : 


American Journal of Psychiatry. 

The Psychological Review. 

Journal of Neurology and Psychopathology. 
L’ Encéphale. 

International Journal of Psycho-Analysis. 
Journal of Abnormal Psychology. 

Mental Hygiene. 

Journal of Nervous and Mental Diseases. 
Revue Neurologique. 

Archives of Neurology and Psychiatry. 
Journal of Comparative Psychology. 


“ Sociorum Annales.” 


The Hon.-Librarian is prepared to receive and store the life records of any member wishing 
to deposit them, on the understanding that they are solely for the use and information of 
the Association. They should be sent in sealed packets (with the name clearly written on the 
outside) in covering envelopes addressed to the Hon. Librarian. 


NOTICES BY THE REGISTRAR. 


Examinations for the Nursing Certificates. 
List OF SUCCESSFUL CANDIDATES, 
November, 1933. 

Those marked * passed ‘* With Distinction ”. 


MENTAL NURSING. 
England and Wales, 


Beds, Herts and Hunts (Three Counties).—Eric Bircumshaw, James Harold Pogmore. 

Berkskire.—Eveline Louiza Zeidler. 

Cambridgeshire.—Annie Rennie Tough, Blodwen Thomas, Margaret Phyllis Woods, Marjory 
Sharman, Rose Potts, Elizabeth Ann Bewick, Elener Blake, Josephine Evelyn Hughes. 

Cheshire, Chester —William Adams, William Ernest Barlow, Charles Edward Evans, David 
Evans, John Edward Stringer, Margaret Davies, Ceridwen Evans, Eleanor May Gibson, Elsie 
Roberts, Gwladys Roberts, Grace Thomas, Florence Thompson, Iris Williams, Olive Williams. 

Cheshire, Parkside.—Ehzabeth. Brown, Rose Tessie O'Kane, Jane Edwards Lewis, Mav 
Gavin, Gladys Cockitt, *Mary Anne Dolan, Helen McBrath Gray, Jane Elizabeth Higgins, 
Ernest Cockavne. 

Cornwall.—Hedley Thomas Chegwidden, Frances May Higman. 

Cumberland and Westmorland.—*lsabella Douglass Cockburn, Eleanor Foster, Lilian Leech, 
Eleanor McCurdy, Robert Currie Bragg, James Conlon, Albert Edward Little, John Spencer 
Wilson. 

Derbyshire.—May Bailey, Lizzie Everitt, *Margaret Mather, Sarah Alice Woollands, *Hilda 
Ingram, Grace Kirkman, *Hilda Bradburv, Hilda Slater, Alfred Batson, Reginald George 
Gilbert, Frederick William Harris, Albert Edward Piggott, George Sanders. 

Devonshire.—*Margaret Smith Lauder, Annie Johnson Black Armstrong Hooper, Violet 
Matilda Hutchings, Doris Passmore. 

Dorset.—Gladys May Clutterbuck, Sylvia Hole, Norah Ashworth, Ada Doris Miller, Ella 
Godfrey, Ellen Smith, *Constance Louise Meaker, Edna Louise Savidge, *Kathleen Eccles, 
Evelyn Whitehead, Herbert Tomlinson, Frank Packhard, William Edwin Carpenter. 

Essex, Brentwood.— Joseph Cecil Poginore, *Frederick Lockett, Cyril Sweeting, Nellie Padin, 
Irene Nickisson, Nellie Easthope, Adelaide Pauline Poole, Elizabeth Mildred Winship, Rubina 
Winifred Jones, Freda Stannard, Minnie Kenny, Isabella Kirby, Mary Isabella Rutherford. 

Hampshire, Knowle.— Kenneth Percival Allen, Ethel Langton. 

Hampshire, Park Prewett—Austin Fretwell, Edwin Gledhill, Phyllis Monger, Bridie Mc- 
Guinness, Catherine Murphy, Mary Lewis, Jane Frances Hurley, Georgina O’Neill, *Edna May 
Williams. 
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Herefordshire. —Minnie Pook, Doris Jones, Gladys Jenkins, Grace Lee, Dorothy May Sharp, 
Lily Elizabeth Wood, Megan Jenkins, William Arthur Whittaker, Evelyn George Powell. 

Hertfordshire, Hill End.—]Jeanie Annett, Annie Marv Francis, Annie Isabella Bone. 

Kent, Chartham.—Norah Margaret Popplewell, Kathleen Keane, Sarah Elizabeth Hall, 
Hannah McCormick, Rosalind Beatrice Daisv Searle, Dorothv Grace Lupson, Edith Rose Sabey. 

Kent, Maidstonce.—Mary Shorten, Ethel Maud Amies, *Agnes Fyfe McLachlan. 

Lancashire, Lancaster.—Alfred Walker, Frank Fell, Harold Edward Jones, Colin Allen Bell, 
Frank Hollins Lacey, Vincent Purcell, *Duncan McKenzie, Ralph Henry Harris, Reginald 
Tvldeslev, William Sanderson Beatty, Arthur Carpenter, John Dixon. 

Lancashire, Rainhill.—Catherine Mary Connolly, Marian Waltho, Ronald Wilkes, Thomas 
Brennan, Marv Mercer. 

Lancashire, Whittingham.—William Henrv Gates, Hilda Sharples, Grace Chisholm, Sarah 
Shuttleworth, Margaret Twist, Marion Stewart. 

Lancashire, Winwick.—Violet Chapman, Edith Arkwright, Marion Lamb, Mary Ackers, 
Annie Eastham, Mary Shalvev, Daisy Kenuy, John Watson, Thomas Arnold Lawson, Thomas 
Capper, Wilfred Smith, Thomas McLoughlin. 

Leicestershire and Rutland.—Sidnev John Dolby, William Alfred North. 

Lincolnshire, Bracebridge.—Harrv Bolton. 

Lincolnshire, Rauceby.—*Catherine Almond, May Ambler, Emily Auckland, Vera Dickinson, 
Edith Minnie Grice, George Thomas Richard Marshall, Annie Elizabeth Rodgers, Lizzie Emma 
Speed, Florence Hilda Swinn, Mabel Annie Swinn. 

London, Banstead.—George Harry Dav, John William Favle, John Hamilton, Thomas 
Lyndhurst Francis, Henrv Marks, Lewis Alfred Miles, Margaret Boothman, Elizabeth Catherine 
Casey, Sarah Elizabeth Forman, Mary Anne Kennedy, Lily Lloyd, Margaret Ronayne, Dorothy 
Isabel Steele, Katherine Edith Trinder, Ivy Morwena Down. 

London, Bexley.— Noel Biller, Ivy Beatrice Bayliss, Mabel Giles, Mary Florence Goodban, 
Winifred Minnie Lennox, Kathleen McKeon, Isabella Estelle Roscoe, Louisa Jane Sawyer, 
Margaret Jane Todd, Doris Wareing, Thomas John Johnson, Arthur William Humphries. 

London, Cane Hill.—Edith May Sanders, Ivy Pedder, Lilian Sarah Alberta Frost, Daisy Page, 
Olive Payne, Samuel Patrick Mayo, William Leonard Green, James Henry Clements, George 
Wiliam Edward Bishop. ; 

London, Claybury.— Patricia Elizabeth Austin, Jean Kathleen Blunt, Margaret Gwendoline 
Comont, Robert James Chantree, Janet Fraser, Florrie Greenall, Eileen Cecelia Hames, Arthur 
George Harris, Vera Keeble, Jane Layton, Florence Annie Mackender, Margaret McCarthy, 
Mary O'Connor, Thomas William Baden Smith, Constance Taylor. 

London, Colney Hatch.—Ada Emma Leveridge, Mary Elizabeth Sparkes, Helena Florence 
Anderson, Eva Maud Baynham, Charles Thomas Gold, Edward Charles James Aves, John Ellis, 
Arthur Martin. 

London, Ewclli—l.ucy Connolly, Gertrude Emma Sears, Annie Bousfield. 

London, Hanwell.—William R. Johnsev, Robert Musgrave, Harry Johnson, Ronald R. Joy, 
John H. Graimes, Doreen Jones, Hilda M. Tucker, Mary A. Morgan, Anne E. G. Stokes, *Eliza 
Hulonce, Frances R. M. Richmond, Agnes V. Giles, Beatrice A. Mabin, Ivy L. R. Warner, Ann 
E. Williams. 

London, Horton.—Agnes Woolley, Elsie Mabel Dobbs, Grace Barbara Taylor. 

London, Long Grove.—Julia Benignas Aspell, Kate Adelaide Bartrum, Evelyn Gowland, 
*Winifred Alice Gration, Noreen Mary Kelly, Muriel Annie Peacock, Isabella Waugh Johnson 
Strother, Leslie Foster, Herbert John Jeffries, Frank Lakin, Leonard Pickering, James Peat, 
Edward Sinith, Stanley James Tavlor. 

London, Maudslev.—* Margaret Llovd, *Marion Skene, Margaret Murtagh, *Florence Barber 
(winner of Campbell Clark Prize), Catherine Flanagan, Ivy Nash, Maisie Lambert, Violet Smith, 
Dorothy Bowden, Reginald Bishop. 

London, Tooting Bec.—Edward Ernest Humphries, William Dewis Sheldon, Thomas George 
Burnell Tucker, Rachel Annie Brown, Nora Alice Chapman, Violet Emma Fulford, Margaret 
Louisa McGinley, Minnie Isabel Skellet, Mary Quigley, Esther Snelling, Grace Evelyn Hinton, 

London, West Park.—Lydia Elizabeth Berry, Julia Byrne, Margaret Cunningham, Dilvs May 
Gale, Mary Frances Hayes, Olive Doreen Key, Kathleen McGovern, Johan Munro, Elsie Rose 
Rowe, Christina McDermott, Horace Albert Warren, George David Hurst. 

Middlesex, Napsburyv.—Frances Sara Curle, Gwendoline Grittths. 

Middlesex, Springfield.— Evelyn Annie Raine, Mary Lynn, Violet May Cator, Florence May 
Lege, Winifred Kennard, Beatrice May Derrick, Doris Chapman, Gertrude Black, Marcus 
Reginald Cuddeford, William Michael Sullivan, Henry George Burgess, Sheila Carroll, Ivy Close, 
Dorothy Harrison, Catherine Joseph. 

Mid-Wales.—David Lewis Williams, Daniel Michael Reardon. 

Norfolk.— Percival Nicholas Clarke. 
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Northamptonshire.—Ada Millicent Broadhead, Mary Eileen Thompson, John Stewart, Jack 
Ward. 

Nottinghamshire.— John Howard Elliott, Kate White, Gladys Mary Stockdale, Edith Marv 
Elliott. 

Oxford County and City.—Marjorie Doris Bishop, Marjorie Winstone, Helen Murphy, Reginald " 
Tucker. 

Shropshire.—Frank Stacey, Joseph Gerrard, Frederick Whittle, Ethyl May Bill. 

Somerset and Bath, Cotford.—Harrv Batstone. 

Staffordshire, Burntwood.—Lilv Evans, Marv Adelene Pearce, Amy Stanfield, William Frank 
Plant. 

Staffordshire, Cheddleton.— John Hardcastle, Charles Edmund Brown. 

Suffolk.—Emilv Halliwell, Lily Green, Cecil Jermy. 

Surrey, Brookwood.—Neville Astbury, Albert Edward Brighton, Harrv Coupe, Randolph 
John Dyson, Cecil Frances Evans, Walter Farnsworth, Amelia Mary Harper, Bessie O'Connor, 
Robert Edward Rawson, William Edward Rowlev, Lilian Stokes. 

Surrey, Netherne.—Howard Vincent Selfe, John Robert Bain, Muriel Davies. 

Sussex, East.—Marie Agnes Brollv, George Podmore, Leslie Roy Message, Norman Bowes. 

Sussex, West.—Gwendoline Nora Sparkes, Hazel May Holland, Albert Edward Price, Albert 
Northeast. 

Warwickshire. —Grace Wilkins, Nellie Winifred Kearsey, *Ivor Redvers Coleman. 

Wiltshire. —Elsie Elizabeth Mabberley, Winifred Greenaway, Samuel William George Cook. 

Worcestershire, Barnsley Hall.— Jennie Collinson, Thirza Catherine Smith. 

Worcestershire, Powick.—William Henry Horne, Robert Simms. 

Birmingham, Rubery Hill and Hollymoor.—Edith Margaret Stewart, Ellen Nicholson, Alina 
Agnes Louisa Roper, Marv Ellen Nestor. 

Birmingham, Winson Green.—Edna Allway, Nancy Doreen Collinson, Florence Perkins, 
John Walter Hall. 

Brighton.— Kathleen M. Clifford, Blanche May, Edwin James Chadwick, Reginald Holdcroft, 
John James Allen. 

Bristol—Olive Winterson, Freda Newman, Winifred Carpenter, Phyllis Jones, Pearl Flanagan, 
Joseph Ashton, Thomas Arthur Brook, *Thomas Jenkin James, Arthur Nuttall, Arthur James 
Stone. 

Croydon.—Beatrice Elizabeth Garbutt, Maud Jones, Nancy Jones. 

Hull.—Stella Harrison, *Eileen Beryl Mason, Margaret Hawksworth, Robert William 
Phillips. 

Newcastle.—Ada Mary Francis, John Watson. 

Plymouth.— Rowena Robinson, Audrey Docking, Freda Evelyn Luscombe, Muriel Kathleen 
Loetitia Wheeler Crocker, Francis Macdonald Quirke, Leslie George Hill, William George Hanna- 
ford, Herbert Kenneth Dodd. 

Portsmouth.—Catherine Marv Flynn, Ethel Becton, Phyllis Elizabeth Food, Charles Arthur 
Baits, Leslie Gordon Ford, Archibald Wilson. 

Swansea.—Edith Marv Leeland, Olive Davies, Kathleen Enderby, *Winifred Hilda Watkins, 
Alexander G. Marshall, John Evans, Leonard Thomas Evans. 

West Ham.—Olweu Thomas. 

York.—Gwendoline Dorothy Greenlev, Jenny Richardson, *Kathleen Margaret Spencer, 
Nora Traher. 

Netley.—Jack White. 

Batlbrook House.—Noreen Edna Francis, Gladys Edith Collier. 

Cheadle Roval.—Clifford Bates, William Hall, Stanlev Watson. 

Middleton Hall.—Cvril Alfred Brown, Fred Johnson. 

Warneford.— Edith Brown. 


Scotland. 


Aberdeen City.— Christina Donald. 

Dumfries, Crichton Royal.— John Burns Calvert, Margaret O'Connor, Helen Grant Yeats, 
Jessie Connor, Annie Caffrev. 

Edinburgh Royal, West House.— Flora McArthur, Margaret Webster Blain, Rose Worthington, 
Jane Yuill. 

Fife and Kinross.—Margaret Robertson Anderson, Jeannie Hay, Margaret Forbes Cormach, 
Christine McArthur, Robina Paterson. 

Glasgow, Gartloch.— Helen Thomson McFaul. 

Glasgow, Woodilee.—Ann Kane. May Montgomery. 

Govan.—Robert Allison, Albert Bagnall, Martha Elizabeth. Brownlee. 
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Greenock.— Alexander McDonald, John Wilson, William Campbell, John Laird, Angus John 
MacDonald, Marv Pattison Purdie, Ann MacDonald. 

Lanark, Hartwood.—Gertrude Hilditch. 

Montrose Royal.—Margaret. Simpson Scorgie, Edith Young, Violet Scorgie, Alice Keay, 
Margaret McAllan, Mary Jane Arbuthnott, Annie M. F. Kenlow, *Martha Scoular Clarke, 
Robert Wyllie. 

Roxburgh.—Marv Ferguson, Helen Gordon, Annie McCracken, Williainina McVey. 

Stirling —Annie McLelland Brown, Margaret Degnan Craig, Sarah Jane Livingstone, Annie 
Murray, Mary MacFarlane, Michael Leddy. 

e 


Ireland. 


Ballinasloe.—Thomas Costello, Annie hellv. 

Belfast. — Jeanie Wilson, Margaret Caldwell. 

Downpatrick.—Ruby Elizabeth Lyttle, Kathleen Anne Hynds, Mary Sophie McParland. 

Dublin, Grangegorman.—Leo Bermingham. 

Killarney.—Patrick Murphy, John Moriarty, John Smith, Bartholomew Banbury, May 
O'Connor, Mary Murphy. 

Portlavighise (Maryborough).—* Bridget Flannagan, Cathleen O'Toole, Denis Phelan. 

Sligo.— Annie McDermott, Mary McPartland, Nellie Harte, Kathleen Garvey, Mary Gallagher, 
Kose Boylan, Michael O' Rourke, Patrick Hennigan. 


Federated Malay States. 


Chooi Tee Lim (Mrs.). 


NURSING OF MENTAL DEFECTIVES. 


Royal Albert.—*David Drummond Steadman, James Edmund Firth, Phyllis Swarbrick. 

Caterham.—William P. Iellv, Lionel George Faulkner, Thomas W. Barwell, George B. 
Woodward, Eric F. C. Knight, Harold Teece, Francis John Tearle, Francis F. Roberts, Thomas 
Dodd, Nellie Trigg, Nellie Veronica Grant, Violet Mav Lock, Bridget Whitnev. 

Coleshill Hall.—Thomas Edward Crook, Frank Leonard Bishton, Dennis Sumner, *Austin 


Charles Lowe, James Albert Rimmer, Edward Barton. 

Darenth.—Yrederick. Stanley Harvey, *Roland Platt, Stanley Arthur Thompson, Herbert 
Arthur Yakes, Rosina Charlotte Sultana. 

Fountain.—sarah Lily Brearley, Nellie Rose Stavies, Eileen Marion Thompson. 

Great Barr Park.—VPhvllis Mary Gibbons. 

Leavesden.—Maud Aylward, Barbara Ruby Roberts, Sarah Ann Roberts. 

The Manor.—Mary Horwood Squirrell, Thomas Ogle. 

Middlesex Colony.—Wilham Milburn Thompson, Harold Blatherwick, Anne Broderick. 

Royal Scottish.—George Hunter. 

Stoncyetts.— Joseph Campbell Hunter, Robert Orr, Isabella Ross Shaw. 


Bronze Medal and Prize for 1934. 


Dissertations for the Association's Bronze Medal and Prize must be delivered to the Registrar 
by April 30, 1934. 


Divisional Prizes for 1934. 


Papers certified as eligible for this competition must be forwarded to the Registrar not later 
than April 30, 1934. 


Gaskell Medal and Prize. 


The examination for the Gaskell Medal and Prize and the examination for the Certificate in 
Psychological Medicine will be held in Mav, 1934. 
Applications for entry to each examination to be made to the Registrar, St. Andrew’s Hospital, 


Northampton. 
There is no fee for entrance to the Gaskell Prize Examination. 
The entrance fee for the examination for the Certificate in Psychological Medicine is three 


guineas. 
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NOTICES BY THE GENERAL SECRETARY. 
l Deaths. 


BERNARD HOLLANDER. 


Appointment. 


WALKER, R. C., M.D., Ch.B., to be Medical Superintendent, West Riding Mental Hospital, 
Menston, Leeds. ° 


Observation Visit to the Rampton State Institution. 


The Chairman of the Board of Control invites the members of the Royal Medico- 
Psychological Association to visit the Rampton State Institution, near Retford, 
on Wednesday, April 25, 71934. This Institution provides for mental defectives 
with violent and dangerous propensities, and many of the patients are borderline 
cases of psychosis. 

It is proposed to spend most of the time of the visit in observing the occupational 
activities of the patients ; but there will be also a clinical demonstration of interest- 
ing cases. 

The arrangements will enable members from the London area, the Midlands, 
and from Yorkshire and Lancashire to travel to Retford on Wednesday morning 
and to return that evening. Members who wish to secure hotel accommodation 
near Rampton are recommended to apply at ' Ye Olde Bell", Barnby Moor, 
Notts, or ‘‘ White Hart ’’, Bridgegate, Retford, Notts. 

Members who intend accepting this invitation to visit the State Institution 
are requested to inform the Medical Superintendent with as little delay as possible. 
On this occasion there are special reasons, e.g., the possibility of arranging for 
express trains from London and other areas to stop at Retford, for ascertaining 
beforehand the approximate number of members who will join in the visit. 

Full particulars of the arrangements will be sent to all members who notify 
their intention of accepting the invitation. 


NOTICES OF MEETINGS. 
Quarterly Mectings.—Vebruarv 22, 1934; Mav 17, 1934, at rr, Chandos Street. 
South-Western Division. —April 26, 1934, at the City Mental Hospital, Portsmouth. 


Annual Meeting. 


T he Annual Meeting will be held at Northampton during the week commencing 
July 2, 1934 (not July 9 as originally intended). 
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JOURNAL OF MENTAL SCIENCE 


CONTENTS FOR JANUARY, 1934 


Original Articles— 
Melancholia: A Historical Review ; by Aubrey J. Lewis, M.D., M.R.C.P. 


Psychoses Associated with Childbirth ; by D. N. iacu M. D. ir 
M.R.C.P., D.P.M. . 


An Analytical Review of a Series of Cases of Insanity v with Pregnancy : by 
C. B. Bamford, M.D. . 


Female Homicides ; by J. Æ. Morton, M. D.Dub. 


Some Observations on Lipoid Metabolism in Mental Disorders: ; by J s. 
Sharpe, M.B., Ch.B.Glasg. 


The Blood Cholesterol in Epilepsy in Relation to Treatment by Dehydration 
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Part I.—Original Articles. 


AN ATTEMPT AT A PHYSIOLOGICAL INTERPRETATION OF 
OBSESSIONAL NEUROSIS AND PARANOIA. 


By Prof. I. P. Pavrov, 
Leningrad. 


THE starting-point for a physiological understanding of the above-mentioned 
diseases consisted in some new laboratory facts obtained in the course of the 
study of conditioned reflexes in dogs. 

When conditioned stimuli are elaborated out of various external agents 
(we may take for an example conditioned food reflexes), the first reaction 
elicited by the established conditioned stimulus usually consists in a movement 
towards the stimulus, i. e., the animal turns to the place where the stimulus is 
to be found. If the stimulus is within reach, the animal even tries to come in 
touch with it, namely, by means of its mouth. Thus, if the conditioned stimulus 
is the switching on of a lamp, the dog licks the lamp; if the conditioned stimulus 
is a sound the dog will even snap at the air (in case of very heightened food 
excitability). In this way the conditioned stimulus actually stands for the 
animal in place of food. In the case of several conditioned stimuli arising 
from different directions the animal naturally turns towards each of them. 

In one of our dogs, besides other conditioned reflexes, there was formed a 
conditioned reflex to an extremely feeble noise issuing from under the right side 
of the table on which the animal was standing (experiments of I. I. Filaretov). 
Trying to catch this noise, the dog went to the very edge of the stand, 
sometimes even stretching out one or other paw over the edge and bending 
its head to the utmost in the direction whence the sound proceeded. Other 
conditioned stimuli were to be found at various other places, but when they were 
put into action the dog still preferred to turn towards the place where the 
noise had been produced. | 

This fact appeared particularly strange when, in the course of experiments 
with other stimuli, the application of the noise was discontinued, but the motor 
reaction towards the place whence it had originated invariably remained, and 
still exists up to the present time—that is, a year and a half after this stimulus 
was dropped. On the application of any other stimulus originating in quite a 
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different place the movement of the dog was always directed to the place 
where the noise had formerly been heard ; this continued until food was served, 
and then only would the animal turn to the food-box. 

Towards the end of the usual interval between conditioned stimuli, i.e., 
before the setting-in of the next stimulus, dogs often get into a state of '' feed- 
ing excitement ” (time reflex), either turning towards the food-box, or to the 
place of one or other conditioned stimulus. The above-described animal 
turns only towards the place from which, long before, the noise had been heard. 

Evidently this reaction ought to be considered a pathological one, since it 
is senseless and crude, distinctly contradicting the existing relationships. 
Such being our opinion, we decided to put the animal under treatment. A 
positive result would, of course, have been a further proof of the indisputable 
pathological character of the reaction. To this end we selected bromides in 
adequate doses, since we already knew of a great many cases where they had 
been of decisive help in our experimental neuroses, and even in cases of 
constitutional failings of the nervous system. 

Under this treatment the reaction weakened considerably. On the appli- 
cation of other stimuli it disappeared altogether, being superseded by an 
adequate and legitimate motor reaction directed towards the place where these 
diverse stimuli were situated. Later on the same phenomenon was observed 
in some other dogs ; in one of them similar abnormal reactions were completely 
obliterated by means of bromides. 

It is clear that in the above-described facts we have a pathological dis- 
turbance of the activity of the nerve cells, an alteration of the normal balance 
between two sides of their activity (the excitatory and the inhibitory processes) 
with an abnormal predominance of the excitatory process. This found con- 
firmation in positive results obtained with bromides—agents which are known 
to increase the inhibitory function of the cells. 

As the extreme weakness of the external agent provoked an unusual 
tension not only of the general motor orientating apparatus, but also of the 
special adjusting apparatus of the receptor of the stimulus in question, the 
overstraining of the excitatory process must be looked to as the proximate 
cause of the pathological phenomenon in the experiment described. 

Soon we were able to add to this another similar fact. On a dog of a weak 
type (but of a stronger variation), and on several castrated dogs of different 
types, we undertook an investigation on the solving of a difficult problem. 
The problem consisted in the transformation of the conditioned action of a pair 
of metronomes with different frequency of beats and opposite conditioned 
significances into the reversed action. The stimulus provoking excitatory 
process in the cerebral cortex was transformed into a negative one, and the 
stimulus provoking the inhibitory process into a positive one (experiments of 
M. K. Petrova). For this purpose the metronome with well-elaborated positive 
effect was applied without reinforcement, and the inhibitory stimulus, on the 
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contrary, was invariably accompanied by feeding. In one of the castrates of 
an exceptionally strong type the procedure met with a complete success. In 
the other animals which were submitted to the same test, transformation 
seemed to be in the act of taking place, when a peculiar state of affairs set in. 
In some animals it seemed even as if the object had been attained ; several 
times in succession the metronome gave results corresponding to the new 
conditions of the experiment. However, later on, either gradually or at once, 
everything returned to the original relations, in spite of the fact that the 
procedure of transformation had been repeated some scores of times and was 
still being continued. 

What was the meaning of this? Was it possible that at this stage of experi- 
mentation, in spite of the external likeness in the action of metronomes to 
their former action, everything relating to the nature of the excitatory and 
inhibitory processes in the cell had remained without alteration ? 

This had to be solved by means of a special investigation. The experi- 
ments that were undertaken revealed serious disturbances of the normal 
relationships in the nerve cell. The excitatory process now is not what it had 
been. It has become more stable and less inclined to yield to the inhibitory 
process. Or it might be understood as if the inhibitory process had weakened 
considerably, and thus led to the predominance of the excitatory one. The 
experiments were as follows: When the metronome evoking this changed 
excitatory process was applied repeatedly in the course of the same experiment 
without reinforcement by food, that is, was made to undergo extinction, it 
decreased considerably less and much more slowly than other positive stimuli 
In similar conditions. And still another peculiarity. Very often after the 
extinction of the transformed stimulus we failed to observe diminution in the 
usual effect of the succeeding conditioned stimuli (secondary extinction). This 
suggested insufficient participation of the inhibitory process in the procedure 
of extinction of our stimulus. On the other hand, immediately after the 
extinction of other conditioned stimuli (until zero reaction) the aforesaid 
stimulus hardly underwent any change except, perhaps, a very slight weakening. 
At the same time, other positive stimuli decreased considerably, and even on 
the following day showed lowered effects. We had here a case of an evident 
stability of the excitatory process of the cell, alongside a weakening of the 
inhibitory one. Simultaneously we became aware of a great difference among 
other auditory conditioned stimuli as to the stability of their excitatory process. 
Stimuli differing most from the metronome in the character of their sound, 

namely, tone stimuli, remained normal Stimuli with elements of striking 
sound approached, in respect of stability, the pathological action of the 
metronome. 

Thus in these experiments, on the transformation of the action of metro- 

nomes, we obtained the same abnormality as in the case first described: there 
in the cells of the motor analvser, here in those of the acoustic; in the first 
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case as a result of overstrain of excitation, in the latter as a result of a clash 
between excitation and inhibition. In both cases normal relationships were 
restored after the administration of bromides. This gave one more reason 
for regarding the weakening of the inhibitory process as one of the mechanisms 
of the new pathological state, and also enabled us to understand why this fact 
was observed on castrated animals of the strong type. We have long known 
that one of the main results of castration consists in the lowering of the 
inhibitory function of the cell. 

Many descriptive names may be applied to the above-mentioned pathological 
phenomenon—blockage, unusual inertia, increased concentration, exceptional 
tonicity. Henceforward we shall preferably use the term “ pathological 
inertness ". 

These new data serve as confirmation and expansion of our older more 
general finding, that by functional means (without mechanical interference) 
one might experimentally obtain in the cortex a very limited pathological 
point. Inour former experiments such a point was represented by paradoxical 
and ultra-paradoxical phases, i.e., corresponding stimuli gave greater effect 
while diminished in strength, contrary to what takes place in normal conditions, 
or even produced a negative effect instead of a positive. The given point 
either remained in this condition without affecting other points of the hemi- 
spheres, or passed on into the next pathological stage, when its stimulation 
by the corresponding agent led to a disturbance of the activity of the whole 
cortex in the form of a general inhibition of this activity. In our last case 
also we have isolated pathological points, but their pathological state 
represents a peculiar phase, which is expressed in the abnormal inertness ot 
their excitatory process. 

The foregoing is sufficient evidence for assuming that under the influence 
of various morbific factors of a functional character in the cerebral cortex, 
distinctly isolated pathologic points or areas may originate. Consequently 
we may expect that this experimental fact will also take its place in the 
pathology of the higher nervous activity in man. 

I feel justified in thinking that in stereotypy, iteration, perseveration as 
symptoms, as well as in the substance of obssesive neurosis and paranoia, the 
fundamental patho-physiological phenomenon is one and the same, namely. 
that which was observed in our experiments, and which we decided to designate 
by the term of ‘‘ pathological inertness ”. Stereotypy, iteration, perseveration are 
pathological inertness in the motor area of the cortex (of the general skeleton 
movements as well as of the special verbal ones) ; in obsessive neurosis and 
paranoia we have similar inertness in other cortical cells relative to our other 
sensations, feelings and conceptions. The latter statements, of course, do not 
exclude the possibility of the appearance of the same pathological state in the 
lower sections of the central nervous system. 

Now let us turn our attention so to say to the clinical setting, in the various 
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neuroses and psychoses, of this pathological phenomenon as an expression of 
one of the phases of the pathological condition of nerve cells. For instance, 
stereotypy and perseveration are no uncommon symptoms in hysteria. A 
hysterical woman complained that when she began to comb her hair she was 
unable to stop—to put an end to this occupation in due time. Another patient, 
after a provoked catatonic attack of short duration, could not pronounce a 
word without numerous reiterations, or pass over to the next words of the 
sentence. Still more often these phenomena occur in cases of schizophrenia, 
where they form the characteristic feature of the disease, especially in its 
catatonic form. Pathological inertness in the motor area either affects separate 
points or spreads over the whole skeletal-muscle system, as is to be seen in 
some catatonics in whom any group of muscles once made to move passively 
continues to do so an enormous number of times. 

Further, we shall concentrate our attention specially on the obsessional 
neurosis and paranoia as separate, independent diseases, where the phenomenon 
we are interested in constitutes either the essential characteristic symptom or 
the whole of the disturbance. 

If pathological inertness is evident and must be accepted as a fact in motor 
phenomena, it is indeed hardly possible to object to the possibility of the same 
facts being lawful and admissible in relation to all sensations, feelings and 
conceptions. Now these phenomena, taken within the limits of the normal, 
are undoubtedly manifestations of the activity of the nerve-cells. Conse- 
quently obsessional neurosis and paranoia would be pathological states of the 
corresponding cells of the cerebral cortex—in this case a state of pathological 
inertness. In these forms of morbid disturbances we have stable conceptions, 
feelings, and, later on, actions which correspond neither to man’s relations to 
nature at large nor to his normal, strictly specialized, social relations. There- 
fore they bring him into difficult, trying, detrimental conflicts with nature, 
with other people, and, most important of all, with himself. All this, however, 
applies only to morbid conceptions and sensations ; outside their sphere these 
patients think and act as perfectly healthy people, and may even possess 
Capacities above the average. 

Obsessional neurosis and paranoia, from the clinical point of view, are 
sharply differentiated as two morbid forms. Not all neurologists and psychia- 
trists, however, recognize this distinction in the same measure. Some admit 
transitions from one form to the other, ascribing differences between them to 
different intensities and phases of the pathological state, and other additional 
factors. 

Here are some quotations from the latter authors. Pierre Janet says: 
'" Persecutory delusions and obsessions are very close to each other, and I 
wonder why they ever came to be so completely separated." E. Kretschmer : 
“ In connection with the old disputable problem of the existence of any essential 
difference between delusional and obsessive ideas, we can come to a precise 
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conclusion in the negative sense." R. Mallet: “ In this way the delusion 
would come into line with the obsession . . . the organic injury would 
be of the same kind." 

These two morbid forms differ in two fundamental characteristics. In 
the case of obsessive neurosis the patient is conscious of the morbid nature of 
his pathological state, and struggles against it as far as he is able, though on 
the whole in vain. In paranoia the patient does not possess this criticism of 
his state; he is in the power of the disease, in the possession of the persisting 
sensation, feeling, and conception. The second difference consists in the 
chronic course and incurability of paranoia. 

But these distinctions of the two forms do not essentially exclude the 
identity of the chief symptom. The more so as many clinicians have doubtless 
observed cases of acute as well as of chronic transition of obsessions with reten- 
tion of critical faculty into obsessions without it. The difference between 
these forms which has served as a foundation for their clinical separation mav 
have depended on the kind of ground on which their general essential symptom 
has originated, and on the kind of means by which this symptom has been 
provoked in each separate case. 

First of all let us direct our attention to the predisposing factor and causes 
of the disturbance investigated in our laboratory material. We have long 
known in our animals that different experimental neuroses can be produced 
by one and the same morbid agent, depending on the inborn type of nervous 
svstem. Only representatives of the weak type and those of the strong, but 
unbalanced, type become easily diseased. Of course, it is also possible bv 
intensifving morbid agents to overpower and break even a strong, well- 
balanced type, particularly if previously the subject was made to undergo 
some organic disturbance—for instance, castration. 

More especially in the case of the transformation of opposite conditioned 
reflexes (a method of provocation of the above-described pathological inertness) 
we had a great variety of results within the normal limits, as well as among 
pathological deviations, depending on the individuality of the animals. In 
strong and perfectly normal types this transformation runs regularly towards 
that required, though differing greatly in speed and in details. In a giant 
of nervous strength (even after castration), the like of which I have not met 
during thirty years’ work with conditioned reflexes, this transformation started 
from the very first, and without fluctuations was completed in the fifth experi- 
ment. In other dogs the procedure failed to attain complete success in spite 
of numerous repetitions ; either the new positive stimulus did not reach the 
effect of the previous one, or the new inhibitory stimulus, contrary to the 
former, did not attain zero secretion. In some animals it was the positive 
stimulus which underwent transformation earlier, in others the negative. All 
this takes place in cases of successful transformation. 

Likewise a great variety of results in relation to the solving of this problem 
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are observed in cases of pathological deviations. As has already been mentioned 
at the beginning of this paper, either one or other of these deviations takes 
place. And pathological inertness, as one of the results of transformation, 
also either speedily changes into some other form of the disturbance or remains 
more or less stationary. In the weak type, pathological inertness usually 
soon gives place to some other pathological state. Chronic pathological 
inertness is particularly often observed in castrated animals of the strong type. 

I am now intentionally dwelling on our laboratory material in order to show 
how various must be the methods of solving the same life problem by people 
of different types of nervous system, and how diverse must be the pathological 
results in abnormal types with an incapacity to overcome this difficulty. 

So much on the importance of the fundamental factor. As to the proximate 
causes of the disturbance investigated, we saw in our present experiments 
(not yet very numerous) two factors provoking its appearance. At one time 
it is a strong and continuous excitation, i.e., an overstraining of the excitatory 
process, at another time a clashing of the opposite processes. 

When we turn to human beings, we must naturally bear in mind here also 
the different causes as well as different predisposing factors which will determine 
various degrees and various courses, even of one and the same fundamental 
morbid disturbance. 

Already the first cause which has been studied in our animals opens a wide 
range of possible causes for the disturbance investigated in humans. Irregular 
development, occasional accentuation of one or other of our emotions (instincts), 
disease of some internal organ or of a whole system, may cause the corre- 
sponding cortical cells to be temporarily or permanently, excessively and 
unlimitedly excited. This finally brings about their pathological inertness— 
an irresistible conception and sensation which continues to exist long after its 
real cause has been withdrawn. The same might result from strong and 
overwhelming life experiences. No fewer, if not more, cases of pathological 
inertness should be due to our second cause, since the whole of our life is an 
incessant struggle, a conflict of our innermost aspirations, wishes and tastes 
with general natural and special social conditions. 

The above-mentioned causes would localize the pathological inertness of 
the excitatory process in different levels of the cerebral cortex. It may take 
place either in cells receiving immediate stimulation from external as well as 
internal agents (first signalizing system of reality), or in different cells (kinaes- 
thetic, auditory, visual) of the verbal system (second signalizing system). In 
both cases pathological inertness may reach different degrees of intensity, at 
one time remaining on the level of conceptions, at another increasing in strength 
up to real sensations (hallucinations). 

In our dogs we saw that sometimes, owing to pathological inertness, the 
effect of the corresponding stimulus distinctly rose above the normal effects 
of other stimuli. 
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Asto the predisposing factor, it will be a common one in obsessional neurosis 
and in paranoia, i.e., a nervous system inclined to disease, as in our laboratory 
data. It may be, however, the weak type of the nervous system as well as 
the strong but unbalanced one. Our laboratory experience has taught us 
already how essential this difference may be in relation to the character of the 
disease. It is hardly possible to raise objections in this respect against the 
lawfulness of the transfer of conclusions from animal to man. Naturally, 
besides inherent predisposition one inevitably meets with cases of unstable or 
fragile nervous systems incapacitated by unfortunate occurrences, such as 
trauma, infections, intoxications and violent emotions. 

Consequently, the difference between our two forms of disease in relation 
to chronicity and incurability is reduced to a difference in the immediate 
causes of the disease and in the types of nervous systems. The immediate 
causes of the disease may be either temporary or permanent. In its turn the 
excitatory process may either be relatively weak, unstable in its nature, easily 
giving place to the inhibitory one (in the weak type), or strong from the start, 
altogether dominating the inhibitory process. It is clear that in the latter 
case pathological inertness has little or no chance of being completely removed 
or reduced to a lesser degree, relatively normal for the given animal. This 
may be confirmed by the following fact from our laboratory data : in one dog 
of a more or less strong type, with an obsessive movement, bromides distinctly 
diminished the obsession, while in another dog of an indisputably weak tvpe 
the same treatment removed the obsession completely. Besides, it has 
already been mentioned that a more chronic pathological inertness occurs 
mostly in castrates of a strong type. In this connection it is interesting to 
note E. Bleuler's remark in the latest edition of his text-book—that in cases 
which he had studied thoroughly he would not like to regard the coincidence 
of paranoia and sexual insufficiency as accidental. 

As to the other feature of distinction between the two forms (the absence of 
criticism in relation to the morbid symptom in paranoia and its presence in 
obsessional neurosis), it must naturally be reduced to the difference in the 
intensity of pathological inertness. It follows from what has been said before 
that pathological inertness of the excitatory process in a strong type must 
be considerable. And this will account for its greater independence and even 
its inaccessibility to the influence of other undamaged areas of the cortex, 
and thus will physiologically determine the absence of criticism. Besides, it 
is probable that the inert excitatory process of considerable force on its 
periphery will, in accordance with the law of negative induction, initiate strong 
and irradiated inhibition. This, again, must lead to the same result, 1.e., the 
exclusion of the influence of the rest of the cortex on the above-mentioned 
process. 

Let us illustrate general considerations by concrete examples. Imagine 
an individual of an excitatory type—that is, one whose excitatory process 
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predominates over the inhibitory. Let us suppose that in his emotional fund 
(instincts) prevails a rather common tendency to superiority. From his 
childhood he ardently desires to distinguish himself, to be in the first row, to 
be leader, to raise admiration. But nature at the same time either did not 
endow him with éminent talents, or unfortunately for him they were not dis- 
covered at the proper time, or his conditions in life did not permit of their 
being applied to practice. In consequence the individual concentrated his 
energy on an activity foreign to his nature. Inexorable reality denied him 
everything he aspired to: there was no influence, no laurels ; on the contrary, 
there were rebuffs and blows. Nothing remained but to submit and to reconcile 
himself to the part of a humble drudge—that is, to inhibit his aspirations. 
But the necessary inhibition is lacking, and the emotion continuously and 
imperiously insists upon its own. 

Hence at first excessive and vain efforts in one's unfortunate choice of a 
profession, or a change to some other with similar results. Later on, in accord- 
ance with the type (strong), a retirement into self-indulgence by means of 
constant and vivid representation of one's real or imaginary endowments, 
rights and privileges, with associated and supporting notions of intentional 
hindrances and persecutions on the part of the surrounding people. Thus sets 
in, naturally, a sufficiently conditioned phase of pathological inertness in 
corresponding points of the cortex, and obliterates there the last remains of 
inhibition. And now manifests itself the absolute strength of the idea. Not 
by means of active inhibition based on other associations, signals, witnesses 
of reality, but with the help of passive inhibition or negative induction it 
switches off everything inconsistent with it, and changes into a phantastic 
conception of imaginary greatness and successes. The emotion lasts to the 
end of the subject's life, while alongside of it the morbid ideal lives on, but 
remains isolated, disturbing nothing that does not come in touch with it. We 
have genuine paranoia in the sense of Kraepelin. 

Now I shall analyse two cases from Kretschmer's book, Der sensitive Bezte- 
hungswahn. They deal with two girls of a more or less weak type, but 
businesslike, modest, with claims only as to their honesty in religious, moral 
and social relations, without pretensions to rights and privileges in life. 
Pretensions of the last kind very often, nearly always, combine with a strong 
excitatory type. 

Having attained maturity, the girl experiences a natural sexual attraction 
towards a man. Individual, ethical and social requirements have not allowed, 
have detained and are detaining the realization of this attachment. A 
clashing between nervous processes takes place. A disturbed state of the nerve 
activity ensues, and finds expression in pathological inertness in those parts 
of the cortex which are connected with struggling feelings and conceptions. 
The girl receives the insurmountable, obsessive conception that her sexual 
attachment is reflected in her face in the form of crude sensuality. In the ward 
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she hides her face in the pillow even before the doctor. Before that stage she 
avoided going out into the street, as it seemed to her that people looked at her, 
spoke of the expression of her face and laughed. Although these conceptions 
are imaginary, so far everything remains within the limits of the really possible. 
Further comes a jump, incomprehensible even as the work of pathologically 
connected thought. Under the influence of a conversation with a friend, who 
affirmed that Eve in Paradise conversed with the serpent, not as an intellectual, 
but as a sexual seducer, the patient attains at once the unexpected and irresis- 
tible conception and sensation that a serpent dwells in her inside. It moves 
continually, and sometimes its head seems to mount as far as the pharynx. 
We have here a new inert idea. But how, by what process, has it originated ? 
Kretschmer calls the phenomenon “ inversion ’’, and believes it to be a reversion 
of reflex nature (reflektorischer Umschlag). 

In connection with an identical phenomenon in another clinical case 
Kretschmer says: “It has arisen in the manner of a reflex without logical 
mediation, even in direct opposition to it." What sort of reflex is it, then ? 
Where does it originate and how does it stop? We have met and known this 
process in the laboratory and can understand its physiological mechanism. At 
this stage I find it essential to mention, to emphasize, that in this case the 
physiological and the psychological overlap most evidently; in fact thev 
closely coincide, and, one may say, become identical. 

Let us remember the pair of oppositely-acting metronomes, one excitatorv, 
the other inhibitory. If in the cortex there arises a general inhibition, in the 
form of hypnosis for instance, or locally within the area of metronome action, 
the positive metronome becomes negative and the negative positive. This is 
what we call an ultraparadoxical phase. 

In the above-described unexpected conclusion of our patient we come across 
this very physiological fact. The girl possessed a constant and deeply-rooted 
conception of her sexual purity and inviolabilitv. She held it a moral and 
social stain to experience sexual attachment, even if subdued and not in the 
least realized. ‘This conception, owing to the generalized inhibitory condition 
in which the patient resides and which, in weak nervous types, is usually 
accompanying a state of difficulty, irresistibly, physiologically, changes into 
a reversed one (slightly veiled). The latter, reaching the intensity of a sensa- 
tion, causes the patient to feel the presence of the sexual seducer in her very 
body. Exactly the same takes place in the persecutory delusion. The patient 
wants to be esteemed, and is smarting under contrary and imaginary concep- 
tions of continuously inflicted insults ; he wants to possess secrets, and is haunted 
by an obsessive idea, an opposite conception, that all his secrets are penetrated 
by others. Such a physiological interpretation I have already given in an 
open letter on the subject of obsessive feelings (les sentiments d'emprise) 
addressed to Prof. Pierre Janet. 

Consequently, in the present case, at the basis of the delusional state are 


1934. ] BY I. P. PAVLOV. | 197 


to be found two physiological phenomena—pathological inertness and ultra- 
paradoxical phase, existing either separately or side by side, or relieving each 
other. 

Approximately the same took place in the case of the other girl described 
bv Kretschmer; the same conflict of a natural sexual attachment with a 
worldly-wise and pertinacious idea of an incongruous difference in years, 
the object of love being much younger; the same consequences, including the 
inversion, when the patient becomes tormented by the absurd idea of being 
pregnant, in spite of the fact that the object of love had never even noticed her 
inclination to him because of the reticence in the expression of her feelings. 

This last case, studied by Kretschmer in the course of many years, shows 
clearly how obsessive ideas and sensations sometimes reach the intensity of 
real ideas and sensations and cease to be accepted by the patient as morbid, 
how they remain at this stage for some time, and then again are recognized 
by the patient objectively as symptoms of disease. The changes in this case 
took place in connection with repeated complications in the surrounding 
circumstances, and consequent changes in the states of the nervous system, 
either recovering or again oppressed and weakened. Finally, with advancing 
years everything naturally settled to the normal. 

While perusing some books on neurology and psychiatry I was glad to come 
- across a mention of a theory formulated by the French psychiatrist de Cléram- 
bault. According to this theory the primary phenomenon in paranoia consists 
in the appearance of “ intellectual automatism ’’, “ parasitic words and ideas ”’, 
as de Clérambault calls them, round which later the delusion develops. What 
can be understood under the term of “intellectual automatism ” if not a point 
of a definite pathologically inert excitatory process round which concentrates 
(according to the law of generalization) everything intimately connected with 
it, related, similar to it, and from which is repulsed, inhibited (according to the 
law of negative induction), everything that is foreign to it. 

I am no clinician (I have been and remain a physiologist), and, of course, 
at present (so late in life) would have neither the time nor the possibility to 
become one. Owing to this, in my present conclusions as well as in my former 
excursions into neuropathology and psychiatry, while discussing corresponding 
material, I dare not aspire to sufficient competency from a clinical point of view. 
But I certainly shall not be erring now if I say that clinicians, neurologists and 
psychiatrists, in their respective domains, will inevitably have to reckon with 
the following fundamental patho-physiological facts: the complete isolation 
of functionally pathological (at the ztiological moment) points of the cortex, 
as well as the pathological inertness of the excitatory process and the ultra- 
paradoxical phase in them. 
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ON THE NATURE OF INHIBITION: A REVIEW.* 


By W. R. AsuBy, B.A., M.B., B.Ch.Cantab., M.R.C.S., L.R.C.P., D.P.M,, 
Assistant Medical Officer, Leavesden Mental Hospital. l 


WHILE, during the last thirty years, great advances have been made in 
our knowledge of inhibition, its properties and its interactions with excitation, 
yet little progress has been made in elucidating the precise nature of inhibition 
itself. Pavlov (67), for instance, has discovered many of the principles of 
inhibition, its interaction with excitation, its irradiation, its extinction and so 
on. But all the time he is dealing with inhibition simply as a phenomenon 
which shows itself in the end-reaction. With regard to what is actually 
happening in the cortex, he admits that it is unknown. Yet the phenomenon 
of inhibition is one of prime importance in the organization of the central 
nervous system. Perhaps, at times, while watching, say, a dog chasing a ball, 
one is apt to forget the many reactions which are not happening in one’s interest 
in what 7s happening. Yet an overdose of strychnine to the dog will soon ' 
remind one that every movement of each limb, every twitch of a muscle is 
surrounded, as it were, by a wall of inhibition, checking, controlling and timing 
so as to produce the final smooth and graceful co-ordination. 

The subject of inhibition must be of especial interest to those who are 
concerned with man and his behaviour. In a simple animal like Hydra there 
are only two possible reactions if it is touched—it may retract into a ball 
(defence reaction), or it may attempt to grasp the object and eat it (feeding 
reaction). Consequently if it exhibits the defence reaction, then there is only 
the feeding reaction to inhibit. If it had three available reactions, then in 
exhibiting one there would be two to inhibit. If there were ten possible 
reactions, then there would be nine to be inhibited. It will be seen, therefore, 
that although excitation tends to remain the same in amount, since only one 
reaction can be expressed at any one time, yet as the nervous system develops 
and gains new potentialities, so will there be more and more possible reactions, 
the vast number of which must be inhibited. Inhibition, instead of being a 
simple alternative as in Hydra, now becomes like a great sieve, only allowing 
a little of the possible excitation to get through into actual activity. Kinnier 
Wilson (84) has often expressed his idea that action is really only the opening 
of a gate in a wall of inhibition ; that when we think we are doing something 
“actively ", we are in fact merely allowing to happen something which has 
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been continuously pressing to activity and has been equally continuously 
inhibited. It is clear that this vast inhibitory activity will be at its maximum 
in man, for no other animal has such great possibilities in behaviour. But 
out of these possibilities, only one can be exhibited at any one moment ; the 
remainder must be inhibited or chaos will result. At the same time, this great 
inhibitory activity is not so obvious to the eye, for what a person has actually 
done will always catch the eye, whereas the question of what he might have 
done comes only as an afterthought. Inhibitory processes are silent, and can 
be discovered only by inference. 

It will be seen, theretore, that inhibition is a subject of major importance in 
the normal co-ordination and integration processes in the nervous system, and 
that the greater the organization and consequent freedom of behaviour, the 
more important does inhibition become. Inhibition is one of the great foun- 
dation stones of normal behaviour. No apology, therefore, is needed for an 
attempt to penetrate more deeply into its nature. 

In this paper it is proposed first to describe briefly the facts demonstrating 
inhibition, so as to provide an objective basis for discussion. Secondly, to 
give a review of the theories proposed in the past. Thirdly, to discuss these 
theories. And fourthly, to draw further deductions in an attempt to construct 
a general theory which shall fit the facts, and which will provide a sound point 
of view for further work. 


METHODS BY WHICH INHIBITION MAY BE DEMONSTRATED OBJECTIVELY. 


In this list no attempt is made to cover all methods. The items in the list 
have been selected to give one example of each type of inhibition; mere 
variations on the same theme have been omitted : 

(1) Stimulation of the skin by warmth causes vaso-dilatation. This is an 
inhibition, since it involves suspension of the ordinary tonus-activity of plain 
muscle. 

(2) Stimulation of the vagus nerve slows the heart-beat. 

(3) Stimulation of the sympathetic causes cessation of the normal rhythmic 
movements of the intestine. 

(4) Stimulation of the sympathetic causes relaxation of the tonus of the 
smooth muscle in the bronchi. 

(5) With suitable stimuli, the respiratory, vasomotor and cardiac centres 
in the medulla may be made to be less active. 

(6) During deglutition, movements of the diaphragm and chest-wall are 
inhibited. 

(7) When a muscle is made to contract in reflex action, muscles which are 
antagonistic to it relax (reciprocal innervation). 

(8) In a reflex showing after-discharge, such as the scratch reflex, the 
stimulation of a more “ urgent ” reflex will abruptly terminate the activity of 
the after-discharge (Sherrington, 76). 
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(9) The stimulation of an inhibitory nerve before excitation will prolong 
the latent period (Sherrington, 80). 

(10) Fatigue, as it is seen in the intact animal, seems to be due almost 
entirely to central inhibition. 

(11) If an excitatory conditioned reflex is established in a dog, a different 
stimulus may be given inhibitory powers by non-reinforcement (Pavlov, 67). 

(12) Such inhibition as is seen in (10) may itself be inhibited by a further 
stimulus. 

(13) If an excitatory conditioned reflex is extinguished by non-reinforce- 
ment, the extinction may be shown to be really an inhibition. 

(14) In man, the tonus activity of muscles is perpetually restrained by the 
pyramidal tract. 

(15) Some activities of the thalamus and other lower centres are continually 
inhibited in some degree by the action of the cerebral cortex (Head and 
Holmes, 44). 

(16) Sleep has been shown to consist of generalized cortical inhibition 
(Pavlov, 66). 

(r7) Narcolepsy and cataplexy probably consist equally of some type of 
inhibition (Adie, 1 ; Worrall, 85). 

(18) The sound of a dog's bark nearby will cause immediate and wide- 
spread inhibition of movement in a rabbit. 

(19) When a congenital strabismus is present, the difference in visual 
patterns presented causes a '' functional " blindness, i.e., the pattern from one 
eye is inhibited and does not enter further into the cortical activities. The 
same type of phenomenon is seen when looking down a microscope with both 
eyes open. In the unpractised, the two “ views " tend to come into conscious- 
ness alternatively—the appearance of one tends to inhibit the other. In the 
practised, one view is completely dominant, the other being inhibited. 

(20) When a person has before him two almost equally good reactions 
(choice of words, etc.), the appearance of one usually inhibits completely the 
appearance of the other. 

(21) In hysteria with multiple personality, the appearance of one set of 
reactions (personality) under hypnosis completely inhibits the appearance of 
the other sets of reactions. 

(22) The Freudian “ repression ” is so similar to inhibition in its objective 
characteristics that it must be considered to be of that nature. 


Is INHIBITION A UNIT PHENOMENON ? 


It will be seen from the preceding list that the phenomena of inhibition 
cover a wide range in the physiology of the nervous system. We may ask, 
therefore, whether these different types of inhibition are really homologous. 
Does the word “ inhibition ” refer to one activity, or is there really more than 
one type of inhibition, each fundamentally distinct from the other ? 
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We may perhaps first clear the ground by noticing that the facts above 
may be classified into three broad groups : 
(a) Unconditioned inhibition— 
(1) Of tissues. 
(2) Of reflexes. 
(b) Conditioned inhibition. 

There seems to be little doubt that the facts are homologous within the 
groups. The manifestations and general properties are so similar that one 
need scarcely delay further. It remains to be discussed whether the three 
groups are homogeneous throughout. 

The answer to this question must clearly be provisional at present. At the 
same time the rule in all scientific theories is that there should never be more 
hypotheses than are strictly necessary. One can only decide therefore on the 
unity of inhibition by a process of exclusion. If we find that one theory will 
cover all the groups, then it is unnecessary to consider other hypotheses. 
There are, as far as we are aware, no facts known which definitely suggest that 
there are really several types of inhibition, so that, for the present at least, 
one must economize in hypotheses and assume that there is only one type of 
inhibition. The matter will be referred to again later. 

We may now turn to the various theories which have been elaborated to 
explain inhibition. 

These theories vary a good deal. . Many have been constructed with the 
aim of explaining only one aspect of inhibition. Some, for instance, have been 
devised to explain the action of the vagus on the heart, others to explain 
reciprocal innervation, and so on. Few have been constructed with the aim 
of fitting adequately all the ways in which inhibition appears. Some of the 
theories are obviously obsolete, but are incłuded here for completeness. 

Only main theories are given here. Many have been modified by different 
writers, but the various modifications are usually of little interest. 

A list of theories will be given first, with an outline of the argument. 


THEORIES OF INHIBITION. 


(General references: Adrian, 4; Bayliss, 11; Fearing, 38; Forbes, 39; 
Hering, 45; Howell, 46; Macdonald, 60; Sherrington, 76 and 78 ; Verworn, 
82.) 

(x) Wave theory.—This appears to be historically the first definite theory 
of inhibition. It was first proposed by Brunton (22). He proposed that 
inhibition was essentially homologous with the phenomenon of interference in 
waves. The latter was, of course, well known at that time, since it was known 
by Huygens (A.D. 1695). Brunton supposed that if two trains of waves met 
each other, going in the same direction, with equal wave-length, but in opposite 
phase, then they would interfere all along the line, and complete abolition of 
function would result. If the phase was slightly different, then reduction in 
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amplitude of the waves would occur without complete annihilation, and the 
inhibition would be incomplete. It may be noted that if the waves meet in 
the same phase then summation will occur. He proposed a variety of central 
mechanisms to explain various data. It has also been discussed by Cyon (29). 

(2) Drainage theory.—This theory was first devised by McDougall (61) in 
order to explain reciprocal innervation.  ' Nerve energy," on which muscular 
activity is supposed to be based, was assumed to have the fluid-like property 
of being able to flow from place to place, and was also assumed to be limited in 
quantity so that if the energy flowed from one place, its departure would leave 
that place quantitatively poorer in energy. McDougall further supposed that 
activity in one neuron would automatically cause an inflow of energy from the 
other neurons with which it was in connection, so that the flow would augment 
the first activity and diminish the milder activity of the others. Although 
devised originally to explain reciprocal innervation, it has since been extended 
by McDougall (62) to cover many other phenomena, mostly psychological. 

(3) Colloidal theory.—Macdonald (60) has suggested that the difference 
between excitation and inhibition may be really an electrolyte phenomenon, 
the difference depending on the amount of free electrolyte, and this again 
depending on the degree of colloidal dispersion of certain colloid material. 
It is suggested that excitation occurs when the colloid is aggregated. This 
aggregation of particles will reduce the surfaces where the electrolytes are 
adsorbed, with consequent freeing of electrolytes into the continuous phase. 
The electrolytes, anions and kations, will probably diffuse unequally, thus 
setting up the potential difference which is the basis of excitation. When the 
colloidal material becomes more dispersed, the surface of the material will be 
increased, with consequent adsorption of electrolytes and reduction in the 
amount of free electrolyte. 

(4) Refractory period theory.—This theory,supported mostly by Verworn (81), 
has been summarized by him in the following words: '' The processes of inhi- 
bition are simply and solely an expression of a refractory period persisting as a 
result of dissimilatory exciting stimuli.” He assumes that if the impulses 
arrive at a certain rate, a state of relative fatigue will set in so that the refrac- 
tory period is prolonged. In this way the succeeding impulses will keep 
arriving on to a relative refractory period, and there keeping up, without 
effective excitation, a state of fatigue and refractoriness which will block the 
impulses. Inhibition is thus simply a condition of prolonged refractoriness. 

(5) Impairment and decrement theory.—This theory was first proposed by 
Lucas (59) in 1917, and has since been adapted and extended by Adrian (3). 
It appears to have been devised to explain the anomalous “ Wedensky pheno- 
menon ". Wedensky (83) tried the effect of rate of stimulation of a nerve- 
muscle preparation with a partially narcotized region in the nerve. He found 
that weak or slow stimulation would cause a strong or full contraction, while 
strong stimulation caused no effect. Lucas considered that this was due to 
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the rapid stimuli falling in the partially refractory period following the previous 
impulse. This, it was suggested, would make the second impulse feeble, so that 
when it arrived at the /3-substance of the nerve-muscle junction the impulse 
would fail. Since the impulses are following one another, they would all fail 
equally. 

(6) Svnaptic membrane theory.—This theory appears to have been first 
proposed by Sherrington (76) in 1903. As a result of his investigations he 
was led to postulate a variable resistance or process at the synaptic membranes 
between cells. Inhibition was thus supposed to consist either of a heightened 
resistance at the synapse, blocking the passage of impulses, or perhaps of a 
change in a cell which caused an increased resistance at all the dendron- 
svnapses. Ultimately it assumes that any given impulse stops only at a 
synapse. 

(7) Polarized permeability theory.—Bavliss (10, 11) has suggested that 
there may be specific excitatory and inhibitory nerve-endings, and that they 
produce their effects by becoming permeable when excited, the former to 
kations and the latter to anions. It is suggested that the anions coming 
through the membrane would inhibit excitation in the other membrane with 
which it is in contact. The actions of anions and kations are usually opposed, 
and sume anions, such as potassium, are known to have an inhibiting action. 

(8) Chronaxy theory.—This theory, first proposed by Lapicque, has been 
pressed by him, but seems to have provoked little discussion by other writers. 
He has investigated over many years the responses of tissues to electrical 
stimulation, and he has studied particularly the duration of current necessary 
to evoke activity. He has defined a measure of the “ rapidity " of a tissue 
by finding first the minimal voltage continued indefinitely which will provoke 
à contraction. This voltage is called the “ rheobase ". He then applies 
double that voltage and finds the shortest duration of voltage (applied and 
stopped suddenly, so as to give a '' rectangular ” current) which will just cause 
à contraction, or just start an impulse. This quantity he calls the “chronaxy ”’. 
It has the dimensions of a time. He expresses it in ø (445, sec). He has 
found that tissues such as muscle and nerve have a chronaxy which varies 
widely in different tissues, in different animals, and in different species. With 
ordinary muscle-nerve preparations he has found that the chronaxies of the 
nerve and muscle are alwavs practically the same, although a muscle-nerve 
preparation from another species mav give a widely different pair of chronaxies. 
In the nerve and muscle of the snail's foot, for instance, the chronaxies are 
very long (up to 2 seconds), but they are equal. In a frog's skeletal muscle- 
nerve preparation they are short (0:4 ø), but still equal to one another. 

He has found that many drugs affect chronaxies. Curare, for instance, 
increases the muscle chronaxy up to sixty times, while leaving unaltered that 
of the nerve. Veratrine reduces muscle chronaxy to a half of its previous 
value. Strychnine also affects the nerve chronaxy. He has found that if two 
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tissues are in contact, and if an impulse will pass from one to the other, then 
the chronaxies will be found to differ by less than 2:1. On the other hand, 
if the two chronaxies differ by more than this proportion, then the impulse 
fails to pass. He has verified this “ Principle of isochronism " under diverse 
conditions. 

Lapicque is of the opinion (54, 55) that inhibition is produced by the 
chronaxies of two tissues differing by more than 2:1, so that the impulses 
fail to pass. 

(9) Humoral or chemical theory.—According to this theory, inhibition is 
supposed to be caused by a specific chemical substance, produced at the 
nerve-endings, and stopping the functioning of the cells, either by direct action 
in the same way that, say, chloroform might stop it, or perhaps by the use 
of substances which are quite passive in themselves, but which are interpreted 
by the cells as being a signal to stop. 

The above is an outline of the main theories proposed in the past. We 
may now proceed to a discussion of them. 

(1) Wave interference theory.—This theory, I think, must be rejected. 
Firstly, it is inapplicable in cases where there is only one train of impulses, as 
in vagus inhibition of the heart. Secondly, it is generally incompatible with 
the present views of nerve conduction (Adrian, 2). Wundt (88) has discussed 
the theory and rejected it, since, although the nervous impulse is wave-like in 
one sense, yet it has not the necessary properties to allow of interference in the 
same way that physical waves (sound, light, etc.) will show it. The wave of 
a nerve impulse is simply a wave of negativity. There is no alternating 
positive phase, and consequently there is nothing to interfere with the negative 
phase. Further, the waves cannot pass each other as can physical waves, for 
if two impulses meet, they will annul each other and stop, since there will be 
a refractory region on both sides of the meeting-place. Similarly, a wave 
cannot overtake another, since it cannot get through the refractory region in 
the wake of the first. 

(2) Drainage theory.—This theory was first worked out to explain reciprocal 
innervation, and in that restricted field it fits the facts fairly well (Sherrington, 
76). It must, however, be rejected in its entirety. Firstly, we may note a 
point that does not seem to have been previously appreciated, namely that 
such a system, according to general principles, must be essentially unstable. 
An increase in activity is supposed to be followed by a further increase in 
activity with a decrease around it. The essentials for equilibrium in any 
system are that any change must be followed automatically by other changes, 
which must oppose more and more strongly the original change. Here we 
have the opposite, and the result would be more like a strychnine convulsion, 
ending only when fatigue stops the process, rather than the smooth co-ordina- 
tion of a normal animal. Even within the facts of reciprocal innervation, 
however, it breaks down, for it cannot explain how strychnine, as shown by | 
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Sherrington (76), gradually converts inhibition into excitation. The main 
fact against it, however, is that it is completely out of touch with the more 
modern concepts of “ nerve energy " (Adrian, 2). McDougall postulated a 
“ nerve energy " which was fluid-like in its properties in that it could be drained 
offfrom a neuron. It was supposed to be fixed in amount, so that any drainage 
from one part left that part lacking in energy, at least temporarily. Nothing 
of this type has been found, and it is unlikely that any such type of energy 
should exist. The modern view of '' nerve energy ” is that it exists potentially 
in the neuron like a train of gunpowder, and that when fired, it spreads as far 
as possible with maximal force at every point. The nervous impulse, far from 
draining energy from another neuron, will either leave the neuron untouched, 
if functionally separated, or will spread to it and fire it off too. This point of 
view, as against the “ drainage " idea, is well supported by the manner of 
innervation of the electric organ of Malapterurus. This organ is supplied 
(Gotch and Burch, 42) by a single nerve-fibre which divides into about 1,800 
branches, one branch going to each plate. Stimulation of one branch, instead 
of draining energy from the others, fires them off too, so that the whole organ 
is activated. This is clearly opposed to the drainage theory. 

(3) Colloidal theory.—This theory, again, is unsatisfactory. There : appears 
to be little either for or against it, and it remains merely a reasonable 
possibility. It can scarcely be applied to those cases where excitation and 
inhibition are produced through different nerves. : 

(4) Refractory period theory.—This theory, again, is unsatisfactory. In its 
simple form it will fit few of the facts, and can only be adapted to other facts 
by making for each refractory period ad hoc hypotheses for which there is no 
experimental] foundation. It was originally suggested by the rough resem- 
błance between the forced inactivity of inhibition and the inactivity of the 
refractory period. There is little to suggest that these two types of inactivity 
are really homologous. It is also ruled out in those cases where inhibition 
and excitation are produced by separate nerves. 

Further, according to this theory, an increase in the stimulation should 
always result in at least a tendency to inhibition, owing to the increased 
crowding of the impulses. That this is not generally true has been amply 
shown. Bowditch and Warren (19), for instance, found that with the 
sciatic nerve, rapid stimulation gave vaso-constriction (excitation) while slow 
stimuli gave vaso-dilatation (inhibition)—just the reverse of what would be 
expected according to the refractory period theory. Frey (40) stimulated 
both vaso-constrictor and vaso-dilator fibres to the submaxillary gland, and 
found during the stimulation vaso-constriction (excitation) appeared, and that 
after cessation of the stimulation vaso-dilatation (inhibition) appeared. It 
has since been shown repeatedly, however, that excitation and inhibition 
can be balanced, both with tissues and with reflexes. Hunt (89) found this 
with the heart, Asher (8) with the vessels of the submaxillary gland, Anrep 
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tissues are in contact, and if an impulse will pass from one to the other, then 
the chronaxies will be found to differ by less than 2: 1. On the other hand, 
if the two chronaxies differ by more than this proportion, then the impulse 
fails to pass. He has verified this “ Principle of isochronism " under diverse 
conditions. 

Lapicque is of the opinion (54, 55) that inhibition is produced by the 
chronaxies of two tissues differing by more than 2:1, so that the impulses 
fail to pass. 

(9) Humoral or chemical theory.—According to this theory, inhibition is 
supposed to be caused by a specific chemical substance, produced at the 
nerve-endings, and stopping the functioning of the cells, either by direct action 
in the same way that, say, chloroform might stop it, or perhaps by the use 
of substances which are quite passive in themselves, but which are interpreted 
by the cells as being a signal to stop. 

The above is an outline of the main theories proposed in the past. We 
may now proceed to a discussion of them. 

(1) Wave interference theory.—This theory, I think, must be rejected. 
Firstly, it is inapplicable in cases where there is only one train of impulses, as 
in vagus inhibition of the heart. Secondly, it is generally incompatible with 
the present views of nerve conduction (Adrian, 2). Wundt (88) has discussed 
the theory and rejected it, since, although the nervous impulse is wave-like in 
one sense, yet it has not the necessary properties to allow of interference in the 
same way that physical waves (sound, light, etc.) will show it. The wave of 
a nerve impulse is simply a wave of negativity. There is no alternating 
positive phase, and consequently there is nothing to interfere with the negative 
phase. Further, the waves cannot pass each other as can physical waves, for 
if two impulses meet, they will annul each other and stop, since there will be 
a refractory region on both sides of the meeting-place. Similarly, a wave 
cannot overtake another, since it cannot get through the refractory region in 
the wake of the first. 

(2) Drainage theory.—This theory was first worked out to explain reciprocal 
innervation, and in that restricted field it fits the facts fairly well (Sherrington, 
76). It must, however, be rejected in its entirety. Firstly, we may note a 
point that does not seem to have been previously appreciated, namely that 
such a system, according to general principles, must be essentially unstable. 
An increase in activity is supposed to be followed by a further increase in 
activity with a decrease around it. The essentials for equilibrium in any 
system are that any change must be followed automatically by other changes, 
which must oppose more and more strongly the original change. Here we 
have the opposite, and the result would be more like a strychnine convulsion, 
ending only when fatigue stops the process, rather than the smooth co-ordina- 
tion of a normal animal. Even within the facts of reciprocal innervation, 
however, it breaks down, for it cannot explain how strychnine, as shown by | 
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Sherrington (76), gradually converts inhibition into excitation. The main 
fact against it, however, is that it is completely out of touch with the more 
modern concepts of “ nerve energy " (Adrian, 2). McDougall postulated a 
“ nerve energy ” which was fluid-like in its properties in that it could be drained 
off from a neuron. It was supposed to be fixed in amount, so that any drainage 
from one part left that part lacking in energy, at least temporarily. Nothing 
of this type has been found, and it is unlikely that any such type of energy 
should exist. The modern view of “ nerve energy ” is that it exists potentially 
in the neuron like a train of gunpowder, and that when fired, it spreads as far 
as possible with maximal force at every point. The nervous impulse, far from 
draining energy from another neuron, will either leave the neuron untouched, 
if functionally separated, or will spread to it and fire it off too. This point of 
view, as against the “ drainage " idea, is well supported by the manner of 
innervation of the electric organ of Malapterurus. This organ is supplied 
(Gotch and Burch, 42) by a single nerve-fibre which divides into about 1,800 
branches, one branch going to each plate. Stimulation of one branch, instead 
of draining energy from the others, fires them off too, so that the whole organ 
is activated. This is clearly opposed to the drainage theory. 

(3) Colloidal theory.—This theory, again, is unsatisfactory. There appears 
to be little either for or against it, and it remains merely a reasonable 
possibility. It can scarcely be applied to those cases where excitation and 
inhibition are produced through different nerves. 

(4) Refractory period theory.—This theory, again, is unsatisfactory. In its 
simple form it will fit few of the facts, and can only be adapted to other facts 
by making for each refractory period ad hoc hypotheses for which there is no 
experimental foundation. It was originally suggested by the rough resem- 
blance between the forced inactivity of inhibition and the inactivity of the 
refractory period. There is little to suggest that these two types of inactivity 
are really homologous. It is also ruled out in those cases where inhibition 
and excitation are produced by separate nerves. 

Further, according to this theory, an increase in the stimulation should 
always result in at least a tendency to inhibition, owing to the increased 
crowding of the impulses. That this is not generally true has been amply 
shown. Bowditch and Warren (19), for instance, found that with the 
sciatic nerve, rapid stimulation gave vaso-constriction (excitation) while slow 
stimuli gave vaso-dilatation (inhibition)—just the reverse of what would be 
expected according to the refractory period theory. Frey (40) stimulated 
both vaso-constrictor and vaso-dilator fibres to the submaxillary gland, and 
found during the stimulation vaso-constriction (excitation) appeared, and that 
after cessation of the stimulation vaso-dilatation (inhibition) appeared. It 
has since been shown repeatedly, however, that excitation and inhibition 
can be balanced, both with tissues and with reflexes. Hunt (89) found this 
with the heart, Asher (8) with the vessels of the submaxillary gland, Anrep 
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and Cybulski (6) for tissues, and Bayliss for the mammalian heart (9). The 
possibility of balance between excitation and inhibition has also been demon- 
strated for reflexes by Bayliss (13), and Sherrington (79). In all these cases 
the increased stimulation should always lead to inhibition, and not to a balance 
between inhibition and excitation. The theory, therefore, must be rejected. 

(5) Impairment and decrement theory.—This theory, devised originally to 
explain a particular form of inactivity in peripheral tissues, does not appear to 
have been much applied to the central nervous system. It is clearly related 
to the “ refractory period " theory, since in each case the same idea is postu- 
lated, namely, that by crowding impulses on top of one another, they may 
weaken one another and thus all fail. It is therefore subject to the same 
criticisms as the other theory. In addition, however, this theory also rests 
on the hypothesis of conduction with decrement. Kato (51) and others (22) 
have more recently shown that this does not occur. That being so, Lucas’s 
theory fails at once. Apart from this, however, the theory was unsatisfactory, 
since it could scarcely be adapted to the central nervous system, and failed 
completely to explain the inhibition produced by specific inhibitory nerves. 
It is rather a theory of the '' Wedensky phenomenon " than a general theory 
of inhibition. 

(6) Synaptic membrane theory.—This theory says that inhibition is due to 
some change in the resistance of the synapses concerned. It will be noted 
that the theory does not say how the change is produced. Since this is one of 
the more important and reasonable theories, it will be discussed more fully 
later. 

(7) Polarized permeability theory.—This theory is clearly similar to the 
colloid theory, and is subject to the same criticisms. It appears reasonable, 
but there is little evidence either for or against it. 

(8) Chronaxy theory.—This theory is more difficult both to discuss and to 
assess its value. It rests on a large amount of accurate experimental work, 
and seems in some cases, e.g., the Babinski reflex (Bourguignon, 17), to afford 
a fairly clear explanation of the facts. Perhaps it may be worth while at this 
point to notice that the several theories listed above are not all necessarilv 
exclusively true or false. Many of the theories can be true or false quite 
independently of the others. It does not necessarily follow that because one 
is true the others must all be false 

The synaptic membrane theory and the colloid theory may both be right, 
the change in resistance being due to a change in colloidal dispersion or phase, 
and so on. 

The same rule applies to the chronaxy theory—that because it seems true 
in some facts, it does not necessarily follow that every other theory must be 
wrong. The processes postulated in some other theory may work by producing 
chronaxy changes. 

The chronaxy theory is based upon Lapicque's principle of '* isochronism ". 
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He has found as a general rule that if an impulse is to pass from nerve to muscle 
or from nerve to nerve, then the chronaxies of the two tissues must not differ 
by more than 2:1. This observation has cast considerable doubt on the older 
ideas, which were apt to throw everything on to the synapse, (3-substance, etc., 
by showing that if an impulse arrives at the junction of two tissues and fails to 
pass on, it need not necessarily be due to a block at that position, but may be 
due to the fact that the stimulus from the first tissue is no longer an adequate 
stimulus for the second tissue. When one considers that the synapse is 
practically ultra-microscopic, one realizes that it has been, perhaps, rather 
overloaded with functions. 

Reflex behaviour seems to be governed, to some extent at least, by chronaxy 
distributions, including both the excitatory and inhibitory aspects of reflex 
movement. Bourguignon (17, 18) has shown that antagonistic muscles have 
chronaxies differing by 2:1 or more, while synergic muscles, even if anatomi- 
cally distinct, have equal chronaxies. An interesting example of the way in 
which the chronaxy principle of isochronism fits in with clinical facts is given 
by observations on the chronaxies of the flexor and extensor muscles of the 
big toe, and the sensory nerve of the sole of the foot, in relation to the Babinski 
reflex. The chronaxy of the sensory nerve in the sole of the foot remains 
constant before and after a lesion of the pyramidal tract. In a normal person, 
the flexors of the big toe are found to have the same chronaxy as the sensory 
nerve, while the extensors have a chronaxy differing by more than 2: 1. After 
a pyramidal lesion, however, the chronaxies change, and the extensors are now 
found to have a chronaxy equal to that of the sensory nerve, while the flexors 
have taken up the other position. In the normal person the (potential) con- 
traction of the extensors appears to be inhibited, and it is difficult to resist 
drawing the conclusion that the mechanism of this inhibition is in fact a 
chronaxy mechanism. 

With reference to the effect of strychnine, Bremer and Rylant (Lapicque, 
54) have shown that this drug tends to equalize all chronaxies, thus facilitating 
a wide irradiation of impulses. 

Further, it has been shown by Lapicque (54) that while the chronaxies of 
the lower muscles, nerves, etc., are practically constant, yet the chronaxies 
are very labile in the cerebral motor cortex, corresponding possibly to the 
lability of function in the higher centres. 

But the facts actually cover much more data than can be considered here. 
The reader is referred to Bourguignon (17, 18) and Lapicque (54, 55) for further 
details. 

At the same time one must admit that an “ undiluted " chronaxy theory is 
difficult to apply to all examples of inhibition. It cannot be applied, for instance, 
to cases where the direct stimulation of a nerve brings about relaxation of a 
muscle or suspension of activity (vagus, etc.). Further, the “inhibition " 
produced by chronaxy differences is a passive “ inhibition "—a simple refusal 
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to become excited—whereas actually, as in reciprocal innervation for instance, 
` the antagonists do not merely refuse to contract, they '' actively ” relax. 

It is worth remembering that in the experimental work relating chronaxy 
changes to inhibition, the chronaxy changes are not proved to be the cause of 
the inhibition ; they are simply found to be associated with it. It is always 
tempting to interpret association as evidence of causation, but it must be 
remembered that association does not in any way mean causation. On an 
ulcer, for instance, we find leucocytes, serous fluid, and bacteria. All three 
are found in association with ulceration, but only the bacteria can be considered 
to be the actual cause. Similarly the chronaxy measurement is probably a 
fairly fundamental characteristic of a tissue, in that it gives a figure expressing 
the “rapidity " of a tissue. We recognize in a general way that skeletal 
muscle is “ quicker " than heart muscle, and that this again is '' quicker " 
than intestinal muscle. The chronaxy measurement confirms this for chronaxy. 
But in this concept of “ rapidity " there are many other features considered 
besides chronaxy. There is the rapidity of recovery from fatigue, of the 
summation time, of the duration of the refractory period, and soon. All these 
other features will almost certainly tend to vary closely with the chronaxy. 
Consequently it is worth remembering that the changes in chronaxy associated 
with inhibition may really be due to the fact that inhibition is caused bv 
something else, and that chronaxy is closely associated with this other change. 

The fact that the chronaxy theory explains well some of the facts of 
inhibition and fails badly at others suggests that the chronaxy theory, as at 
present enunciated, is incomplete, and that it requires further elaboration 
before it can be accepted. There seems little doubt that the future will bring 
forth many facts of interest. 


66 


GENERAL DISCUSSION OF THEORIES. 


The above list of theories shows clearly the lack of agreement with regard 
to the nature of inhibition. The theories include wave phenomena, colloid 
chemistry, chronaxy, synaptic membranes, refractory periods, and so on. 
Some of the theories are quite out of date, and may be ruled out at once. This 
applies particularly to the wave, drainage, decrement and refractory period 
theories. The other five remain as reasonable possibilities. 

In discussing these latter, it will clear the ground if we first attempt a 
dichotomy of theories in order to settle one outstanding point of difference. 
Howell (46) says very shrewdly : “ The matter (theories of inhibition) all seems 
to turn upon the point whether inhibitory paths are separate from excitatory 
paths, or whether one and the same path may give both excitation and 
inhibition according to the conditions of stimulation." This is clearly an 
important point which must be decided first. 

With regard to the possibility of separate paths, there are already a number 


1934.] BY W. R. ASHBY, M.B. 209 


of known examples of this. We have first the obvious vagus and sympathetic 
innervation of the heart and viscera. In the crayfish, Rogers (73) has shown 
that each axon supplying the muscles of the claw divides into two branches, 
which go to the opposing muscles, the one axon being inhibitory when stimu- 
lated, and the other excitatory. This has been confirmed in the crab Astacus 
by Richet (72), Biedermann (15) and Piotrowski (70). Mangold (65) has found 
this type of arrangement for reciprocal innervation to be widespread among 
the Arthropods. If there is any objection to the idea that a nerve-cell should 
have branches with different functions, one may mention the skin axon-reflex, 
where stimulation of the skin by warmth causes vaso-dilatation. Here we 
have a complete mixture of functions in a nerve-cell, since both branches are 
morphologically dendrons, yet one is receptor in function while the other 
is inhibitory. There can, therefore, be no doubt that a nerve-fibre may 
terminate in endings with different functions. 

A second type of experiment was performed by Langley (52, 53), and con- 
firmed by Erlanger (37). They cut inhibitory nerves (Langley the vasomotor, 
and Erlanger the cardiac), and sutured the peripheral ends to the central ends 
of cut motor nerves. Degeneration occurred followed by growth of the motor 
axons down the old inhibitory nerves. When regeneration was complete, the 
nerves were stimulated and the effect noted. In each case it was found that 
inhibition was still produced. This is a result of outstanding importance, 
since it shows at once that inhibition is essentially a matter of the nerve- 
endings and not of the nerve. The difference between inhibition and excitation 
is therefore essentially anatomical and peripheral. 

The facts against the “ specific nerve-ending " theory are few, and are 
mostly capable of other interpretations, as I hope to show later. Bowditch 
and Warren (19) found that in the sciatic nerve, rapid stimulation gave vaso- 
constriction (excitation), while slow stimulation gave vaso-dilatation (inhibition). 
They were, however, working with a mixed nerve of unknown constituents 
which makes the result difficult to assess, and in any case the results are 
precisely the opposite to those which wouid be expected on the “ impairment 
with decrement " or ‘refractory period " theories. There seems to be no 
definite evidence that the same fibre can change its functions. 

The evidence against the “ specific nerve-ending ” theory is meagre and of 
doubtful import. Since the hypothesis is known to be true for many cases 
(vagus, crab's claw, Langley's experiment, etc.), we may therefore conclude 
provisionally that inhibition occurs simply as the result of stimulation of an 
'* inhibitory " nerve-ending—that is to say, that the vagus nerve inhibition 
is the pattern of all. 

It next remains to be discussed in what manner does an inhibitory nerve, 
when stimulated, cause inhibition? That is to say, in what manner is an 
inhibitory fibre different from an excitatory fibre? There is some direct 
evidence that the nerve causes inhibition by secreting or releasing some specific 
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chemical substance, which inhibits the tissues in something the same way that, 
say, chloroform might inhibit them. That it should be a chemical substance 
that causes inhibition is at least @ priori reasonable, since many drugs are 
known to have this property of abolishing excitability—chloroform generally, 
potassium on the heart, acetyl choline on the capillaries (31, 86), histamine on 
the capillaries (86), magnesium on nerve tissue (34), adrenalin on the intestine, 
are examples. There is, therefore, nothing improbable in this idea. 

There is, further, a certain amount of direct evidence that a chemical sub- 
stance is concerned. The inhibition of the heart brought about by an excess 
of potassium salts in the circulating fluid is very similar to the inhibition 
produced by stimulation of the vagus. Howell (47, 48) proposed that the 
effect of stimulation of the vagus is to cause an increase in the amount of 
diffusible potassium in the tissue. The impulses were supposed to break 
down some compound with the liberation of potassium in diffusible form. 
This theory, it will be noted, is almost identical with that of Bayliss ("polarized 
permeability "). Howell found, by chemical analysis, that prolonged inhibition 
caused a perceptible increase in the amount of potassium present in the circu- 
lating fluid. Although his observations have since been superseded, yet they 
are of interest in showing that something chemical does happen under inhibition. 

Loewi (57, 58) found that when the heart of the frog or turtle is inhibited 
by the vagus, something is given off to the circulating fluid which has the power 
to cause inhibition in another unstimulated heart when circulated through it. 
He found that the action of this substance is stopped by atropine. This is not 
the case with inhibition caused by potassium, and he concluded that it was an 
organic substance, possibly neurine (now called choline, 63). Choline is known 
to produce a vagus-like effect on the heart (Dale and Evans, 30). 

Brinkman and Van Dam (21) essentially repeated this experiment by 
crossing the circulation between two frogs. The two circulations were con- 
nected so that the heart of one frog was connected with the stomach of another, 
the fluid going from heart to stomach. The vago-sympathetic nerve in the 
frog contains both vagus and sympathetic fibres, stimulation in some animals 
producing a vagus and in others a sympathetic effect. The vagus is inhibitorv 
to the heart and excitatory (motor) to the stomach. By testing different 
frogs with stimulation of the vago-svmpathetic, they found that whenever 
the heart showed an excitatory effect, the stomach relaxed, and that whenever 
the heart showed an inhibitory effect, the stomach contracted. Thev found, 
in other words, that when the vagus was predominantly in action, the action 
of the vagus gave rise to a substance which passed along in the circulation and 
gave rise to a vagus-effect in the stomach. 

It is now known of course that the vagus, when stimulated, sets free acetyl 
choline, and that this substance is responsible for the inhibitory effect. At the 


same time it must be remembered that adrenaline can also exert an inhibitory 


effect, since it is inhibitory to the smooth muscle of the intestines and bronchi. 
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It is clear that the nervous system does, in some situations, use chemical 
substances to produce excitation and inhibition. There is, therefore, ample 
precedent for postulating this method in the rest of the nervous system. We 
are merely extending the scope of a method already known to exist in the body. 
One remembers in this connection the close relationship embryologically and | 
physiologically between the suprarenal glands and the sympathetic, and 
particularly the way in which the sympathetic uses the suprarenals to produce 
an excitatory or inhibitory action in various parts of the body. 

We may draw the conclusion, provisionally at least, that there are specific 
inhibitory nerve-endings, and that they produce their effects by liberating 
specific chemical substances. The substances are the agents directly respon- 
sible for the inhibition, the nerve-ending being simply a “ gland” which 
produces the substance. The inhibitory substance is a chalone in Schafer's 
sense (75). 

The evidence given above is, however, indirect as far as the central nervous 
system is concerned. It therefore remains to be seen how this hypothesis ` 
will fit the facts in the field with which we are primarily concerned. 


[E] 


THE ‘‘ HUMORAL ” THEORY AND THE CENTRAL NERVOUS SYSTEM. 


Firstly we may notice that this theory gives a clue as to the mode of working 
of “levels " in the nervous system. Previously it has not been easy to see 
exactly how this control of one level by another could be obtained, without 
at the same time introducing the possibility of ‘‘ back-control’’. In a simple 
syncytium it is clear that no physiological levels can exist, for any part of the 
system is identical with any other part, and there is nothing to produce the 
necessary '" one-way " control. But even when the system is broken up into 
a synaptic system, it does not become easy to see how any particular part 
can control another part, without getting, equally, a “ back-control". The 
difficulty is to find how system “A” can control “ B " without “ B ” controlling 
"AC. 

The “ humoral ” theory, however, offers a simple explanation if we assume 
that the control is always inhibitory, and that it 1s exerted by “ A " sending 
to “B” specific nerve-endings which terminate in “ B” with an inhibitory 
action. If" B?” has no fibres going back to “ A ", then “ B " cannot control 
' A", and the question of '' back-control "" does not arise. 

It was postulated above that the control exerted bv a higher level upon a 
lower should always be inhibitory. Some justification is needed for this. 
It may be argued that the pyramidal tract, while partly inhibitory to the 
anterior horn nerve-cells, is equally partly motor, thus disproving the 
hvpothesis. To this one may reply, as Bayliss (11) has done, by pointing out 
that excitation at the periphery does not necessarily mean excitation in the 
depths of the nervous system. Bayliss gives the following example: "A" 


212 ON THE NATURE OF INHIBITION: A REVIEW, [April, 


is a motor neuron continually stimulated by impulses from, say, the sensory 
muscle-endings. “ B” is a cell continually stimulated by some other source, 
and continually inhibiting “ A". Since " B" is continually inhibiting “ A "', 
no impulses will pass “ A ", and the muscle to which it is attached will remain 
at rest. If, now, " C" is stimulated, “ C" being inhibitory to “ B ", it will 
inhibit “B”; “B”, now inhibited, will no longer inhibit “ A"', and the 
impulses will be able to go through “ A "', thus causing the muscle to contract. 
In this sytem, therefore, the muscle is normally at rest, while stimulation 
of “C” causes it to contract. From the ordinary point of view, one would 
assume at once that the impulses from “ C " had gone straight through to the 
muscle and caused it to contract. Yet, as we have seen above, this is not by 
any means necessary. At the same time we see that excitation at the periphery 
can be produced by inhibition. centrally. The phenomenon is essentially an 
inhibition of an inhibition. If, therefore, one level, in acting upon a lower 
level, seems to produce excitation, we cannot draw the conclusion that the 
higher level is actually having an immediate excitatory effect on the level 
itself ; it may be inhibiting a pre-existing inhibition. 

Neurological studies have made it clear that the controls are often inhibitory 
in nature. Every time we speak of a '' release phenomenon ” we are implicitly 
speaking of a release from inhibition. Here it is proposed that inhibitory 
control is not merely common, but invariable, and it is suggested that if 
inhibition is produced by secretion, then that explains why the control is 
always in one direction only, i.e., it explains why “ back-control ” does not 
appear. 

We may next turn to the spinal reflex and its properties. The “ humoral " 
theory of inhibition in relation to the spinal reflex has already been discussed 
fairly fully by Sherrington (78), who constructs a scheme showing how many 
of these features may be explained. He postulates a particular anatomical 
arrangement, together with two substances or states, " E" and “ I”, which 
have certain properties. He postulates that there are specific excitatory 
and inhibitory nerve-endings, and that these endings produce their results 
bv the production or liberation of substances “ E ” and “ I ", the former having 
excitatory properties and the latter inhibitory. “ E” and “ I ” are supposed 
to neutralize each other quantitatively when in contact, like acids and alkalis, 
so that any excess of one is left over unneutralized. The substances are 
assumed to be produced almost instantaneously, and after production are 
assumed to fade away slowly. 

Sherrington has discussed the principal features of reflex action in relation 
to this theory, so that there is no necessity to repeat them here. Forbes (39) 
has also discussed Sherrington's theory and is in essential agreement with it. 
There are, however, some additional points in connection with this theory 
which we may notice. 

Firstly, there are certain properties of synapses, which are explained at 
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once by the assumption that inhibition is essentially chemical. The law of 
‘forward direction ”, for instance, first formulated by James (50), seems to 
be amply confirmed in the lower reflex arcs, and seems probably true for 
" higher " neurons as well. The law of forward diréction has always been 
difhcult to explain if we assume that cells meet at simple synapses, for there 
seems no logical reason why a membrane phenomenon like the nerve impulse 
should be able to travel only in one direction when passing a synapse. In 
primitive cells, such as the amoeba, the whole surface is both receptor 
and effector. If, now, we imagine a number of amcebe strung together, 
one can see that the surface disturbances might be conducted, but it is difficult 
to see why conduction should be in one direction only. In Medusa the nerve 
net is a syncytium, and in this nervous system inhibition and the law of forward 
direction are unknown (Romanes, 74). An impulse started at any point 
will spread over the whole net, causing contraction of all the muscles. If, 
now, we imagine the nerve net to be split into individual cells by the 
introduction of synaptic '' points” in the filaments joining them, it is difficult 
to see why this should promptly introduce a “ one-way " system. 

On the other hand, if we regard each cell as being built on the same pattern 
as the nervous system as a whole, with receptors (dendrons) at one end, and 
effectors (glands, pieds terminaux) at the other, then it becomes clear that 
any one neuron will transmit impulses in one direction only, simply because 
the effectors are not stimulable. 

There is some general evidence to suggest that the nervous system is built 
onarepetitive method, so that any particular part is simply a miniature replica 
of the whole. This point of view fits well here, for just as we have the whole 
organism reacting to its environment by its receptors and effectors, so does 
each nerve-cell react to its environment, again with its receptors and effectors. 

After-discharge, similarly, is easily explained by the humoral theory, 
since the slow disappearance of the ‘‘ E " substance will mean that it remains 
above threshold value for some time after the cessation of the stimulation. 
The fact that a more intense stimulation causes an increase in the duration 
of the after-discharge follows similarly. Wundt' (87) and Biedermann (14) 
have found that, in the frog, cooling of the animal causes an increased duration 
ofafter-discharge. This again points to a chemical element in the phenomena, 
since most chemical reactions including simple diffusion are retarded by cold. 
Ir would be interesting to know the temperature coefficient of the increased 
duration, since this is nearly always about 2 for chemical reactions. After- 
discharge, too, may be cut short abruptly by inhibition—a result due to the 
sudden liberation of “ I " substance, which neutralizes the “ E ”. 

There is little doubt that Sherrington's theory is near the truth. But at 
the same time there are some points that need clearing up, and which need 
defining with rather more precision. 

Firstly, it must be pointed out that Sherrington treats 
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“excitation '' as 
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if it were one process. This it probably is not. It is important to realize 
that the word “ excitation ” is used indifferently in physiology to cover two 
different processes : 
` (1) To express the fact that impulses are passing along a nerve-fibre, 
when the fibre is said to be “ excited ''. 
(2) To describe the condition in which a cell is more ready to accept 
or to generate impulses. l 

The difference between these two conditions must be clearly understood. 
The two conditions are really quite independent of each other. Thus we might 
have a cell in a very refractory condition which is nevertheless forced by a 
powerful stimulation to generate or transmit impulses. Here it would be 
said to be excited in the first sense, since it is carrying impulses, but it ts 
not excited in the second sense, since to any moderate stimulation it would 
refuse to respond. Equally, we might have a cell in a condition of high 
excitability or irritability, yet it might remain completely inactive if no 
stimulus arrives, even though it might be ready to respond furiously to the 
gentlest stimulation. 

The second type of excitation (corresponding roughly to “ irritability '') 
does not appear to any great extent in the spinal reflexes, since the spinal 
neurons all appear to be fairly fixed in their functions. In the cerebral cortex. 
however, this second type of excitation becomes as important as the first tvpe, 
and it is consequently very necessary to recognize these two types of excitation. 
This point of view is similar to that put forward recently by Adrian 
and Bronk (5). 

A further difficulty in Sherrington’s theory is the question of the precise 
place of action of his “E” and “I”. Sherrington's diagram (78) shows 
the excitatory and inhibitory nerve-endings terminating on a place “C”, 
which is put close to the cell body of the motor neuron. Sherrington himself 
considers that “ C” is at the cell-body-dendron part of the anterior hom- 
cells, and this at first sight seems to be reasonable. But when one tries to 
increase the precision of this position one arrives at difficulties. “ E” and 
"I" must clearly be at the same place, since otherwise they could never 
neutralize one another with sufficient rapidity. The interaction between 
"E" and "I" seems to be almost instantaneous, as shown by the sharp 
inhibition of after-discharge, and this points strongly to their being liberated 
in the same place. With inhibition the matter is fairly simple. The inhibitory 
process cannot be at the dendrons, since if two cells meet at a synapse, there 
is no point in the first cell producing an inhibition at the synapse, since there 
are no other impulses to be stopped. It seems clear that the seat of the 
inhibitory process must be at the cell body. A blockage at this place would 
naturally block all impulses coming through the neuron. This much seems 
certain. Sherrington, however, regards " E” as being not merely "I '- 
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neutralizing, but as actually stimulating. But if this is so, and if “E ” is 
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liberated at the cell body, then what is the function of the dendrons? They 
are left with no function. It seems as if there must reallv be two types of 
"E", just as we pointed out above that there are two types of excitation. 
There would be firstly “ E ”, which is simply anti-inhibitory, which would be 
liberated at the cell body, and secondly there would be “ E' ”, which is stimu- 
latory, liberated at the dendron synapses. We are not, however, particularly 
concerned with the nature of excitation in this paper, so we will pass on. 
The question has recently been discussed by Eccles and Sherrington (35). 

It seems clear, in any case, that inhibition is dependent on the liberation 
of some specific chemical substance, that this substance is liberated at the 
cell body, and that the substance acts by blocking the passage of impulses. 


THE MoRPHOLOGICAL APPEARANCES IN THE NERVOUS SYSTEM. 


When we turn to the morphological appearances, we find a good deal 
of evidence in favour of this view. Cajal has devoted most attention to this 
subject (23). In the figure we see a particular type of nerve junction, which 
is often repeated in the nervous system. We may notice that the fibres 
terminate on cell bodies, and that they end, not by one simple synapse, but 
by forming many bulbs (pieds terminaux) on the cell body. Now such a 


Terminal arborizations or '' bulbs of Held"' from the ascending branch of the 
cochlear nerve; adult rabbit. From Cajal (23). 
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junction can scarcely be for the purpose of passing an impulse from one cell to 
another, and for this reason :—each impulse is followed by a refractory period, 
and by considering the rate at which the impulse travels, we may express 
this refractory period, not as a time, but as a length of nerve which is in the 
refractory condition. In the frog the impulse travels at about 28 metres 
per second, and the absolute refractory period lasts about 3 e. Conse- 
quently, behind each impulse there will be about 8 cm. of absolutely refractorv 
nerve. Thus, although the refractory period is short, yet an impulse travels 
at a sufficient rate to leave behind it quite a long region in an absolutelv 
refractory state. In other words, two impulses cannot come closer together, 
in the same fibre, than about 8 cm. Consequently, the many terminal bulbs 
cannot exist for the purpose of giving rise to impulses one from each. It is 
unlikely, therefore, that such a mechanism should exist for the purpose of 
conveying an impulse to the next cell, since just as much could be done with 
one small terminal. If, however, we consider whether these terminal bulbs 
could really be small glands, secreting on stimulation an inhibitory substance 
over the cell body, we find firstly that they are in the correct position, namelv. 
on the cell body, secondly, that they are swellings indicating that there is some- 
thing to be done there other than impulse-carrying, and thirdly, that thev 
ramify over the cell body so as to exert their influence over the whole of it. 
It will be seen, therefore, that such an arrangement is quite unsuited for 
stimulation, but admirably suited for inhibition, -if inhibition really occurs 
in the manner suggested. Just the same argument applies to other similar 
endings, of which there are many examples in the nervous system. The fact 
that such endings exist in the nervous system is in favour of the secretorv 
theory of inhibition, and equally, the theory, should it be established, provides 
a new point of view for approaching the morphology of the nervous svstem, 
for the principles outlined above are perfectly general, and would apply to anv 
part of the nervous system. If, then, this type of nerve-ending is reallv 
inhibitory, it will provide a means of assigning functions to cells as the result 
of microscopic examination, when it may be quite impossible to test the 
functions of the cells directly. 

It is interesting to note that it is the motor-cells which appear to be the 
richest in these inhibitory nerve-endings. The cells seem to be surrounded 
by a mass of fibres of the inhibitory type, suggesting, as we said at the beginning, 
that action may be rather a release from inhibition than a direct excitation. 

It has been objected that these “ preds terminaux’’ are too small for 
secretion. This objection is, I think, ruled out. I have myself seen 
Paramecium, an infusorian about 100g long, containing over 50 food vacuoles, 
with only a thin film of protoplasm left between each vacuole to do the secretion 
of gastric juice, yet digestion proceeded normally. Protoplasm can secrete. 
and there is nothing to show that the volume contained in the preds terminaux 
is insufficient. Equally the amount of protoplasm necessary depends on the 
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activity of the substance secreted. Reid (71) has found that acetyl choline 
is active in doses of 2 X I0 ? mgrm. per kilo, i.e., a “dilution ” of about a billion- 
fold. With substances as active as this, the amount of protoplasm necessary 
obviously becomes of minor importance. 

We may conclude, therefore, that the morphological appearances suggest 
that certain types of endings have a secretory function. We have seen that 
such endings are quite unsuited for stimulation, but are admirably adapted 
for inhibition bv secretion. 


CONDITIONED REFLEXES. 


Although Pavlov has produced a mass of important data regarding the 
functioning of conditioned reflexes (67), little if any of it is at present explicable 
in terms of the known physiology of the neurons of the cortex. Although 
it is possible to connect the stimuli and subsequent reactions together and to 
find that there are certain laws connecting them, vet just-what is happening 
inside the skull is unknown. | As Pavlov himself has said : '' Es bleibt alles 
dunkel." 

In spite of this difficulty, however, there are some points which are not 
without interest in connection with our subject. 

Firstly, Pavlov has stressed continually the essential reciprocity of excita- 
tion and inhibition. Here it may be remarked that Pavlov does not appear 
to differentiate clearly between the two types of excitation, yet it is clear 
that in pairing excitation with inhibition he is referring to excitation in the 
sense of “irritability ". This pairing of the two processes is also implicit 
in Sherrington's theory, and, as we have seen, this reciprocity supports the 
view that the two processes are essentially chemical or physico-chemical. 

A fact more strongly suggestive of the chemical nature of these processes is 
given by the phenomena of irradiation and concentration. Pavlov has shown 
that all stimuli tend to irradiate and concentrate in the cortex. He is of the 
opinion (68) that this is perhaps the most fundamental property of the cerebral 
cortex. That this phenomenon of the irradiation of inhibition is not peculiar 
to reflexes has been shown by McWilliam (64), who showed that the auricles 
and ventricles in certain hearts are inexcitable when under vagus stimulation. 
This irradiation is of interest here, since chemical substances will inevitably 
spread and tend to become diffuse in their effects, while equally, should they 
be gradually destroyed, they will appear to shrink and finally to vanish at the 
place where their concentration was strongest. The processes of irradiation 
and concentration are, therefore, easily explained by the chemical theory of 
inhibition. 

It is interesting to note in this connection that the liberation of a chemical 
substance must essentially be localized. Lashley (56) and Ashby (7) have 
suggested that a behaviour pattern does not depend on the precise neurons. 
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activated in the cortex, but depends on the pattern set up in the cortex by the 
incoming impulses, its precise localization being a matter of little importance. 
If, however, inhibition is really chemical, then this idea seems doubtful, for 
a chemical substance must have some position since it is a material substance. 
If inhibition in its simplest form is always inhibition of a tissue, then this 
suggests that a reflex, since it can be inhibited, 1s also essentially a tissue and 
not an impulse-pattern. But there is more involved here than can be discussed 
at present. 

Another point of interest raised by Pavlov’s work is his discovery of 
physiological types—the “ excitable " and the '" inhibitable ". With many 
of the theories of inhibition it is difficult to see how there could exist anv 
type in which inhibitory processes would be specially marked. On the other 
hand, recent work on epilepsy and hyperchlorhvdria suggests stronglv that 
chemical types do exist, and future work will doubtless display these more 
prominently. 


INHIBITION AND THE PROBLEM OF INTEGRATION. 


There is finally one other line in which this view of inhibition is likely to prove 
fruitful in the future, namely, in the problem of co-ordination and integration. 
Several authors have discussed the curious parallelism between embrvological 
development and the development of behaviour. In each case we find that 
the general scheme is controlled by heredity, while the details are left to be 
worked out by the interaction of the organism with its environment. Each 
is directed to the same end, namely, adaptation, and each involves the 
co-ordination and integration of the activities of a large number of cells. 

It must not be thought that the co-ordination and integration involved 
in growth are beneath mention, nor that growth is a mere rigid unfolding 
of a scheme already prepared. Child, for instance (25), has broken up hydrozoa 
so that the animal has become a mere suspension of cells. This suspension 
can be stirred to mix thoroughly and allowed to settle. If it is then left under 
suitable conditions, the cells will stick together in the positions in which thev 
have fallen, and the mass will rapidly become a normal hydrozoon again. 
Harrison and Braus (43) have transplanted the growing facial nerve-bud in 
the newt, putting it in place of the sciatic nerve-bud. The facial nerve-bud 
then grew down the leg, following the anatomical course of the sciatic, and 
supplying all the muscles quite efficiently. Driesch particularly studied this 
tvpe of organized response in growth, and he found many similar examples 
of adaptive response. 

Growth and intelligence are undoubtedly closely related, and it seems 
probable that the solution of either problem will help greatly in the solution 
of the other. Some authors go so far as to maintain that the two activities 
are actually identical (Child, 25, 26; Coghill, 28). Coghill says (27): 
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of learning in the broadest sense, is actually development, structurally and 
functionally." 

In the investigation of the problem of co-ordination and integration, the 
embryologists seem at present to be leading by a wide margin. Child (25, 26) 
has devoted particular attention to this problem in growth. He has found 
growth to be largely controlled and directed by potentials and gradients: 
by electric currents developed in the growing tissues (Ingvar, 49), by gradients 
resulting from the production and diffusion of carbon dioxide and other 
metabolites, by activity gradients (Bok, 16; Coghill, 28), and so on. 

Of particular interest to us are the gradients provided by the production 
and diffusion of metabolites, local hormones, etc. One is immediately reminded 
of Pavlov's irradiation, where the gradient can actually be measured. If, 
then, the gradient is really a gradient of excitation or inhibition, produced 
by the diffusion of actual chemical substances, then another link is provided 
to join the essential mechanisms of cortical function with those of development. 

It is of interest to note that if the nervous system is really co-ordinated 
and integrated by the same chemical and physico-chemical mechanisms that 
are used in growth, then this provides the first satisfactory explanation as to 
why, in the nervous system, the grey matter, with its synapses and cell bodies, 
Is kept so carefully together, and apart from the white matter. The nervous 
system is obviously careful to divide itself with some precision into grey and 
white matter, yet any reason for this arrangement has not, as far as I am aware, 
ever been suggested. If, however, the nervous system integrates its activities 
by using chemical gradients of inhibition and excitation, then it is clear that the 
collection of the essential parts, the synapses and the cell bodies, close together 
will enable them more effectively to affect and to control one another. This 
will only apply if the linkage is localized like a chemical substance. Were 
the linkage to be non-localized, like impulses, then there would be no necessity 
for this close packing. In the nervous system we find actually that at each 
physiological level, within which the necessity for integration is greatest, 
the grey matter is collected together (cortex, cerebellum, basal ganglia, etc.). 
On the other hand, between levels, where there is no integration, but only 
domination, the connection is by impulses passing through white matter. 

The general build of the central nervous system, therefore, clearly supports 
the idea that inhibition and excitation are chemical in nature, and that co- 
ordination of these processes is done, partly at least, by the use of gradients, 
just as in the co-ordination of development. 


CLINICAL APPLICATIONS. 


As happens only too often, the clinical applications of knowledge tend 
to lag far behind the knowledge itself, and this remains true in the present 
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case. It is scarcely to be expected that any one piece of knowledge will throw 
much light on the problems of psychiatry while such a vast amount remains 
unknown. Weare ignorant, not only of many of the causes of mental disorder, 
but we are also, for all practical purposes, still ignorant of the manner of 
functioning of the normal brain. 

In spite of this, however, an increased knowledge of inhibition is of some 
clinical value, chiefly because inhibition is itself one of the phenomena of 
major importance in the functioning of the nervous system. 

Certain diseases seem to be essentially disorders of inhibition. Narcolepsy, 
cataplexy and hypersomnia seem to belong to this class. Adie (1), in his paper 
on narcolepsy, is of the opinion that it is a disorder of inhibition. Worrall (85) 
has recently discussed the nature of the process underlying many conditions 
of unconsciousness, and has come to the conclusion that disordered cerebral 
inhibition lies at the base of them. Inhibition has also been implicated in 
other conditions. Briggs (20) is of the opinion that the epileptic fit is not 
so much an active excitation as a release from inhibition ; the wall of inhibition 
has broken where it should not break. 

In this connection it may also be noted that a number of workers have shown 
that the processes of inhibition and excitation are easily influenced by various 
chemical substances. Sherrington showed that strychnine turns inhibition 
into excitation (76). Bayliss (12) has shown that chloroform converts excita- 
tion into inhibition in vasomotor reflexes, while Sherrington (77) has shown 
the same on spinal reflexes. Pavlov (67) has shown that bromides strengthen 
inhibitory processes, while caffeine weakens them. Demole (33) found that 
he could induce sleep by injecting calcium salts into the floor of the third 
ventricle. He found also that potassium salts had an antagonistic effect. 

Some of the results found with the action of drugs are apt to appear con- 
flicting until it is realized that many drugs are anatomically selective in their 
action. Pick (69) and Economo (36) compared the action of various hypnotic 
drugs before and after the removal of various parts of the nervous system. 
They found clear evidence of a selective action. In this connection it is well 
known that while strychnine and tetanus toxin have a profound action on 
the spinal centres, yet both these substances seem to have little or no effect 
on the cerebral cortex. 

If inhibition is really chemical in nature, then one would naturally éxpect 
it to be sensitive to the action of other chemicals, and such certainly seems to 
be the case. This is of interest from the medical point of view, since it would 
suggest that the causal agent underlying many mental disorders may be 
chemical in nature, due, perhaps, to abnormal metabolism or to a toxin. 
The main direction of modern research is to biochemistry, and we may thus 
expect that this branch will prove even more fruitful in the future, for inhibition 
is one of the keystones of normal behaviour. 
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SUMMARY. 


(1) Many theories of the nature of inhibition have been proposed. These 
are collected and reviewed as completely as possible. The majority have to 
be rejected at once in the light of present-day knowledge. 

(2) An examination of the data makes it clear that the “ humoral " theory 
stands far above the others. 

(3) This theory has previously been discussed in relation to the spinal 
reflexes, but here it is discussed in view of its wider implications. 

(4) It is shown that this theory offers a satisfactory explanation of some 
difficulties in the concept of “ physiological levels ", and gives a solution of 
the problem of '' back-control ’’ between levels. 

(5) The law of forward direction is found to follow at once from this theory. 

(6) Various microscopic morphological appearances are shown to be just 
the type of mechanism required by the theory. 

(7) Pavlov's “ irradiation " and “ concentration ' 
the theory. 

(8) Integration in behaviour is compared with the same process in growth, 
and it is suggested that the ultimate mechanisms are probably identical. 
Some of the factors known to be of importance in growth are considered, 
and it is shown that the “ humoral” theory provides the counterpart in 
behaviour. 

(9) The clinical applications are discussed. 


are easily explained by 
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tissues are in contact, and if an impulse will pass from one to the other, then 
the chronaxies will be found to differ by less than 2: 1. On the other hand, 
if the two chronaxies differ by more than this proportion, then the impulse 
fails to pass. He has verified this ‘‘ Principle of isochronism " under diverse 
conditions. 

Lapicque is of the opinion (54, 55) that inhibition is produced by the 
chronaxies of two tissues differing by more than 2: 1, so that the impulses 
fail to pass. 

(9) Humoral or chemical theory.—According to this theory, inhibition is 
supposed to be caused by a specific chemical substance, produced at the 
nerve-endings, and stopping the functioning of the cells, either by direct action 
in the same way that, say, chloroform might stop it, or perhaps by the use 
of substances which are quite passive in themselves, but which are interpreted 
by the cells as being a signal to stop. 

The above is an outline of the main theories proposed in the past. We 
may now proceed to a discussion of them. 

(1) Wave interference theory.—This theory, I think, must be rejected. 
Firstly, it is inapplicable in cases where there is only one train of impulses, as 
in vagus inhibition of the heart. Secondly, it is generally incompatible with 
the present views of nerve conduction (Adrian, 2). Wundt (88) has discussed 
the theory and rejected it, since, although the nervous impulse is wave-like in 
one sense, yet it has not the necessary properties to allow of interference in the 
same way that physical waves (sound, light, etc.) will show it. The wave of 
a nerve impulse is simply a wave of negativity. There is no alternating 
positive phase, and consequently there is nothing to interfere with the negative 
phase. Further, the waves cannot pass each other as can physical waves, for 
if two impulses meet, they will annul each other and stop, since there will be 
a refractory region on both sides of the meeting-place. Similarly, a wave 
cannot overtake another, since it cannot get through the refractory region in 
the wake of the first. 

(2) Drainage theory.—This theory was first worked out to explain reciprocal 
innervation, and in that restricted field it fits the facts fairly well (Sherrington, 
76). It must, however, be rejected in its entirety. Firstly, we may note a 
point that does not seem to have been previously appreciated, namely that 
such a system, according to general principles, must be essentially unstable. 
An increase in activity is supposed to be followed by a further increase in 
activity with a decrease around it. The essentials for equilibrium in any 
system are that any change must be followed automatically by other changes, 
which must oppose more and more strongly the original change. Here we 
have the opposite, and the result would be more like a strychnine convulsion, 
ending only when fatigue stops the process, rather than the smooth co-ordina- 
tion of a normal animal. Even within the facts of reciprocal innervation, 


however, it breaks down, for it cannot explain how strychnine, as shown by 
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Sherrington (76), gradually converts inhibition into excitation. The main 
fact against it, however, is that it is completely out of touch with the more 
modern concepts of “‘ nerve energy " (Adrian, 2). McDougall postulated a 
“nerve energy " which was fluid-like in its properties in that it could be drained 
off from a neuron. It was supposed to be fixed in amount, so that any drainage 
from one part left that part lacking in energy, at least temporarily. Nothing 
of this type has been found, and it is unlikely that any such type of energy 
should exist. The modern view of ‘‘ nerve energy ” is that it exists potentially 
in the neuron like a train of gunpowder, and that when fired, it spreads as far 
as possible with maximal force at every point. The nervous impulse, far from 
draining energy from another neuron, will either leave the neuron untouched, 
if functionally separated, or will spread to it and fire it off too. This point of 
view, as against the “ drainage " idea, is well supported by the manner of 
innervation of the electric organ of Malapterurus. This organ is supplied 
(Gotch and Burch, 42) by a single nerve-fibre which divides into about 1,800 
branches, one branch going to each plate. Stimulation of one branch, instead 
of draining energy from the others, fires them off too, so that the whole organ 
is activated. This is clearly opposed to the drainage theory. 

(3) Collotdal theory.—This theory, again, is unsatisfactory. There appears 
to be little either for or against it, and it remains merely a reasonable 
possibility. It can scarcely be applied to those cases where excitation and 
inhibition are produced through different nerves. 

(4) Refractory period theory.—This theory, again, is unsatisfactory. In its 
simple form it will fit few of the facts, and can only be adapted to other facts 
by making for each refractory period ad hoc hypotheses for which there is no 
experimental foundation. It was originally suggested by the rough resem- 
blance between the forced inactivity of inhibition and the inactivity of the 
refractory period. There is little to suggest that these two types of inactivity 
are really homologous. It is also ruled out in those cases where inhibition 
and excitation are produced by separate nerves. 

Further, according to this theory, an increase in the stimulation should 
always result in at least a tendency to inhibition, owing to the increased 
crowding of the impulses. That this is not generally true has been amply 
shown. Bowditch and Warren (19), for instance, found that with the 
sciatic nerve, rapid stimulation gave vaso-constriction (excitation) while slow 
stimuli gave vaso-dilatation (inhibition)—just the reverse of what would be 
expected according to the refractory period theory. Frey (40) stimulated 
both vaso-constrictor and vaso-dilator fibres to the submaxillary gland, and 
found during the stimulation vaso-constriction (excitation) appeared, and that 
after cessation of the stimulation vaso-dilatation (inhibition) appeared. It 
has since been shown repeatedly, however, that excitation and inhibition 
can be balanced, both with tissues and with reflexes. Hunt (89) found this 
with the heart, Asher (8) with the vessels of the submaxillary gland, Anrep 


206 ON THE NATURE OF INHIBITION: A REVIEW, (April, 


and Cybulski (6) for tissues, and Bayliss for the mammalian heart (9). The 
possibility of balance between excitation and inhibition has also been demon- 
strated for reflexes by Bayliss (13), and Sherrington (79). In all these cases 
the increased stimulation should always lead to inhibition, and not to a balance 
between inhibition and excitation. The theory, therefore, must be rejected. 

(5) Impairment and decrement theory.—This theory, devised originally to 
explain a particular form of inactivity in peripheral tissues, does not appear to 
have been much applied to the central nervous system. It is clearly related 
to the “ refractory period " theory, since in each case the same idea is postu- 
lated, namely, that by crowding impulses on top of one another, they may 
weaken one another and thus all fail. It is therefore subject to the same 
criticisms as the other theory. In addition, however, this theory also rests 
on the hypothesis of conduction with decrement. Kato (51) and others (22) 
have more recently shown that this does not occur. That being so, Lucas's 
theory fails at once. Apart from this, however, the theory was unsatisfactory, 
since it could scarcely be adapted to the central nervous system, and failed 
completely to explain the inhibition produced by specific inhibitory nerves. 
It is rather a theory of the “ Wedensky phenomenon " than a general theory 
of inhibition. 

(6) Synaptic membrane theory.—This theory says that inhibition is due to 
some change in the resistance of the synapses concerned. It will be noted 
that the theory does not say how the change is produced. Since this is one of 
the more important and reasonable theories, it will be discussed more fully 
later. 

(7) Polarized permeability theory.—This theory is clearly similar to the 
colloid theory, and is subject to the same criticisms. It appears reasonable, 
but there is little evidence either for or against it. 

(8) Chronaxy theory.—This theory is more difficult both to discuss and to 
assess its value. It rests on a large amount of accurate experimental work, 
and seems in some cases, e.g., the Babinski reflex (Bourguignon, 17), to afford 
a fairly clear explanation of the facts. Perhaps it may be worth while at this 
point to notice that the several theories listed above are not all necessarily 
exclusively true or false. Many of the theories can be true or false quite 
independently of the others. It does not necessarily follow that because one 
is true the others must all be false 

The synaptic membrane theory and the colloid theory may both be right, 
the change in resistance being due to a change in colloidal dispersion or phase, 
and so on. 

The same rule applies to the chronaxy theory—that because it seems true 
in some facts, it does not necessarily follow that every other theory must be 
wrong. The processes postulated in some other theory may work by producing 
chronaxy changes. 

The chronaxy theory is based upon Lapicque's principle of “ isochronism ”. 
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He has found as a general rule that if an impulse is to pass from nerve to muscle 
or from nerve to nerve, then the chronaxies of the two tissues must not differ 
by more than 2:1. This observation has cast considerable doubt on the older 
ideas, which were apt to throw everything on to the synapse, (J-substance, etc., 
by showing that if an impulse arrives at the junction of two tissues and fails to 
pass on, it need not necessarily be due to a block at that position, but may be 
due to the fact that the stimulus from the first tissue is no longer an adequate 
stimulus for the second tissue. When one considers that the synapse is 
practically ultra-microscopic, one realizes that it has been, perhaps, rather 
overloaded with functions. 

Reflex behaviour seems to be governed, to some extent at least, by chronaxy 
distributions, including both the excitatory and inhibitory aspects of reflex 
movement. Bourguignon (17, 18) has shown that antagonistic muscles have 
chronaxies differing by 2: 1 or more, while synergic muscles, even if anatomi- 
cally distinct, have equal chronaxies. An interesting example of the way in 
which the chronaxy principle of isochronism fits in with clinical facts is given 
by observations on the chronaxies of the flexor and extensor muscles of the 
big toe, and the sensory nerve of the sole of the foot, in relation to the Babinski 
reflex. The chronaxy of the sensory nerve in the sole of the foot remains 
constant before and after a lesion of the pyramidal tract. In a normal person, 
the flexors of the big toe are found to have the same chronaxy as the sensory 
nerve, while the extensors have a chronaxy differing by more than 2: 1. After 
a pyramidal lesion, however, the chronaxies change, and the extensors are now 
found to have a chronaxy equal to that of the sensory nerve, while the flexors 
have taken up the other position. In the normal person the (potential) con- 
traction of the extensors appears to be inhibited, and it is difficult to resist 
drawing the conclusion that the mechanism of this inhibition is in fact a 
chronaxy mechanism. 

With reference to the effect of strychnine, Bremer and Rylant (Lapicque, 
54) have shown that this drug tends to equalize all chronaxies, thus facilitating 
a wide irradiation of impulses. 

Further, it has been shown by Lapicque (54) that while the chronaxies of 
the lower muscles, nerves, etc., are practically constant, yet the chronaxies 
are very labile in the cerebral motor cortex, corresponding possibly to the 
lability of function in the higher centres. 

But the facts actually cover much more data than can be considered here. 
The reader is referred to Bourguignon (17, 18) and Lapicque (54, 55) for further 
details. 

At the same time one must admit that an “ undiluted " chronaxy theory is 
difficult to apply to all examples of inhibition. It cannot be applied, for instance, 
to cases where the direct stimulation of a nerve brings about relaxation of a 
muscle or suspension of activity (vagus, etc.). Further, the “ inhibition " 
produced by chronaxy differences is a passive “ inhibition "—a simple refusal 
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to become excited—whereas actually, as in reciprocal innervation for instance, 
. the antagonists do not merely refuse to contract, they “ actively ” relax. 

It is worth remembering that in the experimental work relating chronaxy 
changes to inhibition, the chronaxy changes are not proved to be the cause of 
the inhibition ; they are simply found to be associated with it. It is always 
tempting to interpret association as evidence of causation, but it must be 
remembered that association does not in any way mean causation. On an 
ulcer, for instance, we find leucocytes, serous fluid, and bacteria. All three 
are found in association with ulceration, but only the bacteria can be considered 
to be the actual cause. Similarly the chronaxy measurement is probably a 
fairly fundamental characteristic of a tissue, in that it gives a figure expressing 
the “ rapidity " of a tissue. We recognize in a general way that skeletal 
muscle is ‘‘ quicker " than heart muscle, and that this again is “ quicker "' 
than intestinal muscle. The chronaxy measurement confirms this for chronaxy. 
But in this concept of “ rapidity " there are many other features considered 
besides chronaxy. There is the rapidity of recovery from fatigue, of the 
summation time, of the duration of the refractory period, and soon. All these 
other features will almost certainly tend to vary closely with the chronaxy. 
Consequently it is worth remembering that the changes in chronaxy associated 
with inhibition may really be due to the fact that inhibition is caused by 
something else, and that chronaxy is closely associated with this other change. 

The fact that the chronaxy theory explains well some of the facts of 
inhibition and fails badly at others suggests that the chronaxy theory, as at 
present enunciated, is incomplete, and that it requires further elaboration 
before it can be accepted. There seems little doubt that the future will bring 
forth many facts of interest. 


GENERAL DISCUSSION OF THEORIES. 


The above list of theories shows clearly the lack of agreement with regard 
to the nature of inhibition. The theories include wave phenomena, colloid 
chemistry, chronaxy, synaptic membranes, refractory periods, and so on. 
Some of the theories are quite out of date, and may be ruled out at once. This 
applies particularly to the wave, drainage, decrement and refractory period 
theories. The other five remain as reasonable possibilities. 

In discussing these latter, it will clear the ground if we first attempt a 
dichotomy of theories in order to settle one outstanding point of difference. 
Howell (46) says very shrewdly: ‘‘ The matter (theories of inhibition) all seems 
to turn upon the point whether inhibitory paths are separate from excitatory 
paths, or whether one and the same path may give both excitation and 
inhibition according to the conditions of stimulation." This is clearly an 
important point which must be decided first. 

With regard to the possibility of separate paths, there are already a number 
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of known examples of this. We have first the obvious vagus and sympathetic 
innervation of the heart and viscera. In the crayfish, Rogers (73) has shown 
that each axon supplying the muscles of the claw divides into two branches, 
which go to the opposing muscles, the one axon being inhibitory when stimu- 
lated, and the other excitatory. This has been confirmed in the crab Astacus 
by Richet (72), Biedermann (15) and Piotrowski (70). Mangold (65) has found 
this type of arrangement for reciprocal innervation to be widespread among 
the Arthropods. If there is any objection to the idea that a nerve-cell should 
have branches with different functions, one may mention the skin axon-reflex, 
where stimulation of the skin by warmth causes vaso-dilatation. Here we 
have a complete mixture of functions in a nerve-cell, since both branches are 
morphologically dendrons, yet one is receptor in function while the other 
1S inhibitory. There can, therefore, be no doubt that a nerve-fibre may 
terminate in endings with different functions. 

A second type of experiment was performed by Langley (52, 53), and con- 
firmed by Erlanger (37). They cut inhibitory nerves (Langley the vasomotor, 
and Erlanger the cardiac), and sutured the peripheral ends to the central ends 
of cut motor nerves. Degeneration occurred followed by growth of the motor 
axons down the old inhibitory nerves. When regeneration was complete, the 
nerves were stimulated and the effect noted. In each case it was found that 
inhibition was still produced. This is a result of outstanding importance, 
since it shows at once that inhibition is essentially a matter of the nerve- 
endings and not of the nerve. The difference between inhibition and excitation 
is therefore essentially anatomical and peripheral. 

The facts against the “ specific nerve-ending " theory are few, and are 
mostly capable of other interpretations, as I hope to show later. Bowditch 
and Warren (19) found that in the sciatic nerve, rapid stimulation gave vaso- 
constriction (excitation), while slow stimulation gave vaso-dilatation (inhibition). 
They were, however, working with a mixed nerve of unknown constituents 
which makes the result difficult to assess, and in any case the results are 
precisely the opposite to those which wouid be expected on the “ impairment 
with decrement " or ' refractory period ” theories. There seems to be no 
definite evidence that the same fibre can change its functions. 

The evidence against the “ specific nerve-ending ” theory is meagre and of 
doubtful import. Since the hypothesis is known to be true for many cases 
(vagus, crab's claw, Langley’s experiment, etc.), we may therefore conclude 
provisionally that inhibition occurs simply as the result of stimulation of an 
“inhibitory " nerve-ending—that is to say, that the vagus nerve inhibition 
is the pattern of all. 

It next remains to be discussed in what manner does an inhibitory nerve, 
when stimulated, cause inhibition ? That is to sav, in what manner is an 
inhibitory fibre different from an excitatory fibre? There is some direct 
evidence that the nerve causes inhibition by secreting or releasing some specific 
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chemical substance, which inhibits the tissues in something the same way that, 
say, chloroform might inhibit them. That it should be a chemical substance 
that causes inhibition is at least à priori reasonable, since many drugs are 
known to have this property of abolishing excitability—chloroform generallv, 
potassium on the heart, acetyl choline on the capillaries (31, 86), histamine on 
the capillaries (86), magnesium on nerve tissue (34), adrenalin on the intestine, 
are examples. There is, therefore, nothing improbable in this idea. 

There is, further, a certain amount of direct evidence that a chemical sub- 
stance is concerned. The inhibition of the heart brought about by an excess 
of potassium salts in the circulating fluid is very similar to the inhibition 
produced by stimulation of the vagus. Howell (47, 48) proposed that the 
effect of stimulation of the vagus is to cause an increase in the amount of 
diffusible potassium in the tissue. The impulses were supposed to break 
down some compound with the liberation of potassium in diffusible form. 
This theory, it will be noted, is almost identical with that of Bayliss (“polarized 
permeability ’’). Howell found, by chemical analysis, that prolonged inhibition 
caused a perceptible increase in the amount of potassium present in the circu- 
lating fluid. Although his observations have since been superseded, yet they 
are of interest in showing that something chemical does happen under inhibition. 

Loewi (57, 58) found that when the heart of the frog or turtle is inhibited 
by the vagus, something is given off to the circulating fluid which has the power 
to cause inhibition in another unstimulated heart when circulated through it. 
He found that the action of this substance is stopped by atropine. This is not 
the case with inhibition caused by potassium, and he concluded that it was an 
organic substance, possibly neurine (now called choline, 63). Choline is known 
to produce a vagus-like effect on the heart (Dale and Evans, 30). 

Brinkman and Van Dam (21) essentially repeated this experiment by 
crossing the circulation between two frogs. The two circulations were con- 
nected so that the heart of one frog was connected with the stomach of another, 
the fluid going from heart to stomach. The vago-sympathetic nerve in the 
frog contains both vagus and sympathetic fibres, stimulation in some animals 
producing a vagus and in others a sympathetic effect. The vagus is inhibitorv 
to the heart and excitatory (motor) to the stomach. By testing different 
frogs with stimulation of the vago-sympathetic, they found that whenever 
the heart showed an excitatory effect, the stomach relaxed, and that whenever 
the heart showed an inhibitory effect, the stomach contracted. They found, 
in other words, that when the vagus was predominantly in action, the action 
of the vagus gave rise to a substance which passed along in the circulation and 
gave rise to a vagus-effect in the stomach. 

It is now known of course that the vagus, when stimulated, sets free acetvl 
choline, and that this substance is responsible for the inhibitory effect. At the 
same time it must be remembered that adrenaline can also exert an inhibitory 
effect, since it is inhibitory to the smooth muscle of the intestines and bronchi. 
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It is clear that the nervous system does, in some situations, use chemical 
substances to produce excitation and inhibition. There is, therefore, ample 
precedent for postulating this method in the rest of the nervous system. We 
are merely extending the scope of a method already known to exist in the body. 
One remembers in this connection the close relationship embryologically and 
physiologically between the suprarenal glands and the sympathetic, and 
particularly the way in which the sympathetic uses the suprarenals to produce 
an excitatory or inhibitory action in various parts of the body. 

We may draw the conclusion, provisionally at least, that there are specific 
inhibitory nerve-endings, and that they produce their effects by liberating 
specific chemical substances. The substances are the agents directly respon- 
sible for the inhibition, the nerve-ending being simply a “ gland" which 
produces the substance. The inhibitory substance is a chalone in Schafer's 
sense (75). 

The evidence given above is, however, indirect as far as the central nervous 
system is concerned. It therefore remains to be seen how this hypothesis : 
will fit the facts in the field with which we are primarily concerned. 


THE ‘‘ HUMORAL ” THEORY AND THE CENTRAL NERVOUS SYSTEM. 


Firstly we may notice that this theory gives a clue as to the mode of working 
of “ levels " in the nervous system. Previously it has not been easy to see 
exactly how this control of one level by another could be obtained, without 
at the same time introducing the possibility of “ back-control ". In a simple 
syncytium it is clear that no physiological levels can exist, for any part of the 
svstem is identical with any other part, and there is nothing to produce the 
necessary ' one-way " control. But even when the system is broken up into 
a synaptic system, it does not become easy to see how any particular part 
can control another part, without getting, equally, a '' back-control ". The 
difficulty is to find how system “A” can control “ B " without “ B ” controlling 
san 

The “ humoral " theory, however, offers a simple explanation if we assume 
that the control is always inhibitory, and that it is exerted by “ A " sending 
to “B” specific nerve-endings which terminate in “ B” with an inhibitory 
action. If“ B” has no fibres going back to “ A ”, then " B" cannot control 
"A", and the question of '' back-control ” does not arise. 

It was postulated above that the control exerted by a higher level upon a 
lower should always be inhibitory. Some justification is needed for this. 
It may be argued that the pyramidal tract, while partly inhibitory to the 
anterior horn nerve-cells, is equally partly motor, thus disproving the 
hypothesis. To this one may reply, as Bayliss (11) has done, by pointing out 
that excitation at the periphery does not necessarily mean excitation in the 
depths of the nervous system. Bayliss gives the following example: “A ” 
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is a motor neuron continually stimulated by impulses from, say, the sensory 
muscle-endings. “B” is a cell continually stimulated by some other source, 
and continually inhibiting “ A". Since " B ” is continually inhibiting “ A "', 
no impulses will pass “ A ”, and the muscle to which it is attached will remain 
at rest. If, now, “ C" is stimulated, “ C" being inhibitory to “ B ”, it will 
inhibit "B"; “B”, now inhibited, will no longer inhibit “ A", and the 
impulses will be able to go through “ A ", thus causing the muscle to contract. 
In this sytem, therefore, the muscle is normallv at rest, while stimulation 
of “C” causes it to contract. From the ordinary point of view, one would 
assume at once that the impulses from '' C ” had gone straight through to the 
muscle and caused it to contract. Yet, as we have seen above, this is not bv 
any means necessary. At the same time we see that excitation at the periphery 
can be produced by inhibition centrally. The phenomenon is essentially an 
inhibition of an inhibition. If, therefore, one level, in acting upon a lower 
level, seems to produce excitation, we cannot draw the conclusion that the 
higher level is actually having an immediate excitatory effect on the level 
itself; it may be inhibiting a pre-existing inhibition. 

Neurological studies have made it clear that the controls are often inhibitory 
in nature. Every time we speak of a “ release phenomenon " we are implicitly 
speaking of a release froin inhibition. Here it is proposed that inhibitory 
control is not merely common, but invariable, and it is suggested that if 
inhibition is produced by secretion, then that explains why the control is 
always in one direction only, i.e., it explains why “ back-control ” does not 
appear. 

We may next turn to the spinal reflex and its properties. The “ humoral " 
theory of inhibition in relation to the spinal reflex has already been discussed 
fairly fully by Sherrington (78), who constructs a scheme showing how many 
of these features may be explained. He postulates a particular anatomical 
arrangement, together with two substances or states, “ E" and “ I", which 
have certain properties. He postulates that there are specific excitatory 
and inhibitory nerve-endings, and that these endings produce their results 
by the production or liberation of substances “ E ” and “ I ”, the former having 
excitatory properties and the latter inhibitory. “ E” and “ I” are supposed 
to neutralize each other quantitatively when in contact, like acids and alkalis, 
so that any excess of one is left over unneutralized. The substances are 
assumed to be produced almost instantaneously, and after production are 
assumed to fade away slowly. 

Sherrington has discussed the principal features of reflex action in relation 
to this theory, so that there is no necessity to repeat them here. Forbes (39) 
has also discussed Sherrington's theory and is in essential agreement with it. 
There are, however, some additional points in connection with this theory 
which we may notice. 

Firstly, there are certain properties of synapses, which are explained at 
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once by the assumption that inhibition is essentially chemical. The law of 
“ forward direction ’’, for instance, first formulated by James (50), seems to 
be amply confirmed in the lower reflex arcs, and seems probably true for 
"higher " neurons as well. The law of forward diréction has always been 
dificult to explain if we assume that cells meet at simple synapses, for there 
seems no logical reason why a membrane phenomenon like the nerve impulse 
should be able to travel only in one direction when passing a synapse. In 
primitive cells, such as the amaba, the whole surface is both receptor 
and effector. If, now, we imagine a number of amcebz strung together, 
one can see that the surface disturbances might be conducted, but it is difficult 
to see why conduction should be in one direction only. In Medusa the nerve 
net is a syncytium, and in this nervous system inhibition and the law of forward 
direction are unknown (Romanes, 74). An impulse started at any point 
will spread over the whole net, causing contraction of all the muscles. If, 
now, we imagine the nerve net to be split into individual cells by the 
introduction of synaptic “ points ” in the filaments joining them, it is difficult 
to see why this should promptly introduce a “ one-way " system. 

On the other hand, if we regard each cell as being built on the same pattern 
as the nervous system as a whole, with receptors (dendrons) at one end, and 
effectors (glands, pieds terminaux) at the other, then it becomes clear that 
any one neuron will transmit impulses in one direction only, simply because 
the effectors are not stimulable. 

There is some general evidence to suggest that the nervous system is built 
on a repetitive method, so that any particular part is simply a miniature replica 
of the whole. This point of view fits well here, for just as we have the whole 
organism reacting to its environment by its receptors and effectors, so does 
each nerve-cell react to its environment, again with its receptors and effectors. 

After-discharge, similarly, is easily explained by the humoral theory, 
since the slow disappearance of the “ E ” substance will mean that it remains 
above threshold value for some time after the cessation of the stimulation. 
The fact that a more intense stimulation causes an increase in the duration 
of the after-discharge follows similarly. Wundt’ (87) and Biedermann (14) 
have found that, in the frog, cooling of the animal causes an increased duration 
of after-discharge. This again points to a chemical element in the phenomena, 
since most chemical reactions including simple diffusion are retarded by cold. 
Ir would be interesting to know the temperature coefficient of the increased 
duration, since this is nearly always about 2 for chemical reactions. After- 
discharge, too, may be cut short abruptly by inhibition—a result due to the 
sudden liberation of “ I ” substance, which neutralizes the “ E ”’. 

There is little doubt that Sherrington's theory is near the truth. But at 
the same time there are some points that need clearing up, and which need 


defining with rather more precision. 
Firstly, it must be pointed out that Sherrington treats 


“excitation ” as 
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if it were one process. This it probably is not. It is important to realize 
that the word “ excitation ” is used indifferently in physiology to cover two 
different processes : 
' (x1) To express the fact that impulses are passing along a nerve-fibre, 
when the fibre is said to be “ excited ”. 
(2) To describe the condition in which a cell is more ready to accept 
or to generate impulses. l 

The difference between these two conditions must be clearly understood. 
The two conditions are really quite independent of each other. Thus we might 
have a cell in a very refractory condition which is nevertheless forced by a 
powerful stimulation to generate or transmit impulses. Here it would be 
said to be excited in the first sense, since it is carrying impulses, but it is 
not excited in the second sense, since to any moderate stimulation it would 
refuse to respond. Equally, we might have a cell in a condition of high 
excitability or irritability, yet it might remain completely inactive if no 
stimulus arrives, even though it might be ready to respond furiously to the 
gentlest stimulation. 

The second type of excitation (corresponding roughly to “ irritability '') 
does not appear to any great extent in the spinal reflexes, since the spinal 
neurons all appear to be fairly fixed in their functions. In the cerebral cortex, 
however, this second type of excitation becomes as important as the first type, 
and it is consequently very necessary to recognize these two types of excitation. 
This point of view is similar to that put forward recently by Adrian 
and Bronk (5). 

A further difficulty in Sherrington's theory is the question of the precise 
place of action of his “E” and "I". Sherrington’s diagram (78) shows 
the excitatory and inhibitory nerve-endings terminating on a place "C", 
which is put close to the cell body of the motor neuron. Sherrington himself 
considers that “C” is at the cell-body-dendron part of the anterior horn- 
cells, and this at first sight seems to be reasonable. But when one tries to 
increase the precision of this position one arrives at difficulties. “E?” and 
"I" must clearly be at the same place, since otherwise they could never 
neutralize one another with sufficient rapidity. The interaction between 
“E” and "I" seems to be almost instantaneous, as shown by the sharp 
inhibition of after-discharge, and this points strongly to their being liberated 
in the same place. With inhibition the matter is fairly simple. The inhibitory 
process cannot be at the dendrons, since if two cells meet at a synapse, there 
is no point in the first cell producing an inhibition at the synapse, since there 
are no other impulses to be stopped. It seems clear that the seat of the 
inhibitory process must be at the cell body. A blockage at this place would 
naturally block all impulses coming through the neuron. This much seems 
certain. Sherrington, however, regards “E” as being not merely “I '- 
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liberated at the cell body, then what is the function of the dendrons? They 
are left with no function. It seems as if there must reallv be two types of 
“E”, just as we pointed out above that there are two types of excitation. 
There would be firstly “ E ", which is simply anti-inhibitory, which would be 
liberated at the cell body, and secondly there would be “ E' ”, which is stimu- 
latory, liberated at the dendron synapses. We are not, however, particularly 
concerned with the nature of excitation in this paper, so we will pass on. 
The question has recently been discussed by Eccles and Sherrington (35). 

It seems clear, in any case, that inhibition is dependent on the liberation 
of some specific chemical substance, that this substance is liberated at the 
cell body, and that the substance acts by blocking the passage of impulses. 


THE MORPHOLOGICAL APPEARANCES IN THE NERVOUS SYSTEM. 


When we turn to the morphological appearances, we find a good deal 
of evidence in favour of this view. Cajal has devoted most attention to this 
subject (23). In the figure we see a particular type of nerve junction, which 
is often repeated in the nervous system. We may notice that the fibres 
terminate on cell bodies, and that they end, not by one simple synapse, but 
by forming many bulbs (Pieds terminaux) on the cell body. Now such a 
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Terminal arborizations or ‘‘ bulbs of Held" from the ascending branch of the 
cochlear nerve; adult rabbit. From Cajal (23). 
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junction can scarcely be for the purpose of passing an impulse from one cell to 
another, and for this reason :—each impulse is followed by a refractory period, 
and by considering the rate at which the impulse travels, we may express 
this refractory period, not as a time, but as a length of nerve which is in the 
refractory condition. In the frog the impulse travels at about 28 metres 
per second, and the absolute refractory period lasts about 3 e. Conse- 
quently, behind each impulse there will be about 8 cm. of absolutely refractorv 
nerve. Thus, although the refractory period is short, yet an impulse travels 
at a sufficient rate to leave behind it quite a long region in an absolutely 
refractory state. In other words, two impulses cannot come closer together, 
in the same fibre, than about 8 cm. Consequently, the many terminal bulbs 
cannot exist for the purpose of giving rise to impulses one from each. It is 
unlikely, therefore, that such a mechanism should exist for the purpose of 
conveying an impulse to the next cell, since just as much could be done with 
one small terminal. If, however, we consider whether these terminal bulbs 
could really be small glands, secreting on stimulation an inhibitory substance 
over the cell body, we find firstly that they are in the correct position, namelv, 
on the cell body, secondly, that thev are swellings indicating that there is some- 
thing to be done there other than impulse-carrying, and thirdly, that thev 
ramify over the cell body so as to exert their influence over the whole of it. 
It wil be seen, therefore, that such an arrangement is quite unsuited for 
stimulation, but admirably suited for inhibition, if inhibition really occurs 
in the manner suggested. Just the same argument applies to other similar 
endings, of which there are many examples in the nervous system. The fact 
that such endings exist in the nervous svstem is in favour of the secretorv 
theory of inhibition, and equally, the theory, should it be established, provides 
a new point of view for approaching the morphology of the nervous system, 
for the principles outlined above are perfectly general, and would apply to anv 
part of the nervous system. If, then, this type of nerve-ending is really 
inhibitory, it will provide a means of assigning functions to cells as the result 
of microscopic examination, when it may be quite impossible to test the 
functions of the cells directly. 

It is interesting to note that it is the motor-cells which appear to be the 
richest in these inhibitory nerve-endings. The cells seem to be surrounded 
by a mass of fibres of the inhibitory type, suggesting, as we said at the beginning, 
that action may be rather a release from inhibition than a direct excitation. 

It has been objected that these “ pieds terminaux ” are too small for 
secretion. This objection is, I think, ruled out. I have myself seen 
Paramecium, an infusorian about 100g long, containing over 50 food vacuoles, 
with only a thin film of protoplasm left between each vacuole to do the secretion 
of gastric juice, yet digestion proceeded normally. Protoplasm can secrete, 
and there is nothing to show that the volume contained in the pieds terminaux 
is insufficient. Equally the amount of protoplasm necessary depends on the 
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activity of the substance secreted. Reid (71) has found that acetyl choline 
Is active in doses of 2 X 10? mgrm. per kilo, i.e., a “dilution ” of about a billion- 
fold. With substances as active as this, the amount of protoplasm necessary 
obviously becomes of minor importance. 

We may conclude, therefore, that the morphological appearances suggest 
that certain types of endings have a secretory function. We have seen that 
such endings are quite unsuited for stimulation, but are admirably adapted 
for inhibition bv secretion. 


CONDITIONED REFLEXES. 


Although Pavlov has produced a mass of important data regarding the 
functioning of conditioned reflexes (67), little if any of it is at present explicable 
in terms of the known physiology of the neurons of the cortex. Although 
it is possible to connect the stimuli and subsequent reactions together and to 
find that there are certain laws connecting them, vet just -what is happening 
inside the skull is unknown. As Pavlov himself has said: ‘‘ Es bleibt alles 
dunkel.” 

ln spite of this difficulty, however, there are some points which are not 
without interest in connection with our subject. 

Firstly, Pavlov has stressed continually the essential reciprocity of excita- 
tion and inhibition. Here it may be remarked that Pavlov does not appear 
to differentiate clearly between the two types of excitation, yet it is clear 
that in pairing excitation with inhibition he is referring to excitation in the 
sense of ‘irritability ". This pairing of the two processes is also implicit 
in Sherrington's theory, and, as we have seen, this reciprocity supports the 
view that the two processes are essentially chemical or physico-chemical. 

À fact more strongly suggestive of the chemical nature of these processes is 
given by the phenomena of irradiation and concentration. Pavlov has shown 
that all stimuli tend to irradiate and concentrate in the cortex. He is of the 
opinion (68) that this is perhaps the most fundamental property of the cerebral 
cortex. That this phenomenon of the irradiation of inhibition is not peculiar 
to reflexes has been shown by McWilliam (64), who showed that the auricles 
and ventricles in certain hearts are inexcitable when under vagus stimulation. 
This irradiation is of interest here, since chemical substances will inevitably 
spread and tend to become diffuse in their effects, while equally, should they 
be gradually destroyed, they will appear to shrink and finally to vanish at the 
place where their concentration was strongest. The processes of irradiation 
and concentration are, therefore, easily explained by the chemical theory of 
inhibition. 

It is interesting to note in this connection that the liberation of a chemical 
substance must essentially be localized. Lashley (56) and Ashby (7) have 
suggested that a behaviour pattern does not depend on the precise neurons. 
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junction can scarcely be for the purpose of passing an impulse from one cell to 
another, and for this reason :—each impulse is followed by a refractory period, 
and by considering the rate at which the impulse travels, we may express 
this refractory period, not as a time, but as a length of nerve which is in the 
refractory condition. In the frog the impulse travels at about 28 metres 
per second, and the absolute refractory period lasts about 3 e. Conse- 
quently, behind each impulse there will be about 8 cm. of absolutely refractory 
nerve. Thus, although the refractory period is short, yet an impulse travels 
at a sufficient rate to leave behind it quite a long region in an absolutely 
refractory state. In other words, two impulses cannot come closer together, 
in the same fibre, than about 8 cm. Consequently, the many terminal bulbs 
cannot exist for the purpose of giving rise to impulses one from each. It is 
unlikely, therefore, that such a mechanism should exist for the purpose of 
conveying an impulse to the next cell, since just as much could be done with 
one small terminal. If, however, we consider whether these terminal bulbs 
could really be small glands, secreting on stimulation an inhibitory substance 
over the cell body, we find firstly that they are in the correct position, namelv, 
on the cell body, secondly, that they are swellings indicating that there is some- 
thing to be done there other than impulse-carrying, and thirdly, that thev 
ramify over the cell body so as to exert their influence over the whole of it. 
It will be seen, therefore, that such an arrangement is quite unsuited for 
stimulation, but admirably suited for inhibition, if inhibition really occurs 
in the manner suggested. Just the same argument applies to other similar 
endings, of which there are many examples in the nervous system. The fact 
that such endings exist in the nervous svstem is in favour of the secretorv 
theory of inhibition, and equally, the theory, should it be established, provides 
a new point of view for approaching the morphology of the nervous svstem, 
for the principles outlined above are perfectly general, and would apply to any 
part of the nervous system. If, then, this type of nerve-ending is reallv 
inhibitory, it will provide a means of assigning functions to cells as the result 
of microscopic examination, when it may be quite impossible to test the 
functions of the cells directly. 

It is interesting to note that it is the motor-cells which appear to be the 
richest in these inhibitory nerve-endings. The cells seem to be surrounded 
by a mass of fibres of the inhibitory type, suggesting, as we said at the beginning, 
that action may be rather a release from inhibition than a direct excitation. 

It has been objected that these “ preds terminaux” are too small for 
secretion. This objection is, I think, ruled out. I have myself seen 
Paramecium, an infusorian about 100g long, containing over 50 food vacuoles, 
with only a thin film of protoplasm left between each vacuole to do the secretion 
of gastric juice, yet digestion proceeded normally. Protoplasm can secrete, 
and there is nothing to show that the volume contained in the pieds terminaux 
is insufficient. Equally the amount of protoplasm necessary depends on the 
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activity of the substance secreted. Reid (71) has found that acetyl choline 
Is active in doses of 2 X 10 ? mgrm. per kilo, i.e., a “dilution” of about a billion- 
fold. With substances as active as this, the amount of protoplasm necessary 
obviously becomes of minor importance. 

We may conclude, therefore, that the morphological appearances suggest 
that certain types of endings have a secretory function. We have seen that 
such endings are quite unsuited for stimulation, but are admirably adapted 


for inhibition bv secretion. 


CONDITIONED REFLEXES. 


Although Pavlov has produced a mass of important data regarding the 
functioning of conditioned reflexes (67), little if any of it is at present explicable 
in terms of the known physiology of the neurons of the cortex. Although 
it is possible to connect the stimuli and subsequent reactions together and to 
find that there are certain laws connecting them, vet just what is happening 
inside the skull is unknown. As Pavlov himself has said: ‘‘ Es bleibt alles 
dunkel.” 

In spite of this difficulty, however, there are some points which are not 
without interest in connection with our subject. 

Firstly, Pavlov has stressed continually the essential reciprocity of excita- 
tion and inhibition. Here it may be remarked that Pavlov does not appear 
to differentiate clearly between the two types of excitation, yet it is clear 
that in pairing excitation with inhibition he is referring to excitation in the 
sense of ‘‘ irritability ". This pairing of the two processes is also implicit 
in Sherrington’s theory, and, as we have seen, this reciprocity supports the 
view that the two processes are essentially chemical or physico-chemical. 

A fact more strongly suggestive of the chemical nature of these processes is. 
given by the phenomena of irradiation and concentration. Pavlov has shown 
that all stimuli tend to irradiate and concentrate in the cortex. He is of the 
opinion (68) that this is perhaps the most fundamental property of the cerebral 
cortex. That this phenomenon of the irradiation of inhibition is not peculiar 
to reflexes has been shown by McWilliam (64), who showed that the auricles 
and ventricles in certain hearts are inexcitable when under vagus stimulation. 
This irradiation 1s of interest here, since chemical substances will inevitably 
spread and tend to become diffuse in their effects, while equally, should they 
be gradually destroyed, they will appear to shrink and finally to vanish at the 
place where their concentration was strongest. The processes of irradiation 
and concentration are, therefore, easily explained by the chemical theory of 
inhibition. 

It is interesting to note in this connection that the liberation of a chemical 
substance must essentially be localized. Lashley (56) and Ashby (7) have 
suggested that a behaviour pattern does not depend on the precise neurons 
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activated in the cortex, but depends on the pattern set up in the cortex by the 
incoming impulses, its precise localization being a matter of little importance. 
If, however, inhibition is really chemical, then this idea seems doubtful, for 
a chemical substance must have some position since it is a material substance. 
If inhibition in its simplest form is always inhibition of a tissue, then this 
suggests that a reflex, since it can be inhibited, is also essentially a tissue and 
not an impulse-pattern. But there is more involved here than can be discussed 
at present. 

Another point of interest raised by Pavlov's work is his discovery of 
physiological types—the “‘ excitable ” and the " inhibitable ". With many 
of the theories of inhibition it is difficult to see how there could exist anv 
type in which inhibitory processes would be specially marked. On the other 
hand, recent work on epilepsy and hyperchlorhvdria suggests stronglv that 
chemical types do exist, and future work will doubtless display these more 
prominently. 


INHIBITION AND THE PROBLEM Or INTEGRATION. 


There is finally one other line in which this view of inhibition is likely to prove 
fruitful in the future, namely, in the problem of co-ordination and integration. 
Several authors have discussed the curious parallelism between embryological 
development and the development of behaviour. In each case we find that 
the general scheme is controlled bv heredity, while the details are left to be 
worked out by the interaction of the organism with its environment. Each 
is directed to the same end, namely, adaptation, and each involves the 
co-ordination and integration of the activities of a large number of cells. 

It must not be thought that the co-ordination and integration involved 
in growth are beneath mention, nor that growth is a mere rigid unfolding 
of a scheme alreadv prepared. Child, for instance (25), has broken up hvdrozoa 
so that the animal has become a mere suspension of cells. This suspension 
can be stirred to mix thoroughly and allowed to settle. If it is then left under 
suitable conditions, the cells will stick together in the positions in which thev 
have fallen, and the mass will rapidly become a normal hydrozoon again. 
Harrison and Braus (43) have transplanted the growing facial nerve-bud in 
the newt, putting it in place of the sciatic nerve-bud. The facial nerve-bud 
then grew down the leg, following the anatomical course of the sciatic, and 
supplying all the muscles quite efficiently. Driesch particularly studied this 
tvpe of organized response in growth, and he found many similar examples 
of adaptive response. 

Growth and intelligence are undoubtedly closely related, and it seems 
probable that the solution of either problem will help greatly in the solution 
of the other. Some authors go so far as to maintain that the two activities 
are actually identical (Child, 25, 26; Coghill, 28). Coghill says (27): 
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" the development of the behaviour pattern, which is a process 
of learning in the broadest sense, is actually development, structurally and 
functionally." 

In the investigation of the problem of co-ordination and integration, the 
embryologists seem at present to be leading by a wide margin. Child (25, 26) 
has devoted particular attention to this problem in growth. He has found 
growth to be largely controlled and directed by potentials and gradients: 
by electric currents developed in the growing tissues (Ingvar, 49), by gradients 
resulting from the production and diffusion of carbon dioxide and other 
metabolites, by activity gradients (Bok, 16; Coghill, 28), and so on. 

Of particular interest to us are the gradients provided by the production 
and diffusion of metabolites, local hormones, etc. One is immediately reminded 
of Pavlov’s irradiation, where the gradient can actually be measured. If, 
then, the gradient is really a gradient of excitation or inhibition, produced 
by the diffusion of actual chemical substances, then another link is provided 
to join the essential mechanisms of cortical function with those of development. 

It is of interest to note that if the nervous system is really co-ordinated 
and integrated by the same chemical and physico-chemical mechanisms that 
are used in growth, then this provides the first satisfactory explanation as to 
why, in the nervous system, the grey matter, with its synapses and cell bodies, 
is kept so carefully together, and apart from the white matter. The nervous 
system is obviously careful to divide itself with some precision into grey and 
white matter, yet any reason for this arrangement has not, as far as I am aware, 
ever been suggested. If, however, the nervous system integrates its activities 
by using chemical gradients of inhibition and excitation, then it is clear that the 
collection of the essential parts, the synapses and the cell bodies, close together 
will enable them more effectively to affect and to control one another. This 
will only apply if the linkage is localized like a chemical substance. Were 
the linkage to be non-localized, like impulses, then there would be no necessity 
for this close packing. In the nervous system we find actually that at each 
physiological level, within which the necessity for integration is greatest, 
the grey matter is collected together (cortex, cerebellum, basal ganglia, etc.). 
On the other hand, between levels, where there is no integration, but only 
domination, the connection is by impulses passing through white matter. 

The general build of the central nervous system, therefore, clearly supports 
the idea that inhibition and excitation are chemical in nature, and that co- 
ordination of these processes is done, partly at least, by the use of gradients, 
just as in the co-ordination of development. | 


CLINICAL APPLICATIONS. 


As happens only too often, the clinical applications of knowledge tend 
to lag far behind the knowledge itself, and this remains true in the present 
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case. It is scarcely to be expected that any one piece of knowledge will throw 
much light on the problems of psychiatry while such a vast amount remains 
unknown. We are ignorant, not only of many of the causes of mental disorder, 
but we are also, for all practical purposes, still ignorant of the manner of 
functioning of the normal brain. 

In spite of this, however, an increased knowledge of inhibition is of some 
clinical value, chiefly because inhibition is itself one of the phenomena of 
major importance in the functioning of the nervous system. 

Certain diseases seem to be essentially disorders of inhibition. Narcolepsy, 
cataplexy and hypersomnia seem to belong to this class. Adie (1), in his paper 
on narcolepsy, is of the opinion that it is a disorder of inhibition. Worrall (85) 
has recently discussed the nature of the process underlying many conditions 
of unconsciousness, and has come to the conclusion that disordered cerebral 
inhibition lies at the base of them. Inhibition has also been implicated in 
other conditions. Briggs (20) is of the opinion that the epileptic fit is not 
so much an active excitation as a release from inhibition ; the wall of inhibition 
has broken where it should not break. 

In this connection it may also be noted that a number of workers have shown 
that the processes of inhibition and excitation are easily influenced by various 
chemical substances. Sherrington showed that strychnine turns inhibition 
into excitation (76). Bayliss (12) has shown that chloroform converts excita- 
tion into inhibition in vasomotor reflexes, while Sherrington (77) has shown 
the same on spinal reflexes. Pavlov (67) has shown that bromides strengthen 
inhibitory processes, while caffeine weakens them. Demole (33) found that 
he could induce sleep by injecting calcium salts into the floor of the third 
ventricle. He found also that potassium salts had an antagonistic effect. 

Some of the results found with the action of drugs are apt to appear con- 
flicting until it is realized that many drugs are anatomically selective in their 
action. Pick (69) and Economo (36) compared the action of various hypnotic 
drugs before and after the removal of various parts of the nervous system. 
They found clear evidence of a selective action. In this connection it is well 
known that while strychnine and tetanus toxin have a profound action on 
the spinal centres, yet both these substances seem to have little or no effect 
on the cerebral cortex. 

If inhibition is really chemical in nature, then one would naturally expect 
it to be sensitive to the action of other chemicals, and such certainly seems to 
be the case. This is of interest from the medical point of view, since it would 
suggest that the causal agent underlying many mental disorders may be 
chemical in nature, due, perhaps, to abnormal metabolism or to a toxin. 
The main direction of modern research is to biochemistry, and we may thus 
expect that this branch will prove even more fruitful in the future, for inhibition 
1s one of the keystones of normal behaviour. 
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SUMMARY. 


(1) Many theories of the nature of inhibition have been proposed. These 
are collected and reviewed as completely as possible. The majority have to 
be rejected at once in the light of present-day knowledge. 

(2) An examination of the data makes it clear that the “ humoral ” theory 
stands far above the others. ` 

(3) This theory has previously been discussed in relation to the spinal 
reflexes, but here it is discussed in view of its wider implications. 

(4) It is shown that this theory offers a satisfactory explanation of some 
difficulties in the concept of “ physiological levels ", and gives a solution of 
the problem of “ back-control ” between levels. 

(5) The law of forward direction is found to follow at once from this theory. 

(6) Various microscopic morphological appearances are shown to be just 
the type of mechanism required by the theory. 

(7) Pavlov’s “ irradiation ’’ and “ concentration ' 
the theory. 

(S) Integration in behaviour is compared with the same process in growth, 
and it is suggested that the ultimate mechanisms are probably identical. 
Some of the factors known to be of importance in growth are considered, 
and it is shown that the “ humoral” theory provides the counterpart in 
behaviour. | 

(9) The clinical applications are discussed. 


) 


are easily explained by 
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PART I. 
PERIODS SELECTED. 


The periods under review were selected according to the availability of 
suitable material. Before the year 1907 and during the years of the Great War 
the number of deaths divided into suitable age-groups are not readily obtain- 
able. The years immediately following the end of the war were considered 
to be unsuitable owing to the occurrence of epidemics of influenza. 


MATERIAL, 


The number of deaths for England and Wales has been taken from the 
reports of the Registrar-General. The number occurring in mental hospitals 
has been obtained through the courtesy of Sir Hubert Bond from the offices 
of the Board of Control. The total populations of England and Wales for 
each year were kindly furnished by the late Dr. T. H. C. Stevenson, from the 
calculations based on the census of 1921, made in the Registrar-General's 
Department. The population of the mental hospitals was obtained from the 
annual reports of the Commissioners of Lunacy for the years 1907 to 1913, 
and through the courtesy of Sir Hubert Bond from the offices of the Board of 
Control for the years 1921 to 1927. 

(a) Population.—The figures used for England and Wales were those of the 
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mid-year populations (Tables I and XIII). The figures obtained for the 
mental hospitals were those of the end of each year (Tables II and XIV). 
These were adjusted so as to represent the mid-year population (Tables III 
and XV). The mental hospital figures were subtracted from those of England 
and Wales so as to obtain the true population outside mental hospitals (Tables 
IV and XVI). 

The average number of patients resident in mental hospitals reported by 
the Board of Control cannot be compared with the mid-year population of 
England and Wales. It is different from the mid-year population, which is 
the average of the population resident at the commencement and end of each 
year. An example will make this clear. The number of patients at Bethlem 
Royal Hospital on January 1, 1930, was 84, and on January I, 1931, the 
number was 34. The average number resident was 44, whereas the mid-year 
population was 59, a difference of 34-9%. 

(b) Deaths.—The number of deaths in each year in mental hospitals was 
subtracted from the deaths reported in England and Wales, so as to obtain the 
number of deaths occurring outside mental hospitals (Tables V-VII, XVII- 
XIX). 

(c) Death-rates per 1,000 population at each age-group were now calculated 
for each sex for the age-groups 0-15, 15-25, 25-35, 35-45, 45-55, 55-05 years 
for England and Wales and for the mental hospitals (Tables VIII, IX, XX, 
XXI). 


TYPE OF CANCER. 


All types and all sites of cancer are included in the figures of Part I. 


Method of Investigation. 
By W. R. ASHBY. 


The essence of the method used here is to collect the figures, and then to 
. deduce from them an estimate of the intensity with which cancer is attacking 
the two populations. We are, of course, unable to measure this intensity 
directly, so we must make an estimate of it by observing its effects, just as we 
might estimate the intensity of machine-gun fire which we cannot see bv 
observing the mortality on the battle-field. We may justly assume that the 
intensity of the '' pressure ” of cancer will be reflected proportionately in the 
deaths from cancer. To estimate this intensity we must, therefore, deduce 
from the figures a death-rate which shall be proportional only to the intensity 
with which cancer is pressing on the two communities. 

Obviously we cannot compare the simple '' cancer-deaths ”’ occurring inside 
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and outside mental hospitals, since the population outside is so much greater 
than the population inside, and the number of deaths outside will be propor- 
tionately greater. This brings us at once to the second point, which is that the 
figures must be corrected and adjusted in various ways, so that our final figures 
shall be strictly comparable in every possible respect, with only one difference 
between them, namely, that the one set refers to people living outside mental 
hospitals, and the other to people living in. Everything else must be balanced 
out so that any difference in the final figures can depend only on that difference 
and not on other hidden differences. 

The question has been raised as to whether the high death-rate from other 
diseases in mental hospitals may not affect the cancer-rate by removing people 
before they can die of cancer. This may be discussed in general by inquiring 
whether the death-rate from one set of diseases has any effect upon the death- 
rate from another disease. 

This question is difficult to answer in words, but may be answered exactly 
by a mathematical test. 

Let us consider a uniform population which is subjected simultaneously to 
cancer and to other diseases. Let the number alive at the beginning be Nj, 
and the number alive at the end be N,, and assume that the change from N, 
to N is linear, so that, under the general influence of admissions, deaths and 
discharges, the hospital population is growing steadily, or is diminishing steadily 
orisstationary. Let the time start at O and end at T units of time. Let the 
“ intensity ” of cancer be such that if there were no other diseases the deaths 
would be a deaths per person per unit of time. Similarly, let the “ intensity "' 
of other diseases be b. Given C and D, the total deaths from cancer and other 
diseases respectively, over the period O to T, it is required to estimate a and 6 
independently of each other. Both rates are assumed to be constant over the 
given period, and the population is assumed to be homogeneous. This latter 
assumption is true for this paper, since the factors of age, sex, etc., have been 
separated so as to give groups which are homogeneous. 


The number alive at any time, ¢ = N, + (Ne — NJ. Now allow a 


small instant of time, dt, to pass. Now the number of deaths from cancer and 
from other diseases occurring in the given interval of time is proportional to the 
length of the interval. Consequently, as d! is made small without limit, the 
number of deaths will become small without limit. As the number of deaths 
becomes smaller, so will cancer and other diseases interfere with each other 
less, until finally, when the time-interval is infinitely short, they will be quite 
independent. In that case we may estimate a directly from the infinitely 
small number of deaths from cancer occurring in that infinitely short time. 


a 
.(Ng—N,) | at 


In that interval dt there will die from cancer a [N du 


people. 
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Therefore the total deaths from cancer between O and T— 


| 
pe) 
2 
3 
~ 
+ 
Rm 
= 
= 
3 
& 


C 
whence a — T (N itN 2) deaths per person per unit of time. 
2 


This, of course, is simply the standard method for calculating a death-rate, 
and it will be observed that our death-rate is quite independent of the mortality 
from other diseases. We may conclude, therefore, that the incidence of other 
diseases, if steady, has no effect on the cancer death-rate. 

As a non-mathematical explanation of this fact, it may be pointed out 
that although other diseases lower the total number of cancer deaths, yet at 
the same time they lower the '' number living ’’, and these two are affected in 
the same proportion. Consequently a death-rate, if calculated on numbers 
living, will be independent of other diseases. In this particular case it means 
that our cancer-rate is not affected by the steady mortality from other diseases, 
whatever the mortality may be. 

It should be noted that this conclusion is based on the assumption that 
the “ virulence " of the other diseases shall be constant over the period. This 
assumption is fulfilled well enough by some diseases, but it does not in any 
way apply to sudden epidemics occurring within the period. Theoretically, 
given infinite information of the progress of the epidemic from second to 
second, it would be possible to make accurate allowance for its effect. . In 
practice, of course, information is scanty, and is often completely lacking in 
certain essentials. In practice, therefore, sudden epidemics will disturb the 
figures to an unknown degree. The years discussed below, however, contain 
no epidemic sufficiently sudden and severe to disturb the figures appreciably. 

There are several factors of known importance which must be corrected. 
Firstly, the figures must be drawn from the same years ; obviously we cannot 
compare 1850 with 1930. In this paper the figures are all drawn from the 
same years. Secondly, the figures must be corrected for the size of the 
populations from which they come. This is done in practice by calculating 
how many deaths would occur in a (hypothetical) thousand, i.e., by calculating 
a death-rate. Thirdly, we must correct for the difference in the proportions 
of males to females, since these are not subject to cancer identically. Fourthly, 
we must correct for the fact that a person is not equally subject to cancer 
throughout his life; we must see to it that we are not comparing young people 
inside with old people outside. 
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In calculating the death-rates we must calculate deaths per 1,000 living. 
A “ cancer-rate " is sometimes found by calculating the proportion of deaths 
from cancer to deaths from all causes. This, in an investigation such as the 
present, is entirely beside the point, for the figure obtained will depend on the 
frequency of other deaths as well as the number of cancer deaths. This may 
be of interest to an epidemiologist who is studying diseases as a whole, but it 
is of no interest to us in this investigation, and is, unless one is very careful, 
apt to be definitely misleading. The whole aim of this paper is to estimate 
the cancer “ virulence "', and to ensure that this figure shall be as independent 
of other complications as is possible. Calculating a rate on “all deaths " 
introduces another factor instead of eliminating one. On the other hand, 
as shown above, a cancer-rate calculated on the number living gives us a true 
measure of the '' virulence " with which cancer is attacking the population, 
quite independently of what the other diseases are doing. 

Since the factors of age, sex, etc., are all intermingled in the populations 
we wish to compare, we cannot correct the numbers by calculating three simple 
corrections, for if we split them into male and female and calculate a correction, 
we should be ignoring the fact that the male and female groups might still 
differ in their age distributions. We must therefore split up the original 
hgures into those for males and females, and each of these groups must then 
be further subdivided into age-groups, and each of these must then be further 
subdivided and so on. In practice the number of groups rises so rapidly 
after a few divisions that it is not practicable to apply more than a 
few corrections. Fortunately there is little doubt that the corrections applied 
below are sufficient to remove all major sources of inaccuracy, so that it is not 
necessary to subdivide further. 

Having subdivided our figures, we now proceed to recombine them step 
by step, each time applying corrections so that the “inside ” figures are 
balanced in every respect with the “ outside ” figures. 

First of all we must reject all indefinite groups, such as “ 65 and over ”’. 
This is unfortunate, since the material at the older end of the scale appears 
to be interesting. Nevertheless, such groups must be rejected, since we do 
not know how the ages in the group are distributed, and unless we know how 
many of them are from 65 to 75, how many from 75 to 85, and so on, we cannot 
make any correction for the varying incidence of cancer at these ages. It 
Is a pity that in the published figures from mental hospitals the ten-yearly 
groups stop at this age, since the figures for the general population are given 
for two decades further, but we are unable to make use of these, since we 
have nothing with which to compare them. 

Next we correct for the fact that the number of cancer deaths in each group 
depends on the number living in that group. We therefore calculate a death- 
rate for each group, ie., we calculate what the deaths in each group would 
be if the number living were 1,000. 
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We may now proceed to combine the groups so as to obtain a general survey 
of cancer in the two main groups. First, we average the years by summing 
the death-rates in all the corresponding years, and dividing by the number 
of years. Next we may average the age-groups. This may be done in two 
ways. The first and most obvious is to take a simple average, thus calculating, 
in effect, what the deaths would be in a population composed of 100 of ages 
10-20 years, 100 of ages 20-30 years, . . . and 1000f ages 85— thus giving 1,000 
people altogether. This, however, although quite permissible mathematically, 
is unsatisfactory, since such an age-distribution is scarcely typical of the 
population as it exists. It is therefore preferable to weight each death-rate 
according to some figure which shall represent the magnitude and “ importance " 
of that group in the general population. We must use the same set of weights 
for all the groups, otherwise they will no longer be comparable. If we were 
to use the same number in each group as its weight, we should get back to 
our original figures. The best figure to use as the weight of each group is the 
total number living in that group, summing for all years, for both sexes, and 
for the whole population. These totals or weights will not, of course, be 
infinitely accurate, but absolute accuracy is not possible. In any case, slight 
errors in the weighting will only have the minutest effect on the result, and 
there is no doubt that the general effect is to improve the figures considerably. 
A second and much more important reason for weighting in this manner 
is that all the figures are subject to errors of random sampling. The death- 
rate in each group is only an estimate of the cancer-intensity, and the accuracy 
of this estimate varies inversely as the square root of the number living in 
that group. 

Consequently, it is not fair to average the less accurate estimates from 
groups with the smaller numbers living with the more accurate estimates 
based on larger numbers. A simple average would leave our figures too 
much at the mercy of those rates which, being based on small numbers, are 
apt to be rather variable. By weighting in this manner we ensure that each 
group is given its proper statistical importance. Our final estimate, therefore, 
will be rendered considerably more accurate, in the sense that its standard 
error of random sampling will be as close as possible to the minimum. (The 
deaths in each group will be distributed in a Poisson series. In accordance 
with a well-known statistical theorem, observations are to be weighted 
inversely as their variance, and in a Poisson series the variance is equal to 
the mean.) Since both the above considerations indicate the same procedure, 
we therefore weight each death-rate by the grand total living in that group. 

Finally, we may average the different rates in the two sexes. These 
might be weighted like the age-groups, but the effect would be negligible, 
since the total numbers are close. 

We have now obtained our objective, since we have calculated two cancer- 
rates, one applying to those in the mental hospitals, and the other applying 
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to those outside. We have two figures which represent, so to speak, a general 
survey of cancer, and which have been adjusted so that all other relevant 
factors have been balanced out, except that one figure refers to those living 
in mental hospitals and the other to those living outside. It is now legitimate 
to compare them. 

Finally, we may re-divide the figures again, to see whether the difference 
Is purely localized in one group, or whether it is a general effect which acts 
equally on all the groups. 

We are much helped here, for an effect in one group tends to get swamped 
when collected together with other groups. If the difference, therefore, is 
localized, subdivision of the figures will show a larger difference in some group 
or groups, for the difference will become larger and more obvious as it is freed 
from other '' diluting ” groups. 


Death -rates. 
By G. DE M. RUDOLF. 


(a) Females (Tables VIII and IX). 

Ages 0-15 years: The rates for England and Wales varied from -o16r in 
I921 to -0246 in 1926, and showed a very slight increase during the total periods, 
whereas in the mental hospitals only one year showed any deaths in this age- 
group. 

Ages 15-25 years: England and Wales rates varied from -0297 in 1907 to 
‘0391 in 1913, and remained steady. Deaths occurred in but three years in 
the mental hospitals, and these varied from -341 in 1909 to :387 in 1925 
—nearly ten times the death-rate for England and Wales. 

Ages 25-35 years: For England and Wales the death-rate remained fairly 
constant, varying from -143 in 1908 to -176 in 1907. The mental hospital rate 
decreased, and varied from o in 1926 to -843 in 19r1o. 

Ages 35-45 years: Death-rate (England and Wales) for this age-group 
shows a fairly steady decrease, varying from -755 in 1922 to -837 in 1913. The 
mental hospital rate, on the other hand, showed little of the fall. The rate 
varied from -633 in 1912 to 1-8 in 1923, thus tending to be nearer the England 
and Wales rate than in previous groups. 

Ages 45-55 years: Again, a definite fall is observed in the death-rate for 
England and Wales as the years pass. The lowest rate, 2-08, occurred in 
1927, and the highest, 2:36, in 1912. In the mental hospitals there was also 
evidence of a decrease in rate, the figures varying from 1:94 in I927 to 3:52 in 
1909. Again the mental hospital rate approximates to, but is more variable 
than, the England and Wales rate. 

Ages 55-65 years: A decrease occurs in the England and Wales rates. 
These rates vary from 4-15 in 1927 to 4:58 in 1913. In the mental hospitals 
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Year. 
1907 
1908 
1999 
1910 
I9II 
1912 
1913 


1921 
1922 
1923 

“1924 
I925 
1926 
1927 


Year. 
1907 
1908 
1909 
I9IO 
I9II 
I9I2 
1913 


1921 
1922 
1923 
1924 
1925 
1926 
1927 


Year. 


1907 
1908 
1909 
1910 
IQII 
1912 
I913 


1921 
1922 
1923 
1924 
1925 
1926 
1927 


TABLE I.—Total Female Population of England and Wales. 


MORTALITY OF CANCER, 


o- I5- 
5427000 3329000 
5466000 3345000 
5476000 3342000 
5501000 3349000 
5559000 3327000 
5539000 3323000 
5541000 3328000 
5215000 3478000 
5194000 3486000 
5149000 3504000 
5103000 3534000 
5046000 3530000 
4959000 3532000 
4958000 3530000 

TABLE II. 

o- 15- 

š 318 2856 

327 2881 

347 2973 

35I 3126 

à " 408 3086 
. , 418 3090 
425 3008 

e ` 286 2693 

. E 273 2647 

: , 287 2757 

i 268 2681 

245 2632 

. . 255 2553 
P à 238 2424 


TABLE III.—Female Mid-Year Population, Mental Hospitals. 


LS] 
to 
am CA 


15- 
2859 
2808°5 
2927 
3049°5 
3106 
3087° 5 
3048°5 


2686 
2720 
2702 
2719 
2656: 
2592* 
2488- 


CA UA A 


25- 
2987000 
3032000 
3060000 
3097000 
3110000 
3102000 
3097000 


3140000 
3160000 
3180000 
3205000 
3240000 
3230000 
3253000 


25- 
8100°5 
8148°5 
8213°5 
8 306 
8385 
8447°5 
8550°5 


7495 
7492 
7953 
7749°5 
7818 
7993°5 
8055°5 


357 
2337000 
2389000 
2428000 
2474000 
2529000 
2571000 
2611000 


2850000 
2866000 
2879000 
2890000 
2597000 
2903000 
2914000 


35-7 
11494 
11872 
12043 
12205 
12441 
12833 
13190 


11908 
12076 
12427 
1250! 
I2471 
12532 
12646 


35- 
11526: 5 
T1083 
11957°5 
12154 
12353 
12637 
130II*5 


11822 
11992 
12251°5 
12464 
12486 
12501*5 
12589 


45- 
1707000 
1745000 
1774000 
1808000 
1831000 
1864000 
1902000 


287000 
2327000 
2376000 
2431000 
2476000 
2515000 
2552000 


Female Population, Mental Hospitals. 


45- 
12569 
12864 
13095°5 
13309 
13511 
T3914°5 
14134°5 


1 3652° 
14075° 
14568: 
14894: 
15129*5 
15610 

15962 


Anna 


[ April, 


55-64. 
I144000 
1166000 
1181000 
I 1990009 
I22 3000 
I252000 
I2S81000 


I530000 
I 569009 
100009 
1656090 
I696000 
1749000 
1802000 


55-64. 
IOOII 
IO 350 
I1OS5I 
10803 
11059 
11325 
115558 


mt e A d d Mt 
4» Ww Us !9 fa hB 
SM oO O4 


~ 


55-64. 
9883 
IOIOS'-5 
10465*:5 
10077 
109 3I 
I1192 
11456°5 


11613 

12032°5 
I2510* 
12820 
13141* 5 
13543 

13903: 5 


c 
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TABLE IV.—Female Population of England and Wales Less Mental Hospital 
Population. 


Year. 
1907 
1908 
1909 
Iylo 
I9II 
I912 
1913 


IQ2I 
1022 
1923 
1924 
1925 
1920 


1927 


o- 


5427000 
5466000 
5476000 
5401000 
5559000 
53539000 
5541000 


5215000 
5194000 
5149000 
5103000 
5046000 
4989000 
4958000 


15- 
3326000 
3342000 
3339000 
3340000 
3324000 
3320000 
3325000 


3475000 
348 3000 
3501000 
35 31000 


3527000 . 


3529000 
3528000 


25- 
2979000 
3024000 
3052000 
3089000 
3102000 
3094000 
3088000 


3133000 
3153000 
3172000 
3197000 
3232000 
3222000 
3245000 


35- 
2325000 
2377000 
2416000 
2462000 
2517000 
2558000 
2598000 


28 38000 
2854000 
2867000 
2878000 
2885000 
2890000 
2901000 


45- 
1694000 
I732000 
1761000 
1795000 
1817000 
1850000 
1988000 


2273000 
2313000 
2361000 
2416000 
2461000 
2409000 
2536000 


55-64. 
II34000 
1156000 
II71000 
1188000 
1212000 
1241000 
1270000 


1518000 
1557000 
1597000 
1643000 
1683000 
1735000 
1788000 


TaBLE V.—Total Number of Female Deaths from all forms of Cancer in England 
and Wales. 


Year. 


Igo? 
1908 
1909 
1910 
I9II 
I912 
1913 


I92I 
1022 
I923 
1924 
1425 
1926 
1927 


TABLE VI.—Number 


Year. 
1907 
1908 
1909 
I9IO 
I9II 
1912 
1913 


1921 
1922 
1923 
1924 
1925 
1926 
1927 


I5- 

99 
126 
118 
108 
II9 
116 
130 


IO4 
120 
123 
I30 
I14 
131 
125 


25— 
526 
435 
484 
543 
505 
471 
489 


500 
515 
504 
471 
515 
526 
527 


35- 


1956 
1943 
1952 
2030 
2080 
2009 


2193 


2181 
2162 
2199 
2189 
2213 
2157 


222 


45- 
3844 
3940 
4144 
4074 
4121 
4411 
4445 


5003 
4994 
5256 
5207 
5495 
5331 
5307 


55-64. 
4997 
5086 
5322 
5302 
5364 
5515 
5879 


6713 
6093 
6940 
7348 
7127 
7489 
7508 


of Female Deaths from all forms of Cancer in Mental 


Hospitals. 

o- 15- 25- 35- 45- 55-64 
. fe) o 2 II 40 36 
. O (o) 6 12 35 46 
. o I 3 I5 46 55 
. o o 7 14 38 57 
: o re) I 14 28 60 
è I o 2 8 43 64 
" o o 7 17 39 61 
; o (o) 2 II 44 54 
s (0) I 2 8 38 56 
^ oO [o 2 22 38 62 
: o oO I 15 39 72 
: o I 2 8 2 64 
` [o] [^ o I5 2 56 
" o [o] 3 I2 31 65 
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TABLE VII.—Number of Female Deaths from all forms of Cancer in England 
. and Wales Less Deaths in Mental Hospitals. 


Year. o- 15- 25- 357 45- $564. 
1907 . ; è 106 99 524 1945 3804 4961 
1908 " $ a 97 126 429 1931 3905 &040 
1909 3 ; : 99 117 481 1937 4098 5207 
I9IO . : , 129 108 536 2016 4036 3245 
I9II " s A 106 119 504 2066 4093 5304 
I912 è " n 107 116 - 469 200I 4368 &45I 
1913 è r A 105 130 482 2176 4406 5818 
1921 : . 84 I04 408 2170 4959 6659 
1922 . š A 99 119 513 2154 4956 6617 
1023 ‘ ^ : 99 123 502 2177 5218 6878 
1924 . . . 107 130 470 2174 5168 7270 
1925 : ; ; 98 113 513 2205 5453 7061 
1926 . A A 123 131 §26 2142 $289 7433 
1927 r ee. a III 125 524 2209 5276 7443 


TABLE VIII.—Female Death-rate per 1000 in Mental Hospitals. 


o- I5- 25- 35- 45- $5-64. 
1907 . è s fe) re) "247 *954 3: 18 3:64 
1908 . o [e] *736 1*03 2°72 4°50 
1909 o * 341 ' 365 1:25 3°52 5°25 
I9IO . e o oO * 843 I'I5 2:86 5°34 
I9II . i o re) * II9 I*13 2:07 5°49 
I9I2 . . . 2°421 o $237 *633 3°09 Es 
1913 œ . e re) re) * 819 I'3I 2:76 5°32 
1921 ; (0) oO *270 *030 3°22 4°65 
1922 " oO * 375 * 267 * 668 2:70 4°60 
1923 œ o (6) * 261 1-80 2°61 4°96 
1924 . i e (0) o * 129 I*20 2:62 5-6I 
1925 ^ o * 387 *254 * 641 2:78 4°50 
1926 . . o o O I-20 2°68 4°13 
1927 >» . . o o ' 373 '954 194 4°00 


TABLE IX.—Female Death-rates per 1000 from Cancer in England and Wales 
Less Mental Hospital Population and Deaths. 


Year. o- 15- 25- 35- 45- S5-^4 
1907 i ‘ *O195 *0297 * 176 -836 2°24 4°44 
1908 " s *0177 *0376 |: * 143 * 816 2°25 4°30 
1909 . . *OIBI *0346 * 158 :802 2532 4°45 
I9IO . b * 0239 *0322 * 174 * S18 22 4^4I 
IOII n n * OIOI *0358 * 162 :822 2°24 4°4 

1912 - F "0194 *035 "151 "784 2°36 4 3 
1913 ‘ i "019 *039I * 156 -837 2°22 4^ 5^ 
I921 < ; *OIÓI *03 'I59 * 766 2:18 4°35 
1922 . . * OIOI *0342 * 163 *755 2°14 4°20 
1923 ; ‘ *0192 *035I * 158 *758 2:20 4^ 5I 
1924 . i *0209 *0368 * 147 * 757 2*14 4°42 
1925 è A *OI94 *0320 *159 763 2:22 4°20 
1926 P è * 0246 *0371 * 163 * 742 2512 T Ede 
1927 " è "022 *0354 “161 * 704 2:08 4°15 
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TABLE AI.—Female Deaths in England an: 


L. = Total population of England an: 


TABLE XII.—Female Deaths in Mental Hospitals 


Age-groups. 1907. 1908. 1909. I9IO. I9II. I9I2. I913. 
0— 2900 2638 2690 3559 2840 2885 2825 
I5— 2780 3520 3240 3010 3350 3275 3660 
25- 14440 11720 12950 14280 I 3300 12400 12800 
35- 59250 57500 56900 58000 58300 55600 50 300 
45— 127100 I27900 131900 I27100 I27100 I 34000 120100 
55—64 169000 165900 171000 167900 167100 167000 174200 
375470 369478 378680 373849 371990 375160 378535 


Age-groups. 1907. 1908. 1909. 1910. I9II. 1912. 1913. 

0— O o [o o o 36 3000 T 

I5— O (o) 31900 [o o (o) Qo 
25— 20250 60400 29900 69100 98000 19430 67 200 
35- 67500 72800 89000 82000 80500 44800 92600 
45— 181200 155000 200000 162700 117800 175900 157000 
55—64 138900 171900 200000 203500 208900 217900 202500 
407850 460100 550800 517300 505200 821030 519300 


the rates also decreased, with a high peak in the middle of the post-war period. 
The lowest figure occurred in 1907, 3:64, and the highest, 5-72, in 1912. The 
mental hospital rate still approximates to that of England and Wales. 


(b) Males (Tables XX and XXI). 

Ages 0-15 years: The rates for England and Wales varied from -0202 in 
1927 to -0277 in I9II, and remained constant throughout the periods. No 
deaths occurred in the mental hospitals. 

Ages 15-25 years: England and Wales rates varied from -0387 in 1926 to 
0514 in 1907, the rate remaining constant. In the mental hospitals no deaths 
occurred in the second period of seven years, and in but four years of the first 
period. The rates varied from -294 in 1912 to -88I in 1909. 

Ages 25-35 years: The death-rates for England and Wales varied from 
104 in I907 to -129 in 1913, with a tendency to increase, and for mental 
hospitals from o in 1925 to -388 in 1923, with the occurrence of a definite fall. 

Ages 35-45 years : At these ages the rates for England and Wales showed a 
decrease, and varied from -391 in 1923 to -446 in 1913. A decrease also occurred 
in the mental hospital rates, and these rates varied from :214 in 1926 to 1-09 
in I9I2. 

Ages 45-55 years: England and Wales rates varied from 1:51 in 1907 
to I-72 in 1913, the rate remaining fairly constant. The mental hospital 
rates also remained constant, but varied from 1-18 in 1923 to 3:12 in 192r. 

Ages 55-65 years: An increase occurred in the England and Wales rates 
for this age-group, and the extreme limits of variation were 3:96 in 1907, and 
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Wales Estimated on Entire Population, L. 
. Wales, male and female, for all years. 
1921. 1922. 1923. 1924. 1925. 1926. 1927. Population, L. 
2395 2841 2860 31IO 2885 3660 3339 148837000 
2805 3200 3285 3440 2990 3470 3310 93605000 
13050 I3380 12950 12050 I3050 13380 13200 82043000 
54300 53500 53700 53600 54100 52600 54200 70970000 
124000 I21500 125000 I21500 126100 I20500 118100 56858000 
167000 162000 164000 168000 160000 162700 158000 3808 3000 
363550 356421 361795 361700 359125 356310 350149 49039600 
Estimated on Entire Living Population, L. 
1921. 1922. 1923. 1924. 1925 1926. 1927. Population, L. 
o re) (0) oO o o (0) 148837000 
o 35080 o o 36200 O o 93605000 
22180 21900 21410 10590 20820 o 30600 82043000 
65900 47400 127600 85100 45400 85000 67600 70970000 
183000 I53500 148100 149000 158000 152200 112000 56858000 
177000 177300 188800 213900 185000 157000 177400 38083000 
448080 435180 485910 458590 445420 394200 387600 49039600 


4'81 in 1923 and again in 1924. Mental hospital rates varied from 4:38 in 
I908 to 7:24 in 1924. A decrease occurred in this group. 

With the above method of weighting described by Dr. Ashby, the death- 
rate from all forms of cancer for each sex in mental hospitals was found to be 
greater than that in the remainder of the population of England and Wales. 
The rates per 1,000 are as below : 


TABLE XXII.—Weighted Death-rates. 


England and Wales. Mental hospitals. 


Years. — Le 
Males. Females. f Males. Females. 
1907-13 . 428 535 :588 772 
1921-27 : 4576 ‘512 A ‘521 ‘612 


Allowance has been made for differences in age-distribution (see also Tables 
XI, XII, XXIV, XXV). 

If the results of this investigation are recorded from the non-adjusted death- 
rates, each age-group must be considered separately. Tables XXIII (males) 
and X (females) show the expected number of deaths that would have occurred 
in mental hospitals if the rates had been similar outside and inside these 


institutions. 
LXXX. 17 
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Year. 
1907 
1908 
1909 
I9IO 
I9II 
I912 
1913 


I92I 
1922 
1923 
1924 
1925 
1926 
1927 


Year. 
1907 
1908 
1909 
I9IO 
I9II 
1912 
1913 


I92I 
1922 
1923 
1924 
1925 
1926 
1927 


Year. 


1907 
1908 
1909 
I9IO 
I9II 
1912 
I913 


192! 
1922 
1923 
1924 
1925 
1926 
1927 
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TABLE XIII.—Total Male Population of England and Wales. 

o- 15> 25- 35- 45- 55-64. 
5428000 3128000 2698000 2180000 1579000 I017000 
5470000 3144000 2740000 2227000 1614000 1037000 
5482000 3143000 2769000 2263000 1640000 IOS 3000 
5510000 3151000 2804000 2305000 1671000 IO7I1000 
5556000 3156000 2823000 2354000 1679000 1088000 
5542000 3154000 2818000 2391000 1721000 III4OOO 
5547000 3163000 2810000 2428000 1759000 I138000 
5285000 3176000 2621000 2496000 2133000 138 3000 
5272000 3249000 2626000 2494000 2164000 I419000 
5233000 3320000 2624000 2489000 2192000 1458000 
5193000 3431000 2661000 2491000 2225000 1499000 
5130000 3455000 2691000 2480000 2246000 15 30000 
5078000 3488000 2709000 2471000 2265000 158 3000 
504 3000 ` 3508000 2755000 2463000 2278000 1629000 

TABLE XIV.—Male Population, Mental Hospitals. 

o- 15- 25- 35- 45- 55-04. 
552 3378 8511 10902 IOI95 7629 

$ 555 3411 8561 11232 10486 7874 

š 604 3409 8614 11409 10759 8097 

. 661 3390 8859 11607 IIOOI , 8242 

. 695 3307 9085 11749 11243 8551 

‘ ; 718 3446 9332 12066 II4IS 8770 
. . 761 3493 9344 12335 11638 8377 
. . 423 2942 7457 10378 10497 8163 
. . 436 3030 7599 10770 10702 8474 
‘ a 442 3186 7352 10902 11232 8849 
. . 376 3139 7995 10973 II209 9150 
" n 381 3040 818r 11186 II4I2 9380 
: > 420 3044 8526 11379 11793 9518 
. 390 3006 8674 I1379 .11993 9798 
TABLE XV.—Male Mid-Year Population, Mental Hospitals. 
o= I5- 25- 35-7 45- 55-64. 
A 538 3385°5 8425 10800" § 10063°5 7483 
. 553°5 3394°5 85 36 11067 10340°5 7751°5 
. 579°5 3410 8587°5 11 320° 5 10622°5 7985°5 
F 632°5 3399°5 8736°5 11508 10880 8169°5 
d 678 3378:5 8972 11678 III22 8396-5 
š 706: 5 3406: 5 9208: 5 11907: 5 II329 5660: 5 
. 739°5 3469°5 9338 12200° 5 11526°5 8823-5 
. 447 2941*5 7387 10339 10252°5 7899°5 
. 429: 5 2956 7528 10574 I0599* 5 8318:5 
439 3108 7725*5 10836 10967 8661-5 
414 3167: 5 7923' 5 109 37°5 11220°5 8999°5 
378°5 3089° 5 8088 II1079*:5 II3IO* 5 9205 
400° 5 3042 8353:5 11282: 5 11602'5 9449 
405 2925 8600 II379:5 11893 9058 
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TaBLE XVI.—Male Population of England and Wales Less Mental Hospital 


Year. 
1907 
1908 
1909 
I910 
IQII 
I912 
1913 


1921 
1922 
1923 
1924 
1925 
1926 
1927 


o- 


5427000 
5469000 
5481000 
5509000 
5555000 


5541000 
5546000 


5285000 
5272000 
5233000 
5193000 
5130000 
5078000 
5043000 


Is- 
3125000 
3141000 
3140000 
3148000 
3153000 
3151000 
3160000 


3173000 
3246000 
3317000 
3428000 
3452000 
3485000 
3505000 


Population. 


25- 
2690000 
2731000 
2760000 
2795000 
2814000 
2809000 
2801000 


2614000 
2618000 
2616000 
265 3000 
268 3000 
2701000 
2746000 


35- 
2169000 
2116000 
2252000 
2294000 
2342000 
2379000 
2416000 


2486000 
2483000 
2478000 
2480000 
2469000 
2460000 
2452000 


TaBLE XVII.—Total Number of Male Deaths from 
England and Wales. 


Year. 


1907 
1908 
1909 
IOIO 
I9II 
I9I2 
1913 


I92I 
I922 
1923 
1924 
1925 
1926 
1927 


TABLE 


. 143 
è 13I 
" 13I 
. I34 
. I54 
> 124 
° 137 
" 108 
. 133 
. I36 
i I4I 
; 142 
P 128 
A 102 


15- 
162 


143 


131 


149 


155 
142 


124 


128 
I52 
160 


I6I 


I59 


135 


174 


25- 


277 
317 
296 
337 
317 
296 
365 


282 
311 
304 
311 
305 
319 
324 


35> 
92I 
925 
92I 
IOOI 
978 
1040 
1084 


1006 
1059 

979 
1033 
1081 

981 
1038 


45- 
1569000 
1604000 
1629000 
1660000 
1668000 
I710000 
1747000 


2123000 
2133000 
2181000 
2214000 
2234000 
2253000 
2266000 


45- 
2392 
2594 
2581 
2778 
2901 
2905 
3021 


3489 
3516 
3635 
3607 
3824 
3711 
3658 


55-64. 
IOIOO0O 
1029000 
1045000 
1063000 
1080000 
IIO5000 
II29000 


1375000 
I411000 
1449000 
1490000 
1527000 
1574000 
1619000 


all forms of Cancer in 


55-64. 


4041 
4147 
4319 
4377 
4627 
4950 
5175 


6453 
6792 
6998 
7249 
7336 
7568 
7616 


XVIII.—Number of Male Deaths from all forms of Cancer in Mental 


Year. 


1907 
1908 
1909 
I9IO 
I9II 
1912 
1913 


192! 
1922 
1923 
1924 
1925 
1926 
1927 


oooccoococ T€ 


oocococo 


Hospitals. 
15- 25- 
I 2 
o 2 
3 I 
o 2 
1 3 
I I 
(0) 2 
o I 
o I 
o 3 
(0) I 
o o 
(0) I 
o I 


w 
C^ 
I 


= 


=~ 
WOA DOWN iO UC C 00 00 «Q 'O 


45- 
I9 
24 
20 
27 
I5 
26 
20 


32 
I4 
I3 
18 
31 
2I 
23 


55—64. 


39 
34 
52 
39 
43 


43 
62 
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TABLE 


Year. 
1907 
1908 
1909 
I910 
IQII 
'I912 
I913 


1921 
1922 
1923 
1924 
1925 
1926 
1927 


Year. 
1907 
1908 
1909 
I91IO 
I9II 
1912 
1913 


192! 
1922 
1923 
1924 
1925 
1926 
1927 


TABLE 


Year. 
1907 
1908 
1909 
I910 
19II 
1912 
1913 


192I 
1922 
I923 
1924 
1925 
1926 
1927 
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XIX.—Number of Male Deaths from all forms of Cancer in Russ 
and Wales Less Deaths in Mental Hospitals. 


o- 15- 25- 357 45- 55-64. 
. " I43 161 275 912 2373 4002 
" è 131 143 315 918 2570 4113 
: ; I3I 128 295 913 2561 4267 
. . 134 149 335 993 2751 4338 
. . 154 154 314 973 2886 4584 
" i 124 I4I 295 1027 2879 4907 
$ ; 137 124 363 1075 3001 5113 
` ` 108 128 281 999 3457 6413 
. : 133 152 310 1054 3502 6749 
š í 136 160 301 969 3622 6959 
` : I4I 16I 310 1027 3589 7184 
: . 142 159 305 1077 3793 7285 
à i 128 135 318 972 3690 7524 
. . 102 174 323 1035 3635 7509 


TABLE XX.—Male Death-rates per 1000 in Mental Hospitals. 


o- I5- 25- 35- 45- 55-64. 

s í o * 296 * 237 -833 1°89 5°21 
‘ " o o * 234 * 634 2°32 4:38 
" o * 881 * I16 *707 1°88 6-51 
" " o o * 229 *695 2°48 4°77 
s , re) * 296 * 334 *428 I'35 5°12 
í à o * 294 * I09 1*09 2* 30 4°97 
° . o o "214 '737 1°73 7°93 
" o (a) * 136 *676 3°12 5°07 
: o o * 133 "474 I’ 32 5:16 
š (0) o : 388 *924 I: 18 4°50 

A ; [o o * 126 * 548 1°60 gem 
. $ fe) O o * 362 2*74 5°51 
. $ (o) (0) * I19 * 798 1:81 4:66 
(0) o * 116 * 2604 1°93 4°87 


XXI.—Male Death-rates per 1000 from Cancer in England and Wales 
Less Mental Hospital Population and Deaths. 


o- I$- 25- 35- 45- 55-64. 
i *02064 . *O514 * 104 *420 I'5I 3:96 
; * 0240 *0456 * IIS *426 1-60 4°00 
í "0238 *0406 *I07 *406 I'57 4°07 
. * 0243 *0474 * I20 * 433 1°66 4°12 
n *0277 -0488 * III *4I5 I'7I 4°24 
i * 0224 *0447 * I05 *432 1°68 LH 
. *0247 *0392 '129 "446 1°72 4°53 
. * 0204 * 0404 *107 * 40I 1:62 4:66 
a *0252 *0467 * II9 *424 I*63 4°77 
s *0260 *0483 * II5 * 391 1°67 4°81 
; 0272 "0470 * 117 *414 I: 62 4°81 
*0276 * 0461 * II4 *436 1°70 4°76 
" * 0261 *0387 *I17 * 395 1°64 4°77 
" *0202 *0496 * 117 *422 1°60 4°67 
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TABLE XXIV.—Male Deaths in England » 
L. = Total population (England and W.. 
Age-groups. 1907. 1908. 1909. 1910. I9II. 1912. 1913. 
o~ 3930 3570 3540 3620 4120 3330 305C 
15- 4810 4270 3800 4440 4570 4180 367o 
25- 8540 9440 8780 9860 9100 8620 I0600 
35- 29800 30200 28800 30700 29410 30600 31600 
45- 86000 91000 89400 94500 97400 95600 97500 
55-64 150800 152000 I55000 I57000 I61300 169000 I72200 
283880 290480 289320 300120 305910 311330 319550 
TABLE XXV.—Male Deaths in Mental Hospital 
Age-groups. 1907. 1908. 1909. 1910. I9II. 1912. 1913. 
o- re) (0) O o o re) o 
I5- ' 27700 o 82500 O 27700 27500 o 
25- 19450 19220 9560 18800° 27450 8920 17600 
35- 59000 44800 50000 49250 30400 77500 52300 
45- 107200 I 32000 107000 141000 76600 I 30400 Q875^ 
55-64 198500 167000 248000 182000 195000 189000 2675 
411850 363020 497060 391050 357150 433320 436150 
Now, in Table XXIII, the figures in column “ Observed less expected 


deaths " exceed twice the standard error in eight instances, and in all except 
one are positive in sign. This table, therefore, demonstrates that the apparent 
high death-rate in mental hospitals is a true high rate, the probability being 
that the difference between the rates for the mental hospitals and for England 
and Wales is too large to be attributable to chance fluctuations. From 
Table X similar conclusions can be drawn. The standard error is exceeded 
twice in seven instances and all differences are positive in sign. 

There is an infinitesimally small probability against there being a real 
increased recorded death-rate from all forms of cancer amongst the population 
in the mental hospitals of England and Wales as compared with the population 
outside these institutions. 

In concluding this part I wish to express my thanks to Prof. M. Greenwood, 
F.R.S., for his kind advice with regard to the above. 


PART II. 


In this part consideration will be given to various conditions in an endeavour 
to determine the cause, or causes, of a significant difference between the recorded 
mortality from all forms of cancer in the population outside and that inside 
mental hospitals in England and Wales. 
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‘ales Estimated on Entire Population, L. 


ental Hospitals, male and female, for all vears). 


1921. 1922. 1923. 1924. 1925. 1926. 1927. Population, L. 
3040 3750 3870 4050 4I1IO 3880 3010 148837000 
3730 4360 4520 4400 4310 3620 4640 93605000 
8790 9770 9440 9600 9350 9600 9600 8204 3000 
25400 30000 27700 29400 30900 28100 29900 70970000 
02100 92800 95000 92100 96600 93400 91000 56858000 
177500 181600 183000 183000 181100 181600 177900 3808 3000 
313610 322280 323530 322550 326370 320200 316050 490396000 
= E. 

timated on Entire Living Population, L. 
1021. 1922. 1923. 1924. 1925 1926. 1927. Population, L. 
o o o o o o (e) 148837000 
o o (0) [e (0) oO re) 93605000 
11150 10900 31800 10320 (0) 9760 9520 82043000 
47900 33600 65400 38810 25620 56500 18700 70970000 
177100 75200 67400 9IIOO 155500 102900 109600 56858000 
143000 196100 171100 275000 209000 177200 185000 3808 3000 
429150 315800 335700 415230 390120 346360 322820 490396000 

DISCUSSION. 


I. Climate.—As the mental hospitals are scattered throughout England 
and Wales, each county supplying the needs of its own area, the patients in 
these hospitals are under the same meteorological conditions as is the general 
population. 

Conclusion 1: Climate 1s unlikely to affect the death-rate. 

2. Geology.—For the reason stated above, the population in the mental 
hospitals is under the same condition geologically as is the population outside 
mental hospitals, so that Stock and Karn's work on the variations of the cancer 
mortality in different counties bears no relationship to the subject under review. 

Conclusion 2: The death-rate 1s apparently unaffected by geological variations. 

3. Sex.—Can there be any factor applying to one sex more than the other 
either in or outside mental hospitals and thus affecting the total mortality- 
rate? In order to determine this point the mean death-rates for males for 
England and Wales (that is, England and Wales less the mental hospital series) 
for each year were subtracted from similar rates for mental hospitals. The 
mean of the differences was found. This process was repeated for the females. 
The results are shown in Tables XXVI and XXVII, and show that for the period 
1907-13 there is little difference between the England and Wales and mental 
hospital means. The rate for males was :363 per 1,000 and for females :355 
per 1,000. These figures suggest that there are no definite factors influencing 
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the death-rate of one sex more than the other in either mental hospitals or 
outside them. For the period 1921-27 there is a definite difference in the 
means. The figure for males is :167 per 1,000, whereas that for females is 
:236 per 1,000—an increase of 69:594 above the male figure. 


TABLE XXVI.—Male Death-rates Calculated per 1000 Living. 


Year. M.H. E. & W. Difference. Eu 
1907 . I'4II I*OI2 i * 399 

I908 $ I*263 1*035 > : 228 

I909 s 1:683 1:030 . *647 

I9IO s I+ 362 " 1:007 ` * 295 * 363 
I9II . I*'253 . I*092 > * 163 

I912 ; 1:459 55 I'I2I . * 338 

I913 : I*619 " I: 148 ; “471 

I92I , I*500 . I*I4I . * 359 

1922 š I- ISI P 1-169 : *OI12 

I923 . 1° 1660 $ IU 177 " *OII 

1924 i 1-586 i I'I72 ; "AI4 i * 167 
I925 " 1-435 " I' ISI i * 254 

1926 A I*25I " I* 164 , ‘007 

1927 è 1:197 : I' 146 P *O5I' 


TABLE XXVII.—Female Death-rates Calculated per 1000 Living. 


Year. M.H. E. & W. Difference., Iran of. 
1907 : 1° 338 A I'290 i * 048 

1908 : 1-498 ‘ I'271 : 220 

1909 " 1:789 i I' 304 " * 485 

I9IO " I*699 i 01:253 à *416( * 355 
I9II . 1:469 - 1:280 ; * 189 

I912 2:017 : 1:290 ; 027 

1913 . I*70I " I: 308 . * 393 

I92I e I'5II * I*255 * 256 

1922 è I*445 1I: 228 ‘ *217 

1923 z I*605 1:247 : * 358 

1924 . 1:593 1:254 . ' 339 236 
1925 ‘ 1:487 1°232 A *255 

1926 I+ 335 : I1°226 j * I09 

I927 ; I+ 321 : I:202 i * I19 


Conclusion 3: There ts some influence, either in mental hospitals or in 
England and Wales, which affected one sex more than the other in the period 
1921-27, which was not operating, or was operating less markedly, in the period 
1907-13. 

4. Alteration 1n rates.—A comparison of the means of the differences of the 
England and Wales and mental hospitals death-rates in the periods 1907-13 
and 1921-27 shows that the England and Wales rate was approaching the 
mental hospital rate, the figure for the first period for females being -355 per 
1,000, and for the second :236 per 1,000. In the case of males, this approach 
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of the two groups is even more marked, the figures for the two periods being 
:363 per 1,000 and -167 per 1,000 respectively. 

Conclusion 4: A comparison of the two periods under review Jons that the 
death-rates of the mental hospitals and of England and Wales are. approaching 
one another, the process being more marked in the males. 

5. Alteration in rates adjusted for age.—Conclusions 1 and 2 are based on 
the death-rates for each year, that is, on the rates per 1,000 for each age- 
group. The rate for the year is thus based on a population consisting of equal 
numbers in each group. 

In actual practice there are not equal numbers of persons in each age- 
group. When the differences between the proportions of each age-group 
are taken into consideration and the death-rate is calculated per 1,000 of 
population E (see Part 1), Table XXII of Part 1 is obtained. This table shows 
that for males there was an increase from a death-rate of -428 per 1,000 in the 
period 1907-13 to :458 per 1,000 in 1921-27 for England and Wales, but that 
for mental hospitals there was a decrease from -588 per 1,000 in 1907-13 to 
521 per 1,000 in I921-27. In the case of females, there is a decrease from 
‘535 per 1,000 in 1907-13 to :512 per 1,000 in 1921-27 for England and Wales, 
but from -772 per 1,000 in 1907-13 to -612 per 1,000 in 1921-27 for mental 
hospitals. 

Conclusion 5: When age-groups are in the proportion that actually occurs, 
the male death-rate for England and Wales has increased by 79/, in the periods 
under review, whereas that for menia; hospitals has decreased by 11-44%. For 
females, the rates have fallen by 4:394 and 20:8% respectively. 

6. Age.—Are the changes already noted due to an alteration in the relative 
proportion of the age-groups? In other words, could the changes of death- 
rate be due to a difference in the number of persons of a “ cancer age ” in the 
two periods under review ? In mental hospitals the number of deaths due to 
cancer amongst patients under 25 years of age is too few to be of value, so 
that only the ages 25-64 years can be considered. These death-rates are seen 
in Table XXVIII. 

For females there is a decrease in the death-rate for all age-groups of 


TABLE XXVIII.—JDeath-rate per 1000 Females. 


25- 35- 45- 55-64. 
Age-groups. eae — —— prc Caen mene 
E. & W. M. H. E. & W. M. H. E. & W. M. H. E. & W. M. H. 
1907-13 . *160 * 481 * 816 1°07 2°27 2°89 4°44 5*04 
1921—27 . *159 *222 *758 1°06 2°15 2°65 4°28 4°79 


Death-rate per 1000 Males. 


25- 35- 45- 55-64. 
Age-groups. ee p— — ———— ——— 
E. & W. M. H. E. & W. M. H. E. & W. M. H. E. & W. M. H. 
1907-13 . *IIj3 ° 2II *425 * 589 1°63 1°99 4°19 5°43 


1921—27 .« *II$5 * I45 * 4I2 * 578 1°64 1°96 4°75 5°29 


244 MORTALITY OF CANCER, [April, 


England and Wales, although probably of no significance under 44 years 
of age. In mental hospitals a decrease also occurs, although it is indefinite 
in the age-group 35-44 years. For males the conditions are different. 
Whereas in mental hospitals there are definite decreases in age-groups 25-34 
years and 55-64 years, with slight insignificant decreases in ages 35-54 years, 
there is a definite increase in the death-rate for age-group 55-64 years for 
England and Wales. There is a slight fall of probably no significance in group 
35-44 years, with no definite changes in groups 25-34 and 45-54 years. For 
Scotland, Dunlop found an increase between 1911 and 1928 restricted to males 
over 55 years of age. The striking decrease of rate from 55-64 years in mental 
hospitals, with the increase in the same group outside mental hospitals, is 
remarkable, particularly as the increase occurs in both the Scottish and 
English figures. 

Conclusion 6: No change or a decrease has occurred in the female death-rate 
in the periods under review for all ages from 25-64 years in England and Wales 
and in mental hospitals. In the mental hospitals similar conditions exist for 
males, but outside the mental hospitals there is a definite increase in the male 
death-rate for age-group 55-64 years. 

7. Post-mortem examinations.—In what manner does the iere of post- 
mortem examinations affect the recorded death-rate ? If a higher proportion 
of these examinations are held at one time, or in one group, than another, 
a higher recorded death-rate from cancer might be expected. Fig. 1 shows 
that this is not the case. This scatter diagram shows that in mental hospitals 
there is a tendency for the number of recorded deaths to decrease with an 
increase in the post-mortem rate. Table XXIX shows that in mental hospitals 
the percentage of post-mortem examinations held in deaths recorded as due 
to cancer has fallen from 81-8-90:9 in 1907-13 to 72-79 in 1921-27, a decrease 
of about 10%. If the recorded deaths are directly related to the post-mortem 
rate there should be a decrease in the death-rate of approximately 10°. 
The actual decrease was about 59$. Corresponding figures for England 
and Wales for the years under review have not been published, but for 
1928 the post-mortem rate in deaths ascribed to cancer was 17%. In 
1921-27. the recorded England and Wales death-rate and the recorded 
mental hospital death-rate approached one another, but the post-mortem 
rates in deaths ascribed to cancer did not do so. It is therefore improbable 
that there is a direct relationship between these two rates, although 
they are both falling. Statistics issued from general hospitals relating to the 
proportion of cancer in the population based on post-mortem diagnosis are 
inaccurate, as the population from which the figures are drawn is selected 
on account of the presence of illness, including cancer. 

Conclusion 7: Although both the total death-rates and the post-mortem rates 
in deaths ascribed to cancer are falling, there 1s probably no direct relationship 
between these two rates. 
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Death-rate. 


24 
72 4 Y6 78 80 8 $4 86 88 90 92 


Deaths examined post-mortem (per cent.). 


Fic. 1.—Mental hospitals ; death-rate per 1,000 (all ages, M. and F.) and cancer deaths 
examined post-mortem. 


8. Treatment.—Is this change in the relative proportions of death-rate 
in mental hospitals and in England and Wales due to the treatment in mental 
hospitals improving more than the treatment outside these institutions ? 
That there has been a marked improvement in the medical administration . 
of mental hospitals there can be no doubt, as is demonstrated by the decrease 
in the death-rate from all causes. In consequence, as has already been shown 
in a previous report issued by the Infectious Diseases Sub-Committee, the 
death-rate from cancer in proportion to the death-rate from all causes has 
increased, as deaths from causes other than cancer have decreased. If, 


TABLE XXIX.—Percentage of Deaths (Male and Female) Ascribed to Cancer 
Examined Post-mortem, Mental Hospitals. 


Year. Per cent, Year. Per cent. 
1907 . 81:8 I92I i 76:3 
1908 " 85:5 1922 ; 7527 
1909 ° 85°5 1923 s 78:4 
I910 A 90*9 1924 i 79* 0 
I9II : 86:2 1925 - 72*0 
I912 " 88-2 1926 A 28-6 
1913 ~ 84:2 1927 ; 2452 
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however, the decrease in death-rate be due to better treatment, it seems curious 
that better treatment should not also have been given to the male age-group 
55-64 years in England and Wales. If the improved treatment affected 
the rate for this age-group in mental hospitals, it should have affected the 
corresponding age-group outside mental hospitals. Improved treatment 
alone would not, therefore, appear to be the cause of the fall in recorded 
death-rate. 

Conclusion 8: Improvement in treatment does not appear to be the cause 
of the decrease in mortality, as treatment outside mental hospitals at ages 55-64 
years 1s not likely to be less efficient than that in mental hospitals. 

9. Mental condition.—Can the difference in the mental state of the two 
groups affect the problem? The answer must be “No ” ; for if it were able 
to do so, then as the difference of mental state existed in 1907-13 as in 1921-27, 
there should be the same difference between the death-rates for England and 
Wales and mental hospitals in 1907-13 as in 1921-27. 

Conclusion 9 : The difference in mental state does not appear to be the cause 
of the difference in rates for mental hospitals and for England and Wales, as 
this difference of mental condition existed both when the death-rates for the two 
populations were further apart and when they were nearer one another. 

10. Inaccuracy.—Is it possible that, for an unknown reason, the figures 
for males ages 55-64 in England and Wales are inaccurate, that the only 
age-group in which a definite increase is recorded shows figures that are not 
correct ? If this were the case, one would expect to find that there has been 
no increase in recorded death-rate in age-groups 65-74 and upwards. These 
rates for the whole of England and Wales are seen in Table XXX. The 


TABLE XXX.—Whole of England and Wales. Male Death-Rate per 1ooo 
Living at each Age. 


Age-groups. $5- 65- . 75- 85-. 
1907-13 e 421 . 7:22 ; 8-85 , 8:07 
I921—27 ~ 4°76 d 9° 33 2 12°22 : II'*5 


Increase . * $5 : 2-11 ; 3° 37 . 3°43 


table shows quite clearly that from age 55 and upwards there has been a rise in 
mortality in males in the whole of England and Wales. For age-group 55—64 
the increase is -55 per 1,000; for age-group 65-74 it is 2:11 per 1,000; for 
age-group 75-84 it is 3:37 per 1,000 ; and for age-group 85 years and upwards 
it is 3:43 per 1,000. Thus the increase in mortality becomes greater the older 
the age-group. 

Conclusion 10: The increase of mortality at ages 55-64 years is not due to 
a fallacy at this period only. 
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II. Recurrences.—The rise in mortality at older age-groups could be due to 
recurrences occurring some years after the operative treatment. If this be 
the case, the death-rate at younger ages would fall and at older ages would 
rise. This is what occurs in England and Wales for males. As the death- 
rates at each age-group are higher for mental hospitals than for England and 
Wales, it is possible that owing to lack of co-operation of the mental patients 
with the doctors, treatment is less effective in mental hospitals than in the 
population outside these institutions. Thus, although a general lowering of 
death-rate is recorded from 1907-13 to 1921-27, suggesting that treatment is 
improving, the fact that the mental hospital figures, are in each age-group and 
in both sexes, higher than in the outside population, suggests that there are 
conditions in mental hospitals which are not conducive to the same treatment 
as outside these institutions. If, however, this is the case, there should still 
be recurrences of cancer occurring at ages 55-64 in mental hospitals as in the 
sane population, for improvement in treatment would leave many more cases 
to recur. As, instead of this rise in mortality, there is a fall, both in the males 
and females, it would appear unlikely that treatment at earlier ages is pro- 
ducing recurrences at later ages, for there is no clear reason why recurrences 
should follow treatment in the general population and not in the mental hospital 
population. 

Conclusion 11 : The increase in the mortality for males at later ages in England 
and Wales cannot be due to recurrences in treated cases, for no such increase occurs 
in mental hospitals, although the death-rate has fallen at early ages, suggesting 
improved treatment. 

12. Occupation.—Occupations carried on by males in the general population 
but not by those in mental hospitals cannot be the cause of the variations of 
the death-rate, for, if so, the death-rate in the general population in each 
age-group over age 60 years would be the same, for there would be no new 
entrants to an occupation after that age. This is not so, the death-rate 
increasing the greater the age. 

The effect of the occupation could not be delayed for 30 or 40 years, for, 
if so, the death-rate in mental hospitals should have increased, even although 
to a smaller degree, as so many patients are admitted after the age of 30 years. 
As the greatest death-rate in the general population is seen in age-group 85 
vears and upwards, the effect of an occupation could not be delayed for a short 
period—for instance, 10 years—for if so men would have had to work up to 70 
or 75 years of age to produce an increase of the death-rate after 85 years of 
age. | 
Conclusion 12: Differences in occupations of the males in mental hospitals 
and those outside these institutions do not appear to be related to the differences in 
the male death-rates. | 

I3. Habits of life.—There are definite differenees between the lives of the 
patients in mental hospitals and those of the general population; of these 
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differences two of the most prominent are the living of a celibate life and a 
less active and less free life in the mental institutions. These conditions of 
life have, however, not altered between the first and second periods under 
review, whereas the death-rates have altered. It is, therefore, unlikely that 
these factors bear any relation to the death-rate. 

Absence of travelling, with a corresponding absence of contact with petrol 
and exhaust fumes, is another important factor in the life of the mental hospital 
patient. The quantity of petrol used by the general population is increasing, 
whereas the conditions in the mental hospitals remain stationary. There 
should, therefore, be an increasing difference between the England and Wales 
rates and the mental hospital rates if petrol were to blame, but there is a decrease 
of their differences. In addition, the petrol should affect males under 45 years 
of age, and females, whereas only males over 45 years of age show an increase 
of death-rate. 

Conclusion 13: In the mental hospital groups no connection between the 
absence of contact with petrol, the diminished exercise and the living of a celibate 
life can be traced with the death-rate. 

From the above conclusions no definite single cause has been found to 
account for (a) mental hospital rates being higher than England and Wales 
rates in 1907-13, and (b) the rise in mortality in males over 55 years in England 
and Wales, and the fall in mortality of males in mental hospitals in age-group 
55-64 years. 


TABLE XXXI.—Death-rate per 1000, Males, 191r. 


Age-groups. 45- $5- 65- 75- 85-. 

Lip . . . -  *005359 *0533 "1319 * 3333 * 6956 
Tongue . A " * 1352 *2922 * 3599 * 3041 * 1304 
Mouth and tonsil ` ; *04823 * I286 * 1726 *213I * 1740 
Jaw " . . . *05777 * II4O * 2199 *2514 * 2609 
Pharynx. A " à *02263 *05423 * I214 *07649 *04348 
Q:sophagus é : * I633 * 3492 *4787 *4262 * 3044 
Stomach. " : * 3943 *936I 1*686 1°781 -8202 
Liver and gall- bladder : * 1608 '475I '9103 I'I42 *9566 
Mesentery and peritoneum. *01250 *03217 *'07492 *04917 *04348 
Intestines " i " * 1400 * 3878 *7720 1-158 * 8690 
Rectum . A " š *I358 *'4374 T *8273 I'006 * $5652 
Breast . e è ; *002978 *005514 *008143 *02186 -08696 
Other skin ^ " : *05122 *1360 *2557 *2375 * II74 
Larynx . à ; : *06253 *IIOj3 * I5IS * I3II *08696 
Lung and pleura. E *0399 *07352 *07003 *03824 o 
Pancreas » ‘ 03038 * 09189 * 1629 * I42I * 08696 
Kidnevs and suprarenals . "01965 *02390 -04885 "05464 04348 
Bladder . . ‘ r *03930 * II58 *2736 *2950 * 3478 
Prostate . " A ; *02025 * 06893 * 2605 *4042 * 2009 
Testes . ; à A *009528 *OIOII *02280 *02186 *04348 
Brain " A ‘01067 *02206 -004885 *01092 o 
Bones (jaw excepted) ; -02084 -04687 * 08307 * I148 o 
Other specified organs : *07086 *I323 *1580 *1530 “2174 
Abdominal cavity, organ 

unspecified . ; *OIIGI *02297 *04885 *07649 04348 


Other and undetined ‘ 05539 "1314 *230I *213I *04345 


r3 
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TABLE XXXII.—Death-rate per 1000, Males, 1912. 


Age-groups. 
Lip i : . e 
Tongue . ; i $ 
Mouth and tonsil . íi 
Jaw , . . . 
Pharvnx. f 2 i 
(Esophagus , , 
Stomach . ` . 


Liver and gall- bladder 
Mesentery and peritoneum. 
Intestines 

Rectum . s 

Breast . : ` F 
Skin . r ; . 
Larynx . ; š i 
Lung and pleura. : 
Pancreas ; e 
Kidneys and suprarenals . 
Bladder . A 


Frostate . ` . . 
Testes . ; ^ " 
Brain ‘ ‘ . 
Bones (jaw excepted) ` 


Other specified organs  . 
Abdominal cavity, organ 

unspecified F s 
Other and undefined E 


TaBrE XXXIII.—Death-rate per 1000, Males, 1913. 


Age-groups. 

Lip 3 ; . . 
Tongue . . " 

Mouth and tonsil . e 
Jaw : . . . 
Pharynx. ; . . 
Q:sophagus ` . . 
Stoinach . . 


Liver and gall-bladder à 
Mesentery and peritoneum. 


Intestines i : 
Rectum . : ‘ : 
Breast . " " i 
Skin " " " F 
Larynx s; g 
Lung and pleura i ; 
Pancreas : 


Kidneys and suprarenals 5 
Bladder . F ; ` 


Prostate . : : " 
Testes 2 š ; 
Brain í ; 


Bones (jaw excepted) 
Other specified organs s 
Abdominal cavity, organ 
unspecified . E 
Other and undefined š 


45- 
*Orr62 
* 1284 
*04823 
*05928 
*02906 
* 1598 
* 3409 
* 1552 
*OI453 
* 1494 
* 1540 
*0005812 
°03545 
*o6160 
*04823 
*O40IO 

02092 
*03255 
*O1 337 
* 008136 
*or86o 
*02034 
*0709I 


* 007554 
*05347 


45- 
*OI42I 
* 1376 
*05856 
*05174 
* 02388 
*I5180 
* 374I 
* 1666 
*OI25I 
* I700 
* I428 
*00398 
*03980 
*OSIIZ 
*03355 
*03639 
*OI99O 
*03567 
*01530 
*00796 
* 00960065 
02729 
* 07050 


*008529 
*05117 


55- 
*05207 
* 3016 
* I032 
* I40I 
* 06465 
'4077 
* 9705 
*4884 
* 03412 
*4354 
'4309 
* 006285 
* IIO4 
*1356 
°05567 
*09247 
*0359I 
'II94 
* IOIS5 
*00359I 
*01257 
*04849 
*I517 


'02334 
* II55 


55- 
*03779 
*: 2882 
* I406 
* I5II 
*06503 
* 38930 
* 9991 
*4500 
* 02636 
°4729 
*4649 
'005273 
* III160 
*I37I 
*0782I 
* I028 
*03339 
* 1301 
* I002 
'OI494 
*00703I 
*05360 
* 15460 


*02636 
* 1073 


65- 
* 1364 
* 3868 
* 1605 
* 2103 


*05939 
* 5008 


1*744 


*9gi8I 
*05456 
*9149 
*8410 
* 01284 
*2536 
* 1686 
* 07544 
* I316 
*04174 
* 2808 
: 2874 
-O01444 
*01284 
*06902 
* 1718 


04334 
* 1653 


65- 
* 09968 
*41780 
* I614 
*2136 
* 08228 
* 5174 
* 1838 
*8545 
*05063 
*9826 
*: 8878 
‘007912 
*2500 
* 1756 
*06963 
* 1170 
* 044 3I 
* 2785 
* 2912 
*OI582 
* 007912 
* 0635350 
* I804 


*O4II4 
* 1598 


75- 


* 3473 
*3737 
* 1842 
* 2210 
* 07894 
' 5473 
°732 

* I90 

* 03684 


*052 
* I84 


*02I05 
:7209 
* 1842 
*04736 
*1369 
*03158 
* 3368 


4368 


*05789 


o 


*04736 
* 1369 


"05776 
* I63I 


75- 
* 3575 
"4445 
* 1658 
* 2124 
*o518I 
*44093 
*8550 
*0730 
*O4I45 
* 3370 
* 2170 
*01036 
*6735 
* I244 
*O518 
*1295 
*06218 
'4445 
*4352 
*04145 
* OIO 30 
*07252 
* 1295 


"04145 
*23 31 


249 


TABLE XXXIV.—Death-rate per 1000, Males, 1921. 


250 
Age-groups. 
Lip . " 
Tongue . 
Mouth and tonsil 
Jaw ; i 
Pharvnx. . 
CEsophagus 7 
Stomach . 


Liver and gall-bladder 


Mesentery and peritoneum. 


Intestines " 
Rectum . ? 
Breast. ; 


Penis and scrotum 
Other skin s 


Larynx ,. : 
Lung and pleura 
Pancreas 


Kidneys and suprarenals 


Bladder . . 


Prostate . : 
Testes. : 
Brain 


Bones (jaw excepted) 
Other specified organs 


Abdominal cayity, organ 


unspecified . 


Other and undefined. 


TABLE XXXV.—Death-rate per 1000, Males, 1922. 


Age-groups. 
Lip i . 
Tongue . à 
Mouth and tonsil 
Jaw $ $ 
Pharvnx. s 
(Esophagus " 
Stomach. 


Liver and gall-bladder 


Mesentery and peritoneum. 


Intestines ; 
Rectum . $ 
Breast. i 


Penis and scrotum 
Other skin ; 
Larvnx 

Lung and pleura 
Pancreas 


kidneys and suprarenals 


Bladder . 


Prostate . 7 
Testes 4 š 
Brain 


Bones (jaw excepted) 
Other specified organs 


Abdominal cavity, 
unspecified 


organ 


Other and ündefitied 
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45- 
* 008908 
* I046 
*05157 
'03657 
*027607 
* 1364 
' 3863 
I25I 
*OIO3I 
*1543 
*I519 
* 001406 
*01594 
*02578 
*06563 
*050I7 
*03985 
* 01969 
*03047 
01923 
* 007033 
* 007069 
'02953 
°07313 


* 006563 
*04969 


45- 
*OIOIÓ 
*09287 
*04805 
* 04 205 
"02449 

13959 
37620 
* II4IO 
* 00924 I 
* I6130 
* 14230 
* 006006 
*01756 
* 02587 
*07023 
*053I4 
*04^52 
*02357 
*032810 
* 02680 
* 006006 
* 006469 
* 02125 
°07577 


"005546 
‘04482 


55-7 
*004193 
* 3123 
* 1576 
' I193 
*08170 
' 3853 

I'O3I 
*4106 
*02458 
4859 
"4922 
-005784 
02964 
-08892 
* 1598 
*07698 
* I084 
*O4I2I 
* I128 
* 1273 
*OIISZ 
*002892 
* 06073 
*1532 


*02892 
* II42 


55- 
*04723 
* 3130 
* 14170 
*I170 
* 07683 
*4053 

I:0600 
'4067 
'02537 
* SI3I 
'4577 
*or128 
* 03736 
* 06485 
: I889 
* 08387 
* I085 
*O45II 
* 13890 
*15230 
* 008459 
* 006343 
* 04651 
* 15930 


02890 
*I1280 


65- 
* 1356 
*4425 
*24II 
*2IIO 
* 09040 
*6124 
1: 8440 
* 8521 
*03288 
I*IISO 
I: 0060 
*01233 
* 08494 
*2028 
* 2616 
* 08494 
* I630 
*04932 
* 3206 
*4808 
*01370 
* 0027 39 
* 08083 
*2233 


*04932 
*1767 


65- 
* 1044 
4190 
* 2142 
* I86I 
"009038 
“5824 
1° 8g00 
:8139 
*03213 
1°15§30 
*9906 
* 008034 
*08433 
* 20480 
*24100 
* IIOIO 
* IQgOIO 
*05891 
° 31320 
*4726 
02008 
*o04016 
*068280 
* 19280 


t3 


2* 
I’ 


75- 
* 3009 
*4557 
' 2744 
* 2699 
* 06194 
°5310 
*0580 
*0000 
"04425 
* 5449 
* 3140 
*04425 
* 1327 
* 6814 
* 2390 
*07079 
* 16370 
*06637 
*4380 
*7256 
* 03982 

o 
*II95 
* 2080 


* I106 
*2123 


75- 
* 3202 
*4693 
* 2062 
* 2983 
* I009 
5308 
1620 
2060 
02632 
* 5880 
* 3030 
'OI755 
* I404 
5834 
*2325 
*08772 
* 2062 
* 04825 
*45170 
8247 
* OI 316 
oO 
"1053 
* 1887 


*07018 
* 13160 


85-. 
*7308 
* 2693 
* I923 
* 2308 
o 
* 3846 
I*0000 
* 8461 
*03846 
9614 
0760 
"03846 
* 2308 
1:6920 
*0769I 
*035846 
"IIS3 
*03846 
* 3846 
* 6923 
*03846 
oO 
*0769I 
°03846 
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TABLE XXXVI.—Death-rate per 1000, Males, 1923. 


Age-groups. 
Lip à " " : 
Tongue . : E . 


Mouth and tonsil . ; 
Jaw ; . . . 
Pharynx. ‘ . . 
(Esophagus , k ‘ 
Stomach . . . 


Liver and gall- bladder 
Mesentery and peritoneum. 


Intestines . s $ 
Rectum . ; ; s 
Breast . ; " á 
Penis ; n ‘ M 
Scrotum . i ` i 
Other skin ; ; A 
Larynx . . ; 
Lung and pleura . . 
Pancreas i $ 


Kidneys and suprárenals T 
Bladder . , ; A 


Prostate . ‘ " ; 
Testes . " ‘ . 
Brain Y . 
Bones (jaw excepted) i 


Other specified organs 

Abdominal cavity, organ 
unspecified . . 

Other and undefined 


TABLE XXXVII.—Death-rate per 


Age-groups. 
Lip è ; ; , 
Tongue . " 
Mouth and tonsil è ; 
Jaw * ‘ r . 
Pharynx . . : " 
(Esophagus . . . 
Stomach . A 


Liver and gall-bladder 
Mesentery and peritoneum. 


Intestines n 4 è 
Rectum . y E " 
Breast. 2 . : 
Penis ; ; " i 
Scrotum . s " ; 
Other skin , " : 
Larynx 

Lung and pleura : : 
Pancreas 


Kidneys and suprarenals 
Bladder . : € , 


Prostate . i i : 
Testes ; ‘ $ i 
Brain 


Bones (jaw excepted) 
Other specified organs 
Abdominal cavity, organ 
unspecified š 
Other and undefined à 


LXXX. 


45- 
*008213 
* I054 
*05293 
*04 380 
*02555 
* 1264 
* 4088 
* I073 
*OIIS7 
*1565 
*1529 
*0009I24 
*OIO49 
* 005475 
*02646 
*06570 
*05567 
*04426 
*0228r1 
*0374I 
*02281 
*006387 
*07756 
*02693 
* 07984 


* 006387 
*03969 


45- 
*00674I 
*10290 
"05123 
*0 3640 
"02292 
*I2310 
°39770 
*I060 
'OII2j 
*16040 
'I51IO 
"'00 3595 
*008986 
*00674I 
'01977 
*06695 
'05707 
*050780 
*01573 
*0404 3 
"O19 32 
'005 393 
*007190 
'0274I 
*08054 


002697 
"03865 


I° 


La 


55 
*04 32 

* 2984 
* 1722 
* 1516 
*06172 
'4177 
078 

* 3298 
*O1714 
* 5041 
°4944 
* 006858 
*02606 
*OISg2I 
*08915 
* 1762 
* 08368 
*I372 
*05487 
*1358 
*1530 
*or166 
*006172 
*05623 
* l612 


* 01372 
* IOOI 


997 
*03068 
:28750 
*16280 
*1060 
07403 
*41420 
*0350 
*3494 
*0 3068 
"5328 
*5109 
*00667 
'03335 
'01334 
*08405 
*18410 
*I1200 
*1394 
*035 35 
*1494 
*1641 
'01067 
*00867 
"065 36 
°17070 


018670 
09872 


6s- 
* I162 
* 3930 
*:2480 
* 1945 
* 1070 
*5719 
I*992 
*7991 
*03394 
I* 165 
I*068 
*01567 
*04962 
*0130$5 
* 2128 
* 2912 
*09922 
* I932 
*05353 
* 3016 
*5575 
*01958 
*006528 
*07964 
* 2180 


*04962 
* 1345 


1000, Males, 1924. 


65- 
*IOI3O 
*42690 
*:27960 
* 16660 
*13590 
*6050 

1°9780 
"7551 
704.487 
I*1346 
I*0870 
*01923 
*07820 
"02564 
"25130 
°27560 
"IOI 30 
°24750 
"06410 
'324 30 
°63720 
°008974 
"002564 
"09 358 
*21020 


*04743 
*1680 
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75- 


* 2436 
* 4060 
*2393 
*2564 
* 08974 
°5257 


* I7IO 


*o810 
"03419 


* 6960 
*4020 
* 02564 


* 07264 
*02564 


‘6110 
* 2222 
*05129 
*2522 
*'04274 
.4401I 
*0260 
‘01282 


*004274 


*08547 
* 1923 


* 06837 
*2266 


75- 
26050 
"47890 
*294 IO 
:*26890 
08822 
*6 3860 
*3650 
*1260 
"04202 
9950 
°3790 

o 
*roo60 
*02096 
*66240 
*23050 
*0922I 
*18450 
'03772 
45680 
:8470 
°029 34 

o 
*16350 
"2203 


06288 
"20120 


251 


85-. 


"6153 
' 2693 
* 1538 
* I923 
* 1538 
5384 
I*4620 
I' II5O 
O 
I*1530 
r°0760 
* 07691 
* 1538 
*03846 
I:4620 
* 2308 
re) 
* 2308 
* 07691 
"4615 
"9614 
03846 
reo 
*03846 
*0769I 


* II 53 
* 07961 


85s-. 


*5555 
*4074 
4814 
*2592 
*07406 
4814 
I'4810 
*92580 
O 
1°0370 
9629 
o 
‘2222 
*0 3703 
1°5180 
"IIII 
'03703 
‘IIIT 
07406 
°3703 
“88388 
°03703 
O 
2222 


"~ ee 


"07406 


re) 
*'07406 


18 


252 


Lip 
Tongue 


Mouth and tonsil 


Jaw 


Pharynx. 
CEsophagus 
Stomach r 
Liver and gall- bladder 


Mesentery and peritoneum. 


Intestines 
Rectum . 


Breast 
Penis 


Scrotum . 
Other skin 


Larynx 


Lung and pleura 
Pancreas 


Kidneys and suprarenals g 


Bladder . 
Prostate . 


Testes 
Brain 


Bones (jaw excepted) 
Other specified organs 


Abdominal cavity, organ 


unspecified 


Other and undehüed 


Lip 
Tongue 


Mouth and torsi 


Jaw 


Pharynx. 
CEsophagus 
Stomach . 
Liver and gall- -bladder 
Mesentery and peritoneum 
Intestines 
Rectum . 


Breast 
Penis 


Scrotum . 
Other skin 


Larynx 


Lung and pleura 
Pancreas 

Kidneys and suprarenals 
Bladder . 
Prostate . 


Testes 
Brain 


Bones (jaw excepted) 
Other specified organs 


Abdominal cavity, organ 


unspecified 


Other and undefined 


MORTALITY OF CANCER, 


45- 
*004898 
*09173 
706545 
"03741 
"02182 
*12960 
*4 3230 
*11400 
*01559 
*15500 
*15900 
*'002226 
*009 35 
*007124 
*02004 


*06990 


'05654 
*05788 
*OI9I4 
'04275 
*02449 
*006233 
*008 I05 
*02939 
*08594 


*003117 
703384 


45- 
*OIOIS 
*08168 
*05032 
*02958 
*'0203I 
*'I2100 
'41720 
*09404 
*008 389 
*1704 
*I404 
*002208 
"01324 
005738 
02781 
07108 
07240 
05518 
01986 
03796 
"02031 
"009270 
*007504. 
*02781 
*084 76 


*005298 
'03443 


55- 
04427 
:28260 
*16660 
*11650 
*07096 
*'4OIIO 
*0810 
*31370 
01888 
*105286 
*50130 
*00651 
*02800 
*01368 
*0703I 


21280 


*I0610 
*12620 
*05142 
*'13930 
*15560 
*O009II4 
*007161I 
*05273 
°15690 


02083 


"09245 


55- 
*03285 
:27350 
*I7310 
*10740 
*07896 
*39550 
*09IOO 
*29250 
*02463 
'54580 
*50470 
*008212 
02021 
*01769 
*07328 
*19450 
*12630 
* 13460 
*06128 
°12770 
*16870 
*OIOIO 
*003790 
*07264 
*13460 


*01958 
*008780 


65- 
128 
"490 
*218 
*1954 
*I2I5 
673 
2'I2I 
736 
*02 38 
1°27 
I'156 
*0163 
0564 
0188 
"214 
°293 
“1317 
°1967 
0564 
*332 
*600 
*0I1378 
*00626 
*0814 
*199I 


*0488 
"159 


65- 
*11250 
-38450 
°27 330 
*19950 
* 13180 
*60820 

2°rrgoo 
74850 
"03023 
*41800 
'17700 
*01935 
*07013 
*02177 
*20190 
*30710 
*12570 
*22490 
06046 
*33370 
*63840 
*0157I 


oh 


00 3627 


707859 
*21400 


*03265 
*13540 


TABLE XXXVIII.—Death-rate per 1000, Males, 1925. 


Age-groups. 


75- 
*3417 
4834 
°2583 
*2750 
°1458 
"7584 

2°4250 
I'I2IO 
‘02917 
I*'9210 
1*5500 
"02917 
*'1333 
*0or666 
*70710 
21670 
*07918 
*2500 
*07918 
*5000 
1'2710 
‘02917 
re) 
*1250 
:2708 


*09166 
*2084 


TABLE XXXIX.—Death-rate per 1000, Males, 1926. 


Age-groups. 


75- 
*25200 
"46010 
*32000 
*:25610 
‘I 1600 
*68000 

2°46000 
1'17600 
*05200 
2°09200 
1°48000 
*0160I 
:* 12800 
*'02000 
*66010 
*32000 
*09200 
*20400 
*05200 
*'45210 
1°07200 
"04000 
*0000 
*13200 
*20000 


*08000 
*16400 


[April, 


85-. 


*6153 
*3461 
"1923 
"1923 
*'II53 
"6537 
1°5770 
I'0000 
[o 
1°6920 
1°0760 
07691 
"3461 
o 
1:8070 
*1923 
*0769I 
*1923 
*03846 
*6923 
1'153 
*03846 
o 
"1923 
*2308 


*07691 
*1923 


B5-. 


*55550 
33330 
'33330 
*29630 
03703 
*59260 
1°5920 
1°0740 
*037030 
1*:5550 
1°4810 
07406 
*22220 
*0000 
1°7770 
*18520 
*0000 
*25920 
*03703 
'44440 
I'0000 
*037030 
*0000 
*07406 
*25920 


*07406 
*296 30 


1934.] 
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TaBLE XL.—Death-rate per 1000, Males, 1927. 


Age-groups. 
Lip i ‘ ; : 
Tongue . s F 
Mouth and tonsil . 
Jaw : n ; 
Pharvnx . ` à " 
(Esophagus ; I g 
Stomach . ‘ 


Liver and gall- Bladder 
Mesentery and peritoneum. 


Intestines " i ? 
Rectum . ` Z . 
Breast . è ; 

Penis n $ : E 
Scrotum . " 7 : 
Other skin . s 3 
Larynx . P ; ; 
Lung and pleura . $ 
Pancreas e " 


Kidneys and suprarenals 
Bladder . 


Prostate . ; 2 . 
Testes . : . . 
Brain š " 
Bones (jaw excepted) ; 


Other specified organs 

Abdominal cavity, organ 
unspecified . 

Other and undefined ^ 


45- 


008 343 
074630 
7048290 
°0 32940 
*02809 
*I0060 


"42590 
08299 


006586 


*r5900 
*1 3960 


*00 35130 


*006586 
7008 34 3 
"025460 
*067610 
*07771 
"053570 
026780 
"039070 
"02415 
"007903 
*01009 
*02678 
*08123 


*007903 
*03248 


55- 


*O0 3499 
°27520 
*15840 
*I03IO 
*06753 
*36710 
0850 
26150 
*01842 


*54830 


:48620 
*005525 
*02517 


*01842 
*00706 


01866 


"OI 332 
"01523 
"05095 
*12470 
*I17000 
*009208 
*009822 
*05157 
*15710 


701166 
*09270 


65- 
*11650 
46970 
29490 
*17480 
*12250 
*60170 


2:2660 


*71580 
*02973 
1°4390 
1°I 320 
"O1545 


75- 
*33080 
*49220 
*30380 
:28450 
08461 
"65370 


2°5070 


°95 390 
"02693 
2°21900 
I°54200 
°03077 


M.B. 


253 


85-. 
:81470 
48140 
29630 
'44440 
14810 
°55550 

2°5190 
1°3710 
03703 
1*96 30 
1°2960 
"07406 


"05351 
*02 378 
*20330 
*30440 
*15700 
28770 
*07017 
*35080 
*64570 
"01783 
002378 
*10470 
*20920 


02616 
*Io8I 


*15770 
*02 308 
*63830 
28070 
*096 14. 
*33080 
*057690 
48460 


I*04200 


'0423I 
*003846 
*09230 
*I15000 


*05 384 
*15000 


TABLE XLI.—Death-rate per 1000, Females, 191r. 


Age-groups. 
Lip : . . 
Tongue . à 
Mouth and tonsil : s 
Jaw " s Z é 
Pharvnx . : : 3 


Q:sophagus " . : 
Stomach . 

Liver and gall-bladder 
Mesentery and peritoneum. 


Intestines ` : i 
Rectum . . 
Ovary and Fallopian tube. 
Uterus. ; A 
Vagina and uiv 
Breast. : " ‘ 
Skin R " " ; 
Larynx . : : 
Lung and pleura . . 
Pancreas 


Kidneys and suprarenals 
Bladder . 
Brain 7 ; 
Bones (jaw excepted) š 
Other specified organs . 
Abdominal cavity, organ 
unspecified . : 
Other and undefined ; 


45- 

o 
*00546 
* 00655 
*01256 
* 008 I9 
* 03167 
* 17913 
* I2124 
*02348 
*I1960 
* 0759I 
*07209 
*49808 
*or802 
*4079 
*OI4I9 
*OI474 
*02129 
*01583 
* 00764 
* 00983 
*0I037 
*OI2OI 
*0333I 


*01638 
*02783 


55- 
*003270 
*0I472 
*OII43 
*OIS553 
*01226 
*074407 
* 52829 
*47669 
*053147 
* 37203 
“25177 
-09648 
*91578 


*O3IO7II 


* 70727 
* 040065 
* 01717 
*035977 
*05723 
*02452 
* 02861 
*01553 
*03597 
* 06863 


*032685 
* 05638 


65- 
"005228 
*03207 
*019607 
*05882 
* 015686 
* IIIII 
* 1908 


I'1895 


* 10718 
* 8235 

*45882 
* 13725 


I*1777 


*099 346 
*99346 
*077123 
*0222 
* 04836 
* II24I 
*047I15 
*078431I 
*0I307I 
*056209 
* 11895 


* 075816 
* 11653 


757 
-01824 
"05474 
*O5109 
* 14598 
'OI459 
* 28832 


2:6788 
2:4525 


'23357 


2*:1569 


*08759 
* 16788 


I* 56204 


* 21532 


2:2591 


* 4309 
"04744 
*08029I 
* 28832 
* 06569 
*25182 
*02189 
° 14233 
' I7175 


*15693 
2225 


Ww Ww 


w 


°22220 
o 


I'7040 


18520 
o 
°29630 
ae) 
40740 
'81470 
*07406 
re) 
*IIIIO 
*1852 


*07406 
°22220 


85-. 


*II904 

* 11904 

* II904 
*095216 

o 

* 57142 

'9285 

° 3571 

* 21428 
* 3095 


2°2142 


* 14285 


2* 3095 


' 761904 


4: 78571 
I*5476 


* 14285 
*095216 
* 28571 
*07140 
' 40476 
* 02380 
* 19047 
'42857 


* 21428 
' $4761 


254 


TABLE XLII.—Death-rate per 1000, Females, 1912. 


Age-groups. 
Lip : ; à : 
Tongue . : 
Mouth and tönsil : $ 
Jaw : i . . 
Pharynx. à ‘ . 


CEsophagus : : g 
Stomach . 

Liver and zali-Bladder 
Mesenterv and peritoneum. 
Intestines . è $ 
Rectum 

Ovary and Fallopian tube . e 
Uterus 


Vagina and vulva : s 
Breast. a F . 
Skin " i ‘ 
Larynx . " ; 


Lung and pleura à 
Pancreas ‘ 
Kidneys and suprarenals 
Bladder . à ; 
Brain : è 
Bones (jaw excepted) 
Other specified organs 
Abdominal cavity, organ 
unspecifed . s 
Other and undefined , 


TABLE XLIII.—Death-rate per 1000, Females, 1913. 


Agc-groups. 
Lip . . , i 
Tongue . ; A ; 
Mouth and tonsil 
Jaw 
Pharvnx. " . . 


Q:sophagus 

Stomach . 

Liver and gall-bladder 

Mesentery and peritoneum. 

Intestines 

Rectum 

Ovary and Fallopian tube. 

Uterus. . 

Vagina and vulva 

Breast 

Skin 

Larynx . 

Lung and pleura 

Pancreas à 

kidnevs and suprarenals 

Bladder 

Brain $ 

Bones (jaw excepted) ^ 

Other specified organs 

Abdominal cavity, organ 
unspecified 

Other and undefined 


MORTALITY OF CANCER, 


45- 


* 0005364 
* 004828 
*00429I 
*008047 
*00429I 
*03326 
* 17489 
* I2124 
*02575 
* I2392 
*0708I15 
*0590I 
*49024 
*01824 
*40826 
*OIOZ72 
*OI502I 
*or1663 
*O0I7I6 
*009I20 
*009055 
*00590I 
*0OI985 
*03057 


*OI93I 
*02199 


45- 


*00525 
*0057 
"002103 
*OI47 
* 00683 
*044I 
s I222 
* 1293 
*oIS9 
* I188 
“O84 
* 0007 
* 5015 
*0084I 
*4158 
*OIIO4 
'OI94 
* 0126 
*0I94 
*OIOS 
*01209 
*0063I 
*OIIO4 
*O3IS 


*00998 
*0205 


55- 
*001597 
*OrIIS 
* 01038 
*02175 
*01677 
* 06339 
' 54632 
"44169 
* 059904 
* 39616 


* 22683 
* 12859 


*94888 
* 043139 
* 76916 
*027I5 
*01597 
*04 392 
* 06789 
* 02 316 
*03514 
*OIIIS 
* 03194 
*059904 


*04632 
*OSIII 


55- 
“00156 
*OIO9 
‘OIOI 
*0390 
*OI 32 
*0569 
"555 
4488 
*0523 
' 3625 
*2201 
* 1303 
"9508 
"0452 
'7915 
*0335 
'0320 
*035I 
*0523 
*0296 
0351 
*O148 
*0390 
* 08823 


*0296 
*0499 


65- 


*00129 


*02828 


*02193 
*05935 
*01548 


* 10967 
: 2864 
* 1083 
* 10967 


-86580 
* 46709 
' 13419 
I* 


I432 
* 06969 


'2077 
*09077 
*02709 


*05548 


* 14838 
"04774 


*09548 
* 01032 
*05935 
12774 


*06322 
*09032 


65- 
* 006 34 
0253 
'O152 
*0558 
*OI9O 
* 1497 
* 3383 
'0977 
* IOIS 
9309 
5444 
* I42I 
72449 
"0875 
* 1332 
"0799 
*0292 
"0583 
* 1459 
*0355 
* I065 
*OII4 
*0583 
° 1345 


* 0609 
* 07386 


75- 


°01773 


"04964 


*03900 
* I24I 
* 01773 
*2482 
* 819r1 
* 3262 


* I985 


2:1702 
* I205 
* 1632 
*61702 
* 30851 
4326 
*44680 
'05673 
* 12765 
-28723 
*092I9 
*23049 
* 007092 
* 09929 
* 241I3 


*1772 


* 2482 


75^ 

*02758 
*05172 
*06206 
* II03 
0344 
* 28237 
*917 
3448 
* I517 


2*400 


' 175 

*2275 
*6313 
* 2241 
* 2103 
* 305 

*2580 
* 0905 
'2279 
* 0896 


'2379 


*O0I139 


* I068 


* 2758 


* 1536 
* I413 


w w 


CA 


te 


U 4 


4855 


R5-. 
*09 302 
* 09302 
‘O04051 
"18004 
*II62 
279 

255 
255% 
*4IS60 
"2388 
"0975 
* 200 3 
*I162 
*6744 


5:906) 


-4051 
"0097 
‘0097 
*2003 
*II62 
'5348 
Oo 
° 2093 
* 3953 


2790 
* 5IIO 
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TABLE XLIV.—Death-rate per 1000, Females, 1921. 


Age-groups. 
Lip 
Tongue ; 
Mouth and tonsil F " 
Jaw 
Pharvnx. 
(Esophagus 
Stomach . 
Liver and gall- ‘bladder 
Mesentery and peritoneum. 
Intestines 
Rectum . , 
Ovary and Fallopian. tube. 
Uterus 
Vagina and viva 


Breast. 
Skin " 
Larvnx 


Lung and pleura . 

Pancreas : 

Kidneys and suprarenals 

Bladder . 

Brain : ; 

Bones (jaw excepted) 

Other specified organs 

Abdominal cavity, organ 
unspecified . A 

Other and undefined s 


TABLE XLV.—Death-rate per 1000, Females, 1922. 


Age-groups. 


Lip x i , . 


Tongue 

Mouth and tonsil 

Jaw 

Pharvnx. 

(Esophagus 

Stomach . 

Liver and gall- ‘bladder 


Mesentery and peritoneum. 


Intestines 

Rectum à 
Ovarv and Fallopian tube. 
Uterus 

Vagina and vülvá 


Breast 

Skin " s 
Larynx . à 
Lung and pleura 
Pancreas 


kidnevs and suprarenals 
Bladder , ‘ à i 
Brain i 
Bones (jaw excepted) ‘ 
Other specified organs 
Abdominal cavity, organ 
unspecified à 
Other and undefined : 


45- 


* 0004 372 
*006I12I 
*006997 
*OI574 
* 009170 
*05422 
* 2466 

* 1425 
‘020I 

* I952 

* II63 

* IOI4 


'5514 
*0O21IO 
4906 
*O170 


*O1665 


01968 
°02361 
*01487 
'0I355 
*004810 


02449 


*03935 


* 01399 
*02143 


45- 
*0017I9 
* 007735 
*009024 
'*0I547 
*006446 
*04813 
'2673 
* 1332 
*02526 
* 1706 
*09798 
* IOOI 
*4975 
*O1977 
* SIIÓI 
'OI504 
*o2148 
*02148 
*03137 


*OIOS3I 


*OI41S$ 
'005587 


*02621I 
°04555 


*O1977 
*02020 


55- 


*00392 
*O1569 
*01438 
*02222 
*OIÓ99 
*o8105 
"6569 
"476 
*04766 


* 5165 
* 2745 


* I288 


7824 
'05425 
-8124 
"0503 
*0320 
*04183 
*o8105 
*0307 
'04967 
*00392 
"04052 
* 06732 


*04183 
*04379 


55- 

* 00245 
*OI72I 
*013358 
*02422 
01020 
* 06565 
* 686 
4245 
* 04844 
*4971 
* 269 

* 1402 
7508 
*04716 
°7737 
*04270 
*03442 
703378 
*09178 
*03187 


*04525 
005736 
*04270 
* 08732 


* 03186 
"04844 


65- 


‘009857 


*024IO 


i 


[i 


*02519 
* 04600 
'OI424 
* I073 
*3395 
°9737 
*05038 
"1446 
* 563I 
* II72 


"9452 
09200 
*0598 
* I030 


*02410 


*03176 


* I424 


*04819 
-1084 
*002IQI 


* 08981 


*1380 


* 1205 
* 060I 


65- 
' 006459 
*02154 
* 01938 
*0474 
01292 
* 1270 
4489 
*9860 
* 06243 
-1389 
"5070 
1561 

2I4 
* II95 
*05920 
I270 


*0322 
*05490 
* I475 
*035766 
* IOOI 
*003229 
*07328 
* I076 


* 08719 
*05920 


75- 
* 02882 
* 06340 
*0317 
*04899 
*002882 
* 1758 
1: 8069 
I' 319 
* 06052 
I*7435 
:7867 
* 08646 
* 891 
°1354 
I: 6282 
317 
*0I729 
*02882 
* 1758 
*07493 
*1527 


* 005766 


*095IO 
* 1758 


* I412 
* 08646 


75- 
*OII43 
*05714 
* 0400 
*05714 
*OI7I4 
' 1657 

I*8143 
I'I95 
°O7T43 
I: 8286 
: 822 
* 1200 
8171 
*1657 
I*797I 
*4171 
* 0400 
02286 
* 1571 
*O457I 
* 1486 

[0] 
*0857 
* 1486 


* 1571 
*08857 


255 


85-. 

(e) 
*07843 
*03922 
* 09804 
o 

* I373 
I+ 3333 
I'2353 


re) 
1° 6666 
* 5882 
*03922 
6079 
* 2745 
2°861 
4°9412 
*OI96I 
*05882 
* I176 
*07843 
* 1569 
o 
*05882 
'I373 


* 1176 
* I96I 
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TABLE XLVI.—Death-rate per 1000, Females, 1923. 


Age-groups. 

Lip r ; . ; 
Tongue . " s : 
Mouth and tonsil . : 
Jaw . : E $ 
Pharynx. . è 
CEsophagus à 

Stomach . 


Liver and gall- bladder 
Mesentery and peritoneum. 
Intestines 


Rectum . s 
Ovary and Fallopian tube è 
Uterus . " : 
Vagina and vulva 

Breast . n F 

Skin ; : " à 
Larynx . " » 
Lung and pleura 

Pancreas 


Kidneys and suprarenals 
Bladder . H ; " 
Brain : 
Bones (jaw excepted) $ 
Other specified organs 
Abdominal cavity, organ 
unspecified . . 
Other and undefined è 
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TABLE XLVII.—Death-rate per 1000, Females, 1924. 


Age-groups. 
Lip $ . . 
Tongue . , é 
Mouth and tonsil 
Jaw à . A 
Pharynx . 
CEsophagus 
Stomach . 


Liver and gall- ‘bladder 
Mesentery and peritoneum. 
Intestines . 
Rectum . " ‘ 
Ovary and Fallopian tube. 
Uterus : 
Vagina and vulva . 


Breast. . i i 
Skin 

Larvnx ; 

Lung and pleura 

Pancreas 


Kidneys and suprarenals 

Bladder . 

Brain 

Bones (jaw excepted) 

Other specified organs 

Abdominal cavity, organ 
unspecified 

Other and undefined 
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45- 


*001263 
* 0088 38 
* 006 313 
*O1 305 
* 007997 
*04924 
*2500 

* 1199 
*02525 
* I99I 

* IIII 

* I052 
'5167 

* 01893 
* 5560 
*0I557 
*0223I 
*02062 
*03872 
*01347 
* 01768 
*005892 
*01726 
*039I4 


* or 389 
*01599 


45- 


* 0004 II4 
*004525 
*006582 
*0I1562 
*OIIS2 
*O4I55 
* 2575 

* I098 

* O21 39 
* 1869 
*099I4 
* 1065 

* 5056 

* 01728 
*5187 
*OI974 
*01974 
*02262 
* 03994 
*OISSI 
-01892 
"004525 
*02509 
*0360 


*01365 
*0I974 


55- 

* 001864 
* 01366 
*0I1242 

* 03106 
*01366 

* 07764 

*7000 

* 4044 


'04174 
* 5149 
* 2615 
* 1495 
:7385 


*O590I 
*9820 


'0455 
*0298I 
°O3851 
* IOOO 
*02546 


*05776 
* oor864 
*03851 


*09255 


*04059 
*03975 


55- 
*0024IS5 
*OISI 

or69 
*03140 
*o1812 
*09239 
717 

* 3672 
*050I2 
* 5604 
'2579 
* 1594 
*7 34 
*0519 
* 8502 
*04 348 
* 03804 
0422 
* 09722 
*03563 
*O50I2 
*007251I 
*04469 
* 08152 


*0332I 
"03924 


65- 
* 007386 
*O4IO05 
*03158 
*05895 
* 01789 
* 1305 
4969 
-8726 
*05158 


* 1642 
*5526 
* 1442 


*8653 
* 1242 
* IO53 


* I232 
*02947 
*062II 


* 1484 


*0421I 


* I053 
‘OOII 
* 07684 
*1305 


* 08526 
*04842 


65- 
* 008316 
*02599 
*O301 
*05405 
'OI455 
° 1393 
'4512 
*8524 
*05925 
°2775 
* 5603 
-158 
‘9189 
"108I 
* 1518 
* IO9I 
*03326 
04579 
* 16603 
*0582I 
* I040 
*002079 
*0717 
*II23 


* 08940 
'05094 


75^ 
*0250 
*03889 
*05278 
07778 
*008333 
* 1583 


I:8472 


: 2083 
*07500 


* 8806 
-8694 


' 1194 
: 8972 
*2222 
*6556 
* 3256 
"01944 
*03056 
* 1694 
*05278 
* 1972 
*002778 
08 333 
* 1583 


* 1472 
* 086II 


75- 
'02732 
*04918 
*OI9I3 
*08197 
*02732 
' 1995 
-8470 


I'2322 


* 06284 
*8579 
*762 

* 1339 
8033 
"1721 
:7760 
*4150 
*04372 
*03825 
* 1940 
*0546 
*2186 

O 

-1284 
' 1694 


'I257 
"07924 


85-. 


re) 
*05660 
°03773 
*05660 
o 
* 1509 
1: 5660 
*98rr 
"07547 
1° 8491 
*6792 
°07547 
°7925 
* 1698 
2:679 
* 9621 
05660 
*07547 
*0792 
O 
* 1509 
‘01887 
*07547 
* I32I 


* 1698 
°- 1887 


85-. 


*037I 
*'I297 
*05556 
* IIII 
Oo 
* 2407 
I' 5370 
1°2778 
*07407 
I*9630 
' 7963 
*09259 
* 6852 
'I297 
2°5370 
"790 3 
"05556 
“1481 
*09259 
*IIII 
* 1852 


I 
2 


* IIII 
“1451 
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TABLE XLVIII.—Death-rate per 1000, Females, 1925. 


Age-groups. 45- 55- 65- 75- 85-. 
Lip ‘ è ; . * 0080775 * 001769 *002043 * 008086 *07547 
Tongue . : A : *006462 * 01769 *03371 * 04043 * 1698 
Mouth and tonsil . .  *004847 *02182 *03269 *04852 *07547 
Jaw s: " ; : *01535 *02476 *O5IO7 *04852 * 1698 
Pharynx. : : T * 007270 *01356 * 01634 °03235 *03774 
(Esophagus . ^. , *05412 *07017 *1522 * 1725 * 1698 
Stomach . . *2758 *6958 1°5516 1°9299 1°9247 
Liver and gall- ‘bladder 4 “1143 * 3314 * 8509 I* 3396 1* 3585 
Mesentery and peritoneum. * 01655 *03833 *04076 *07817 *05660 
Intestines i , 3 * 1890 * 5006 1: 2880 2°1375 2° 3585 
Rectum . ; * I070 * 2719 *5189 * 7978 * 5660 
Ovary and Fallopian ‘tube: *II27 * I415 * 1532 "1294 "01887 
Uterus . : s * 5081 *7258 * 9060 *905I *642 
Vagina and vulva " : *02342 * 04599 *I1I03 * I968 * 2641 
Breast. $ ; " * 5489 . 8001 1°1563 1°8895 2°6226 
Skin ; " é : *01494 *03479 * 1093 * 3855 I:0189 
Larynx . ‘ : *02383 * 02830 *0337I *04312 *03774 
Lung and pleura a ` *03029 *04835 *05720 *05930 *03774 
Pancreas ; *03150 * 1044 * I614 * 1968 * 2075 
Kidneys and suprarenals 7 ‘O01454 * 03479 * 04699 *OSI2I *o1887 
Bladder . 5 ; : * 01695 *05248 * II54 * 1590 * 1698 
Brain . $ * 008885 *005307 * 006129 o o 
Bones (jaw excepted) 3 "02342 03184 * 06439 *07817 *I132 
Other specified organs g *0432I 09375 * 149I * 1590 * 3019 
Abdominal cavity, organ 

unspecified . i * 01454 *03243 *07252 * I213 *226 

Other and undefined : *01252 *03479 *05414 * 1078 * 1698 


TABLE XLIX.—Death-rate per 1000, Females, 1926. 


Age-groups. 45- 55- 65- 75- 85-. 

Lip : " : : O 002859 003955 *005195 * IO9I 
Tongue . " ` * 008 36 *OI3IS *03363 *05195 *oI1818 
Mouth and tonsil è : * 004374 *02344 *03858 *04416 o 
Jaw ; : ; è *0IO34 *02916 *05737 *06234 * IO9I 
Pharvnx . à s ‘ 009543 01258 *Or187 *02338 *05454 
CEsophagus . : s *O4016 *08405 * 1444 * 1844 * 3455 
Stomach . ; * 2684 *7250 I*6518 2* IOI3 1:8727 
Liver and gall- "bladder z * I042 * 3373 * 8022 I'23064 1°4182 
Mesentery and peritoneum. 02385 *04I174 *06034 * 04675 *03637 
Intestines " R A * 1928 * $569 I*354I 2:1870 2*509I 
Rectum . : ‘09701 *2596 *5381 : 8286 * 8909 
Ovary and Fallopian tube. * I022 *1596 * 1889 * 1662 * IO9I 
Uterus . : s -4824 -6970 -8853 * 9090 *6909 
Vagina and vulva 3 * 02385 *05317 * I167 * 2182 * 2000 
Breast . : s * * 5233 *8r1 I*I424 1*6000 2:5273 
Skin i : : š *OIj312 *0383I *I227 * 3662 *6909 
Larvnx . " ; P 02465 -03658 "05045 * 04675 *03637 
Lung and pleura. ; *02624 *04683 *06924 *04675 * 03637 
Pancreas " ; *03857 * 1092 * 1879 * 2312 * 2000 
Kidneys and suprarenals . *OI47I *02459 *05539 *05195 *03637 
Bladder . , E * 01909 *04403 * I088 * 1714 * 2545 
Brain and meninges: $ *00477I *002859 *003955 *007792 o 
Bones (jaw excepted) ` *02584 *03488 * 06034 * 08831 "05454 
Other specified organs : * 03738 * 08862 * 1602 * I922 * 1636 
Abdominal cavity, organ 

unspecified . : *007555 "02173 *07517 * I299 *07273 


Other and undefined ; * 01670 *02744 * 06034 *07792 * IO9I 
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TABLE L.—Death-rate per 1000, Females, 1927. 
Age-groups. , 45- 55- 65- 75- 85-. 

Lip *0007837 * 001665 *004868 *03535 07407 
Tongue *01058 *0I1942 *02629 *05556 05556 
Mouth and tonsil *006270 *01554 *02337 * 04040 05556 
Jaw *OIOI9 *02220 *04674 *08838 09259 
Pharvnx. , *007837 *0072I4 *02434 *02525 o1r852 
CEsophagus . * 04154 * 0815 * 412 * 2045 | *2593 
Stomach. *2516 -6776 1* 55839 : 2096 2:1667 
Liver and gall- -bladder *07798 * 2815 * 2644 * 2652 I* 3704 
Mesentery and peritoneum. *or8or *0344I *05453 *0328 *05556 
Intestines * 1869 ‘5117 I: 3320 * 2929 2* 3333 
Rectum and anus . à * IOIS *2564 *5550 *9oIS *5926 
Ovary and Fallopian tube. * I215 * 1681 * 1890 * ISIS *09259 
Uterus *4589 *7042 -8354 * 8712 * 5926 
Vagina and vulva *01842 *04661 * IIIO * I5IS * 2407 
Breast , " * 5404 *: 8452 I: 1782 *8510 3:2778 
Skin i e " * 01489 *03940 *1304 * 3763 -8518 
Larynx 02621 03385 *03700 *02020 05556 
Lung and pleura *02273 *05549 * 06426 *05303 05556 
Pancreas *032I13 * I07I * 1889 :2677 * IIII 
Kidneys and suprarenals *OI450 *03773 *05258 06818 05556 
Bladder . 01763 *O4IO * 1344 * I742 *2222 
Brain and meninges. "007053 ‘007769 "005842 ‘005052 - o 
Bones (jaw excepted) 02351 03829 "05940 07828 07407 
Other specified organs *03918 -08935 * 1285 * I5IS5 * 1481 
Abdominal cavity, organ 

unspecified . à à *009025 *02109 *05258 *09343 05556 
Other and undefined : ‘01998 *02220 *04576 *02828 * I481 

PART III. 


SITUATION OF CANCER. 


A study of the sites of growths in the different age-groups might throw 
light upon the increase of the death-rate amongst the older males and not 
amongst the female population. Unfortunately, this study must be confined 
to total deaths (including those occurring in mental hospitals) in England and 
Wales from r1g9r1, as no figures have been published for mental hospitals. 

The numbers of deaths at each site in each age-group were extracted from 
the Registrar-General’s annual reports. The death-rate per I,000 was then 
calculated, based upon the population in each age-group (Tables XXXI to 
L). Graphs were constructed for each sex, each site and each age-group from 
45 years, on semi-logarithmic paper. This paper was used in order to obtain 
lines whose rise and fall were accurately comparable with one another. The 
value of this paper is demonstrated in Figs. 2A and 2B. A total of 53 graphs 
were constructed; those reproduced here refer to the sites showing rises in 
both sexes (Figs. 3-30). 

A summary of the male death-rates for the age-groups shows that the 
following sites contributed to the rise in the total death-rate : Tongue, mouth and 
tonsil, pharynx, esophagus, stomach, intestines, rectum, breast, pancreas, larynx, 
lungs and pleura, kidneys and suprarenals, bladder, prostate, bones (excluding 
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Fic. 24.—Squared paper. Fifty per cent. decreases. 


Fic. 28.—Graph as in 24, but on semi-logarithmic paper. 
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jaw), and the group termed “ other specified organs". The following did not 
contribute: Lip, jaw, liver, gall-bladder, mesentery, peritoneum, scrotum, 
other skin, testis, brain, abdominal cavity, undefined, other and undefined 
group. Many of the sites that did not contribute to the rise in death-rate 
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1911 1912 1913 1921 1922 1923 1924 1925 1926 1927 
Fic. 3.—Death-rate per 1,000, males, England and Wales. Tongue. 
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1911 1912 1913 1921 1922 1923 1924 1925 1925 1927 


Fic. 4.—Death-rate per 1,000, males, England and Wales. Mouth and tonsil. 


1911 1912 1913 1921 1922 1923 1924 1925 1926 1927 
Fic. 5.—Death-rate per 1,000, males, England and Wales. (:sophagus. 


show a definite fall in rate. Of these, there is little doubt that the fall is due 
to improved diagnosis, the deaths formerly placed in these groups now being 
placed in other groups. Thus, there is a fall for each age-group in the mesentery 
and peritoneum, and falls in a majority of age-groups in the groups of abdominal 
cavity undefined, other and undefined, liver and gall-bladder. The mortality 
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from cancer of the lip, the jaw, the scrotum, other skin, testis and brain is 
stationary. 


An alternative method of investigation is to count the total number of 
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1931 — 1912 1913 1921 1922 1923 1924 1925 
Fic. 6.—Death-rate per 1,000, males, England and Wales. Stomach. 


-- — o —- o o- o» mo» 9 


*1 
1911 1912 1913 1921 1922 1923 1924 1925 1926 1921 
Fic. 7.—Death-rate per 1,000, males, England and Wales. Intestines. 
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1911 1912 1913 1921 1922 1923 1924 1925 1927 


Fic. 8.—Death-rate per 1,000, males, England and Wales. Rectum. 


sites in which increases have occurred in age-groups 45-55 and 55-65, and to 
compare this figure with a similar figure for age-groups 75-85 and 85 and 
upwards. The results of these calculations are 15 and 33 respectively. As it is 
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1911 1912 1913 1921 1922 1923 1924 1928 1926 1927 
85-Zero 85-Zero MT. 


Fic. 9.—Death-rate per 1,000, males, England and Wales. Breast. 


1 1912 1913 1921 1922 1923 1% 1925 1926 1927 
85-Zero 


Fic. 10.—Death-rate per 1,000, males, England and Wales. Larynx. 
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easier to record a death in old age as old age, senility or arterio-sclerosis than 
as cancer of a definite site, and as the recorded mortality from old age or 


1911 1912 1913 1921 1922 1923 1924 1925 1926 1927 
85-Zero 


Fic. 12.—Death-rate per 1,000, males, England and Wales. Pancreas. 


senility is falling, it is strongly suggestive that improvement in diagnosis is 
the cause of the increase in the recorded death-rate. Before a definite decision 
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1911 1912 1913 1921 1922 1923 1924 1925 19 1927 
Fic. 14.—Death-rate per 1,000, males, England and Wales. Bladder. 


oie eens 
----- 


* 001 [0 
1911 1912 1913 1921 1922 1924 1925 1926 


Fic. 15.—Death-rate per 1,000, males, England. and Wales. Bones (ex. jaw). 
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Fic. 16.—Death-rate per 1,000, males, England and Wales. Other specified organs. 
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1911 1912 1913 1921 1922 1923 1925 pe 1921 


Fic. 17.—Death-rate per 1,000, females, England and Wales. Tongue. 
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001 l 
191] 1912 1913 1921 i922 1923 1924 1925 1926 1927 
(Fic. 18.—Death-rate per 1,000, females, England and Wales. Mouth and tonsil. 
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1911 1912 1913 1921 1922 1923 1924 1925 


Fic. 19.—Death-rate per 1,000, females, England and Wales. 


- 
-- 
- 
-- 
- 
- 
- 
- 
-- 


"den 1918 1913 1921 1922 1923 1924 1925 
Fic. 20.—Death-rate per 1,000, females, England and Wales. 


1911 1912 


Fic. 21.—Death-rate per 1,000, females, England and Wales. 


1926 1927 


CEsophagus. 


Stomach. 


1913 1921 1922 1923 1924 1928 1926 1927 


Intestines. 
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can be arrived at, consideration must be given to the female mortality for the 
same sites and age-groups. There is a possibility that the reduction in the 


1911 1912 1913 1921 1922 1923 1924 1925 1926 1927 


Fic. 22.—Death-rate per 1,000, females, England and Wales. Rectum. 


1911 1912 1913 1921 1922 1923 1924 1925 1926 1927 


Fic. 23.—Death-rate per 1,000, females, England and Wales. Breast. 


1911 1912 1913 1921 1922 1923 1924 1925 1926 1927 
Fic. 24.—Death-rate per 1,000, females, England and Wales. Larynx. 


total female death-rate may be due to a large reduction of the death-rate in 
sites peculiar to females overshadowing increases in other situations. 
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If the rise of death-rate in males be due to improved diagnosis, then the 
same rise should occur in the same sites, and at the same ages, in females, as 
there would be equal opportunities for diagnosis in the two sexes. In females 
the sites that showed rises of death-rate were: Tongue, mouth and tonsil, 


Fic. 25.—Death-rate per 1,000, females, England and Wales. Lung and pleura. 
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1911 1912 1913 1921 1922 1923 1924 1925 1926 1927 
Fic. 26.—Death-rate per 1,000, females, England and Wales. Pancreas. 


esophagus, stomach, intestines, rectum, ovary and Fallopian tubes, vagina and 
vulva, breast, larynx, lungs and pleura, pancreas, kidneys and suprarenals, 
bladder, bones (jaw excepted) and “other specified organs”. The sites that 
showed a stationary condition were: Lip, jaw, pharynx and skin. The liver 
and gall-bladder, mesentery and peritoneum, uterus, brain, abdominal cavity 
unspecified, and “ others and undefined ” groups showed a fall in rate. l 
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1911 1912 1913 1921 1922 1923 1924 1925 1926 1927 
Fic. 27.—Death-rate per 1,000, females, England and Wales. Kidneys and suprarenal gland. 
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19011 1912 1913 1921 1922 1923 1924 1925 1926 1927 
Fic. 28.—Death-rate per 1,000, females, England and Wales. Bladder. 
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isiti 1912. 1913 1921 1922 1923 1924 1925 1926 1927 
Fic. 29.—Death-rate per 1,000, females, England and Wales. Bones (jaw excepted). 


270 MORTALITY OF CANCER, (April, 


In the above list sites progressing in the same way in each sex, i.e., rising, 
stationary or falling, are printed in italics. The list shows that sites appro- 
priate to the male which are rising in the female are also rising in the male, 
but that all sites rising in the male are not rising in the female. The belief 
might, therefore, be held that the increased male death-rate could be due to the 
increase in deaths ‘from cancer of the prostate and “ other specified organs ", 
and that the cause of the increase in other sites was better diagnosis, as the 
increase occurred in both sexes. 

When the summaries are broken down into the age-groups, a very different 
picture is found (Tables LI and LII): whereas in the males the number of 
sites showing increases are 15 for ages 45-65 years, and 33 for ages 75 to over 
85 years, in females the figures are 28 and o respectively. If the sites peculiar 
to each sex are omitted, the figures are 12 and 29 for males and 24 and o for 


mse. ` 
- 


- 
4-77 
- 
- 


1911 1921 1922 1923 1924 1925 1927 
Fic. 30.—Death-rate per 1,000, females, England and Wales. Other specified organs. 


females. There are thus more sites showing increases at the older ages in the 
males and at the younger ages in the females. The summaries for all the 
age-groups are therefore of little value, as the detailed analysis shows that 
many of the increases of death-rate take place at different ages in the two 
sexes. When corresponding organs are studied in the two sexes, the age- 
group 65-75 years shows that an increase occurred in I4 sites in the males 
and in 9 in the females. 

The observations in Tables LI and LII can also be studied as regards 
the increase of death-rate in accessible or non-accessible sites. If the increases 
occur chiefly in the non-accessible sites, the inference may be drawn that some 
or all of the increase is due to improved diagnosis converting a non-accessible 
into an accessible site. , 

In 1893 King and Newsholme pointed out that in Frankfort the recorded 
' increase in mortality between 1860 and 1889 occurred in the inaccessible 
group of cancer and was absent in the accessible. These consisted of cancer 
of the tongue, mamma, uterus and vagina, whereas the inaccessible group 
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consisted of cancers of any other parts with the exception of cancer of the 
bladder and prostate. This group was described as intermediate. 

In 1917 the Registrar-General'S Annual Report states that the mortality 
from male accessible cancer increased from 1897-98 to 1916-17 by 56%, 
and from inaccessible sites by 41%. Amongst females the position was 
reversed. The total male increase was 37% and total female 12%. In this 


TABLE LI.—England and Wales. Alterations in Death-rates, 1911-27, Males. 
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case the division into accessible and inaccessible was obtained from the reports 
of 52,420 cancer deaths in the United States of America. The proportions 
of uncertain diagnoses in the accessible and inaccessible groups were obtained 
by asking the practitioners whether the diagnosis was certain or not. In 
the accessible group the highest proportion of uncertain diagnoses was ‘6%, 
whereas in the inaccessible the proportion varied from 15:3% to 72%. This 
method of classification would be of value if post-mortem examinations had 
been performed upon each case. This does not appear to have been done. 
Therefore, the question as to whether a diagnosis was certain or uncertain 


must have been dependent upon the honesty and modesty of the observers. 
The method does not appear to be accurate. 

The results obtained were the opposite of those of King and Newsholme. 
Shearer, in 1928, pointed out that when standardized rates are used there 
has been no increase in mortality from cancer of the buccal cavity, an accessible 
site, between 1901-5 and 1925; in fact, the standardized rates per million 
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fell from 154 to 142. In addition, there has been a marked increase of diagnostic 
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facilities (such as X-rays, bismuth meals, bronchoscopy, genito-urinary surgery), 
with an increase of recorded cancer in the appropriate sites. 

In 1924 the Statistical Review of the Registrar-General states that “ the 
recorded increase of mortality is to a large extent fictitious, depending on 
improvement in diagnosis. This is scarcely in dispute, difference of opinion 
existing rather as to whether this explanation explains the whole increase " 
Shearer believes that it does so explain it, and concludes that the mse 
in mortality is apparent only, and “ that there is, in fact, some slight decrease " 
On the other hand, Russell, in 1931, obtained opposite results. This worker 
divided cancers into those of the stomach, liver, cesophagus and intestines 
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as inaccessible, and those of the jaw, mouth, tongue, lip and rectum as 
accessible. Cancer of the breast and uterus were considered separately. In 
the period 1901-27 there was an increase in all groups, as shown below in 
percentages : 


TABLE LIII.—47crease in Mortality (Russell). 


England and Wales. Scotland. 
Accessible. Inaccessible. Accessible. Inaccessible. 
Males. Females. Males. Females. Males. Females. Males. Females. 
+26 +6 . +33 +13 . +40 +6 . +58 +40 


As there was an increase in the accessible groups, Russell states that the 
rising recorded rate of mortality cannot be due to improved diagnosis alone, 
but that there must be a true increase. 

Tables LIV and LV show the increases in the various sites divided according 
to Russell’s ''accessible " and “inaccessible ”, and according to Bashford 
and Murray’s “ accessible ", ‘‘ inaccessible" and “intermediate " groups. 
These tables omit all ages under 45 years, as the point under consideration 
is the difference in the development of the male and female death-rates over 
this age. Both tables show that there are more sites proportionally showing 
increases in the inaccessible groups than in the accessible or the intermediate 
of Bashford and Murray’s classification. The above suggests very strongly 
that a part of the recorded increase of death-rate is due to improved diagnosis 
in certain situations. On the other hand, the increases recorded in the tongue, 
mouth, breast, bones and, probably, larynx and rectum are almost certainly 
true increases of cancer causing death over the age of 45 years. Russell's 
hgures (Table LIII) suggest that a part of the recorded increase in the 
inaccessible sites is due to a real increase of cancer in these sites, whereas 
the other part may be due to improved diagnosis. 

The accuracy of diagnosis can only be determined by post-mortem examina- 
tions, and in 1905 Bashford and Murray studied the question of the accuracy 
of clinical diagnosis, basing their observations upon post-mortem examina- 
tions. The cases were divided into three groups—accessible, inaccessible and 
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TABLE LIV.—Sites Showing Increases (Russell's Grouping). 
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intermediate. The accessible consisted of primary cancer of the skin, sub- 
cutaneous tissue, lips, tongue, floor of mouth, buccal mucous membrane, 
antrum, maxilla, mandible, palate, tonsil, eye, eyelid, orbit, cervical glands, 
breast, sternum and ribs, scapula, clavicle, humerus, bones of arm, annularis, 
bones of lower limbs, muscles of trunk, muscles of limbs, penis, scrotum, 
testis, clitoris, vulva, vagina, anus. The inaccessible group consisted of cancer 
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TABLE LV.—Sites Showing Increases (Bashford and Murray's Grouping). 
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of the brain and cord, pharynx, esophagus, lung, pleure, mediastinum, tracheal 
and mediastinal glands, heart, pericardium, stomach, small intestine, cecum, 
appendix, colon, hepatic flexure, splenic flexure, sigmoid, liver, gall-bladder, 
pancreas, adrenal, kidney, ureter, bladder, prostate, retro-peritoneal glands, 
peritoneum, ovary, spinal column, sacrum, pelvic bones. The intermediate 
group consisted of cancer of skull, larynx and epiglottis, trachea, parotid, 
urethra, rectum, uterus, thyroid glands, unspecified, nerves. For all ages the 
results in hospital cases where the greater degree of clinical accuracy would be 
obtained were as follows: 


TABLE LVI.—Diagnosis Based on Post-mortem Examinations (Bashford and 


Murray). 
Correctly diagnosed. Not diagnosed. 
Accessible . . 1,504 (includes recurrences) i 136 (9:095) 
Inaccessible . 39 . ; . 246 (6037079) 
Intermediate . 372 . ; : ; 48 (13707,) 
Total . 2,267 430 (19°0%) 


For more recent years the percentage of accurate diagnoses for the 
inaccessible and intermediate groups has, no doubt, increased, but there would 
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presumably be little change in the 9194 of accurate diagnoses in the accessible 
group. In any case, an error of 99, is so high for this group, particularly 
when recurrences are included, that figures based on clinical and not post- 
mortem diagnoses are unreliable. This is borne out by the high mortality 
rate from cancer in Switzerland, 1:25 to 1:3 per 1,000 (Hoffmann), where a 
large number of post-mortem examination are performed. 

Finally, we can compare the graphs so as to obtain an approximate 
idea of the relative values of the death-rates for each site in the two sexes. 
We find that the male death-rate is roughly equal to the female for the 
jaw, stomach, liver and gall-bladder, intestines, rectum, larynx, lungs and 
pleura, pancreas, kidneys and suprarenals, bladder, brain, bones (jaw excepted), 
other specified organs, and “other and undefined". The female rate is. 
greater than the male for the mesentery and peritoneum and the breast. 


TABLE LVII.—Apfproximate Relative Magnitudes of Male and Female 


Death-rates. 
Lip . " ! : . M=10F Larynx. , M = F 
Tongue : : . M=10F Lung and pleura M=F 
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Intestines. ; , . M=F specified . ; . M=5 F 
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The male rate is about five times that of the female for the abdominal cavity 
and the cesophagus, but about ten times that of the female for the lip, tongue, 
mouth and pharynx. Excluding the organs peculiar to each sex, the greater 
male death-rate is thus confined to the upper part of the digestive tract 
(Table LVII). 

Is there any irritant used more among men than women that could explain 
this relative increase ? Tobacco smoke could be one such, but if so, the larynx 
and lungs should be affected more in men than in women. As more women 
smoke now in 1933 than in 1927, a later study of the present span of seven 
years may throw further light on this point. 

Alcohol may be consumed more by men than by women, but the consump- 
tion of alcohol is decreasing. If this produced cancer in men in these sites, 
then cancer in men in these sites should be falling, but it is increasing. 

Therefore, neither tobacco nor alcohol can at present be held responsible 
for the comparatively high death-rate in men in the upper parts of the 
alimentary tract. 
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SUMMARY. 


I. Mental hospital death-rates are significantly greater than those of 
England and Wales for both periods and for both sexes. 

2. The following are unlikely to be the cause of the comparatively high 
death-rate in mental hospitals: climate, geological formation, post-mortem 
rate, mental state, absence of contact with petrol, diminished exercise, the 
living of a celibate life, occupation. 

3. The death-rates in the mental hospitals and in the general sonidos 
of England and Wales are approaching one another, the process being more 
marked in the males. 

4. When reviewed by age-groups up to 64 years of age, the only group 
showing increase of rate is that of England and Wales, males aged 55-64 years. 

5. The decrease of mortality does not appear to be due to improvement 
in treatment. 

6. The increase of the death-rate in males at certain ages does not appear 
to be due to recurrences in treated cases. 

7. For ages over 45 years in England and Wales there are relatively more 
sites in males showing increases over 75 years of age, whereas in females there 
are more such sites under 65 years of age. 

8. In both sexes for ages over 45 years in England and Wales there are more 
sites showing increases of death-rates in the inaccessible groups than in the 
accessible, so that these increases are probably due to more accurate diagnoses. 
Increased rates occurring in the tongue, mouth, breast and bones are almost 
certainly true increases of cancer. 

9. For ages over 45 years in England and Wales the male death-rate 
markedly exceeds the female in the upper part of the digestive tract (lip, 
tongue, mouth, pharynx and, to a lesser degree, cesophagus and abdominal 
cavity). At present neither tobacco nor alcohol can be stated to be the cause 
of this excess. 
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MELANCHOLIA: A CLINICAL SURVEY OF DEPRESSIVE 
STATES. 


By AuBREY J. Lewis, M.D., M.R.C.P., 
Assistant Medical Officer, Maudsley Hospital. 


THE following examination of the clinical features of depressive states is 
based on the detailed study of 61 cases examined and treated by the writer 
at the Maudsley Hospital, London. 

The diagnosis of “ depressive state" had been made finally after the 
discharge of the patient ; each of them had been seen first either in the out- 
patient department, or in private by a competent psychiatrist, the case had 
been presented at a clinical conference, and a diagnosis reached after discussion ; 
in many cases the patient had been presented on more than one occasion, the 
ultimate diagnosis representing the considered view of the medical staff of the 
hospital. By “ depressive state " has been understood a condition in which 
the clinical picture is dominated by an unpleasant affect, not transitory, 
without evidence of schizophrenic disorder (other than slight or subordinate) 
or organic disorder of the brain, and in which, moreover, the affective change 
appears primary, not secondary to other symptoms of ill-health. It was 
therefore in part diagnosis by exclusion ; insomuch as symptomatic depressive 
states, occurring in the course of such disorders as general paralysis of the 
insane, present no positive characters, qua depressive, to distinguish them from 
the depressive reactions here considered, it seemed preferable to limit the 
inquiry to those in which the disorder seemed primary. 

This is essentially an examination of the clinical features of depression. 
It has formed part of a larger investigation in which especial attention has 
been paid to the relation of pre- and post-psychotic personality to the symptoms 
of the actual illness, and in which genetic, constitutional and prognostic factors 
have been considered. Many aspects of this have called for a much larger 
series of cases, to permit of statistical examination, but the present cases were 
selected for special study of the clinical features ; they include all the depressive 
patients who were examined and treated by the writer during part of the years 
I928 and 1929. The purpose of the investigations having at first been towards 
the investigation of personality, special studies, mainly along the lines suggested 
by Hoch and Amsden, were made by the writer and by social workers under 
his direction ; in no other respect was the investigation and observation of the 
patients governed by any concern with particular aspects of the illness; the 
records may therefore be considered to reflect only the general attitude and 
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preconceptions, of American and English psychiatrists, and at such points as 
the conclusions differ from these, it has been because the data imposed the 
divergence rather than because it was expected or sought after. 

The studies, above alluded to, of personality and the genetic and prog- 
nostic aspects of depressive illness are not included here. The separation is a 
difficult one, and it has frequently proved necessary to introduce such matters. 
The general attitude of the writer to the dynamic aspect of the disorder may 
be gathered from the concluding section on '' Reaction, Psychogenesis ”’. 
There seems, however, still to be much that calls for investigation in the actual 
clinical picture ; one must colléct one’s data before one sets about accounting 
for them or interpreting them, and it is to this preliminary object that the 
following is devoted. 


Moop. 


The affective change is justly regarded as the central feature of depression. 
Mania and melancholia are the “ affect-psychoses " which “ possess as a 
common fundamental element a pathological variation of the affective tone 
which reveals itself in the two contrasted syndromes " (Lugaro). This view, 
common to English and American psychiatrists and generally accepted in 
Germany, is scarcely held in France: Benon, for example, writes: “ Pour 
nous le mot dépression a la méme signification que le mot ‘asthénie’. Il 
s'agit là de troubles non pas d'ordre ' thymique ', mais d'ordre ' sténique ' ; 
la clinique, notre unique secours, est sur ce point claire, précise, démonstrative "' 
(" For us the word depression has the same meaning as the word asthenia. 
It is a question of sthenic, not of thymic, disorders. Clinical experience, which 
is here our only help, is clear, precise and conclusive on this point '). Delmas 
defines melancholia as a psychosis characterized clinically by ''la dépression 
de l'activité psychique et motrice, se manifestant sur un fond d'humeur triste ”’ 
(" depression of psychic and motor activity, showing itself on a basis of sad 
mood ’’), but of this “ humeur triste” he remarks that it is essentially a 
disorder of ccenesthesia ; the painful ccenesthetic state is the fundamental 
and primitive symptom of the affection ; all the feelings of sad mood come 
from this, and on the other hand the mood change may be insignificant in 
relation to other manifestations of disordered coenesthesia. In order that such 
apparently diverse views may be reconciled, it is necessary to consider that 
affectivity (Bleuler), ike other more or less arbitrary divisions of psychic life, is 
only a special aspect of the total activity of the organism ; and the less one 
attempts to analyse or define the total “ feeling ", the “ biotonus " (Ewald) 
of the organism, and to separate mental and bodily functions, emotional and 
vegetative, the more natural is the observation, and the freer from implications 
of any theory. However much psychologists may dispute about “ emotion ”’, 
"feeling ", “affect ", “ coenesthesia’’, and other words—the Wittenberg 
symposium on “ Feelings and Emotions ” is sufficient evidence of their divergent 
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views—the plain man is in no doubt of what is meant when he is asked how 
he feels, what his mood is, whether he is in good spirits or low-spirited, nor 


29 €t 


has he uncertainty about the meaning of such words as '' miserable", “ sad ", 
" down-hearted ", “down in the dumps”. In the following account only the 
patient's spontaneous utterances about his mood, or his reply to the neutral 
questions, “ How do you feel? " ‘‘ What is your mood?" “ How are your 
spirits?" How do you feel in your spirits ? ” are given. Such questions as 
“ Are you happy ?”’ “ Are you sad or melancholy or out of sorts or worried ? ”’ 
(suggested by Henderson and Gillespie) have been eschewed since they offer 
the patient a choice of words, instead of letting him find his own description. 


€ 


The following patients said that they were “ miserable ” : Cases 4, 5, 7, 9, 
I 5, 21, 25, 26, 27, 31, 33, 35, 40, 4L, 42, 43, 44, 46 ; some said '' utterly miserable ”’ ; 
others '' more miserable than ever". Many said, "I feel dreadful, I'm so 
miserable ’’, and W. G— (Case 26) said, '' I feel miserable; I don't want to talk 
much ". L. C— (Case 7) added that she was worried, F. H— (Case 30) that she 
felt a failure and didn't want to live, R. H— (Case 31) that he felt helpless, 
abandoned, hopeless; R. J— (Case 35) that she felt lonely, I. M—- (Case 40) that 
she was '' so low-spirited ", A. E. N— (Case 42) that she had nothing to live for, 
and felt she just wanted to go to sleep and never wake up, D. N— (Case 41) that 
she was broken-hearted, A. N— (Case 43) that he felt run down. Those whose 
main complaint was that they felt ‘‘ worried " were: Cases 2, 6, 7, II, I2, I4, 
23, 24, 32, 52. To this, various other statements were added: Of being sad 
(M. C—, Case 6), of '' feeling like crying all day long ' (A. C—, Case 12), of feeling 
frightened (E. J —, Case 23), of being muddled (M. S—, Case 52) ; D. C— (Case 14) 
said also: ''I feel dreadful. I've been badgered and worried and shut up in 
myself and irritated and frightened. I’m frightened because I'm afraid [I'm 
mad." Hopelessness was the chief complaint of Cases 10, 18 (who also said they 
were depressed), 49, 54 (“‘ I can't go on any further ") and 55. (R. S—, who also 
said: ''I just try to get through each day; I dread everything and my spirits 
are down the whole time. I can't sort of raise any hope or faith. I can’t get a 
moment's peace of mind.’’) ''I don't want to live; I've got nothing to live for; 
I'd like to die ” was the chief feeling expressed by Cases 16, 29 (M. H—, who also 
said, ‘‘ I’m discontented: sometimes I feel better, sometimes I feel down. I'm 
nervous ''), 30, 3r, 39, 48 (“ I feel useless "), 53 (“ I feel so low and depressed ; 
I'm puzzled; What's the good of living ? "), 56, 59 (" I wish they'd let me do 
myself in "). Other words used to describe how the patient felt were '' sad and 
lonely " (R. D—, Case 19), "unhappy " (H. C—, Case 13), “ low-spirited ” 
(E. G. D—, Case 18; F. N—, Case 45; M. T—, Case 57), “despondent ” or '' down- 
hearted '' (A. H—, Case 34; S. R—, Case 50), “discontented” (L. W—, Case 58), 
“ fed-up " (M. B—, Case 3; M. F—, Case 20), “ melancholy ” (E. J—, Case 37), 
“awful in myself, in agony " (E. P—, Case 47). I. W— (Case 61) said only, 
'" I feel dirty ". Many would only answer to the above questions, “ I feel I want 
to go home; I want to be at home ” ; others that they felt dazed, dizzy, muddled 
(e.g., Cases 38, 40, 51, 52, 53), and two said that they felt ‘‘ queer ” (J. C—, Case 8, 
‘‘ I feel so queer; I want to see mother; I do feel queer ", and M. C—, Case 15, 
an Irishwoman, who said, “ I'm miserable ; it's the queerness in me ’’). 


As Lange remarks, patients rarely complain of anxiety, compared with 
the frequency of its presence, judged by other criteria than the patient's 
description of his mood: '' Sehr häufig, viel häufiger, als es den spontanen 
Ausserungen der Kranken entnommen werden kann, ist der Stimmung Angst 
in dieser oder jener Form gesellt '" (" Anxiety in some form or other is part 
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of the mood very often, oftener indeed than one would gather from the spon- 
taneous utterances of the patient"). The only patients in this series who pro- 
ferred “ frightened ", “ nervous ", “ scared ", “ anxious " as descriptions of 
how they felt were E. R. F— (Case 22), E. J. F— (Case 23), R. S— (Case 55), 
and E. W— (Case 60); also E. P— mentioned above. A great number of 
the patients also described themselves as '' depressed ", but one is inclined 
to think that this is a ‘‘ doctor's word ’’, one like “  neurasthenic " or “ deluded ”’, 
which would not spring to the lips of most people unless they had learnt from 
medical books and doctors’ questions to think it the sort of word one should 
use in talking to a doctor. It is certainly much more commonly used among 
in-patients and old out-patients than among out-patients at their first visit. 
Some of the patients use minimizing expressions or litotes—‘‘ I’m not very 
bright, really " ; “ I'm a bit low-spirited " (H. C— and E. W. D—)—though 
their demeanour betrays the extreme of dejection and gloom. 

Most writers lay stress on feelings of unreality and loss of interest as part 
of the mood change ; few patients in this series, however, mentioned them in 
this connection, unless directly questioned on the point ; they are considered 
in another connection below. 


E. R. F—, however (Case 22), said: ‘‘ I seem to be different, to have no feeling 
at all. My body is tense. I'm frightened and nervous of something happening `’. 
R. D— said: ‘I don't really feel myself. I feel lonely," H. D. H— (Case 28) 
said: “ I feel shut up in myself. I feel things have come to a climax ". E. A— 
(Case 1): '' It's this nervous feeling I've got in my stomach, like I've had when 
I was frightened. This awful nervous feeling as if I shall go out of my mind. 
I feel unhappy. I shall never be happy again. I’ve lost control.” E. J. F— 
(Case 23) said: '' I feel restless, I feel nervous, I feel I'm not wanted." E. B— 
(Case 5) declared herself '' desperate, miserable. I'd rather be out of the 
world. When I speak to anyone, I feel better”. A. H— (Case 27) said: "I 
feel miserable; the other patients hate me and make life miserable." L. W— 
(Case 58), whose manner was hostile and resentful, said: '' Everything gets on 
my nerves." M. B— (Case 3) said: “I’m fed up with work and everything 
else. I'm thoroughly miserable. Life is too much bother." J. G— (Case 25) 
said: ''I'm utterly miserable, of course, beyond description." B. J— (Case 39) 
said: '' I'm depressed, I've conflicting emotions.” 


These are, in detail, the patients' statements about how they felt. The 
other and complementary method of judging mood is by observing the patient's 
expression and behaviour. Facial expression of emotion is more easily recog- 
nized than described ; analysis of it, feature by feature, omega-figures, Vera- 
guth folds, and such details, after the manner of Kirchhoff, is less informative 
than a single glance or a word of description. Behaviour is, so far as depression 
goes, a matter of posture and motor activity ; the latter will be considered in 
connection with “ retardation ”, “ agitation " and " stupor ” ; the posture is 
drooping and slack for the most part, unless there be also agitation or appre- 
hension. It has not seemed necessary to reproduce at length from the records 
the detailed descriptions of the emotional expression in the patients here 


| 


1934.] BY AUBREY J. LEWIS, M.D. 281 


considered, but to extract from them a few descriptive terms which connote 
familiar pictures. 


Thus, in Cases 2, 4, 8, 15, IQ, 22, 29, 52, 60, 61, the patient's expression was 


predominantly apprehensive or scared; E. J. F— (Case 23) sat up habitually, 
looked startled, with wide eyes and half- -open ips A. C— (Case II) sat up 
in bed, looking gloomily expectant; anxiety, tenseness, disquiet was evident 
in the face and bearing of Cases 4, 6, 7, 9, II, I3, 15, 2I, 22, 25, 27, 29, 32, 33, 34. 
36, 38, 47, 49, 54, 60; R. J— (Case 35) looked forlorn, E. G. D— and F. N— 
(Cases 18 and 45) were gloomy, D. P— and C. W— (Cases 48 and 59) were glum ; 
dejection was striking in Cases 6, 15, 28, 29, 33, 34 (‘a picture of misery ’’) and 
56; unsmiling solemnity (“ deadly serious ") described the expression of Cases 
2, 28, 30, 37, 42 ; in Cases 3, 33 and 55 there was an aspect of weary resignation ; 
bewildered, puzzled, irresolute is the description at times of Cases I9, 24, 27, 
45, 52 and 53; M. H— and E. T— (Cases 29 and 56) looked absorbed, '' turned 
inwards ", while there was mostly an expression of alertness in Cases 14, 17, 20, 
32, 39, 43, 44, as though they were well in touch with their surroundings, interested. 


Weeping is mentioned as occurring in the following patients: Cases I, 2, 3, 
4,5, 6, 9, 13, 15, 16, 19, 20, 23, 28, 32, 33, 34, 35, 37, 39. 40, 41, 42, 46, 47, 
48, 50, 51, 53, 54, 56, 57, 59. This list includes only two of the twelve male 
patients—R. D— (Case 19), a boy, and A. H— (Case 34), who was effeminate 
in other respects. B. J— (Case 36) in moments of the utmost grief and misery 
clenched his hands and groaned and clutched his hair, but did not weep. 
Lessing, whose “ Laokoon " might be used as a Thesaurus of classical descrip- 
tions of grief, has written of this sexual difference, “ Ich weiss es, wir feinern 
Europáer einer klügern Nachwelt wissen über unsern Mund und über unsere 
Augen besser zu herrschen. Höflichkeit und Anstand verbieten Geschrei 
und Thranen. Die tatige Tapferkeit des ersten rauhen Weltalters hat sich 
bei uns in eine leidende verwandelt " ("I know we Europeans of a more 
refined age know how to control our mouths and eyes better. Politeness and 
decorum forbid screaming and tears. The active bravery of an earlier, rougher 
age has changed to a more passive fortitude ") and he goes on to compare the 
attitude of the Greeks and Romans to our own in this matter of men weeping. 
The general rule that in severe melancholic states there is no secretion of tears 
(Doering) was exemplified in many cases of this series not included in the above 
list. The only one, however, actually to complain of her inability to shed 
tears was E. R. F— (Case 22) ; M. B— (Case 4) said at the beginning of her 
illness that if she could have cried, she would not have got into such a state. 
G. S— (Case 54) whined continually, and J. C— (Case 8) moaned. Smiling is 
not usually associated with sadness, but there were many patients who would 
give a mirthless smile, either of social response if one smiled at them, or of 
unamused recognition of the funny side of something that was said or that 
happened; e.g., J. G— had said that people looked like monkeys ; when the 
physician replied, '' Look at me, then ; do I look like a monkey ? ” she smiled. 
Similarly M. S— and E. B— ; whereas in M. B— (Case 4) it was a much more 
bitter smile, of the kind that Kraepelin has described, '' Bisweilen entwickeln 
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-die Kranken geradezu einen gewissen Galgenhumor, verspotten und ironisieren 
ihre eigenen Klagen, bezeichnen sich ärgerlich lachend als Kamel und Rindvieh ” 
(" The patients at times develop a certain grim humour ; they jeer and mock 
at their own complaints, and with an angry laugh call themselves dolts and 
donkeys '), the others of whom he wrote “ wir werden häufig durch ein 
verlorenes Lächeln, eine plötzliche Fróhlichkeit überrascht ’’ (' we are often 
taken aback by a forlorn smile, a sudden gaiety ''), were more numerous—Cases 
3. 4, 5, 25, 29, 48, 52, 53, 55, 59. One of them, D. P—, at a time when she was 
very depressed and hopeless, played the trick on a stiff and stand-offish nurse 
of putting her boiled egg-shell upside down in the egg-cup to make it appear 
she had not eaten the egg. 

It is of importance to see what relation the patient's statements about his 
mood bear to the expression of it in face and bearing. There are such wide 
variations in normal people between their appearance and their statement of 
how they feel that it is only where the discrepancy is pronounced that one 
could draw any conclusion in morbid depression. Such a discrepancy was 
observed in Cases 26, 31, 45, 55, 60. W. G— (Case 26) thumped the table 
and looked angry while declaring he was wicked and worthless and a coward ; 
R. H— (Case 31) waved his arms about and declaimed like a stump orator, 
“ I feel miserable; what is there in life for me? I wish I were dead. f 
I ought to be killed like a mad dog". F. N— (Case 45), though looking very 
gloomy, would become alert and attentive when addressed, and always appeared 
cheerful to the nurses ; while still saying he felt miserable, he fell in love with 
one of the nurses and made himself so agreeable to her that she thought him 
quite recovered. R.S— (Case 55), while saying that he could not get a moment's 
peace of mind, that he felt all of a stew, that he couldn't keep still, actually 
lay quietly in bed, resigned-looking but calm and able to smile at a joke, 
though without amusement. E. W— (Case 60) looked less apprehensive than 
a person should who was expecting to be tried and put to death, though one 
had to make allowance for the grandiose strain in her talk. In the opposite 
way, L. W— would declare she was all right when her aspect belied it, sullen, 
almost mute, making no other movements of expression than a shrug of the 
shoulder or a lifting of the eyebrows. H. C— (Case ro), though he professed 
himself, and in his face looked, depressed, had a self-possessed easy manner, 
put his feet on the rung of the physician's chair and leant on the table. There 
was another group of patients who said they felt very miserable, but there were 
times when they would laugh and look quite cheerful; also they would weep 
copiously ; this lability of mood, with emphasis by the patient on its depressive 
features, was seen in Cases I2, 20, 39, 40, 44. 

It is clearly necessary to consider both what the patient says and how he 
looks before deciding on the mood change; there may be a quantitative 
discrepancy (due to exaggerated language or to an unexpressive face, immobile 
or wooden, as in I. M—) or a qualitative difference (as in W. G—) ; there is 
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not the qualitative difference, however, that may be observed in schizophrenia ; 
instead of humility and sadness the demeanour may proclaim resentment and 
self-assertion, but there is no smiling when talking of misery and persecution, 
nor apathy in the face of impending horrors. 

The affect in depressive states is always unpleasant, lasting and apparently 
primary ; it is the expression of the whole state of the organism, or in more 
psychological terms, “ the complex qualities of the experienced totality ”’ 
(" Erlebnisqualitaten des Gesamtganzen ", Krueger), and distinctions between 
its “ mental" and “ physical ” aspects are artificial. The visceral and auto- 
nomic changes are part of a total reaction in which the “ psychical ’’ elements 
are equally primary, and one hesitates to accept such views of emotion as 
that explicit in Aveling's definition: ‘‘ Emotion is the massive and generally 
wholly unclear experience of ccenesthesio-kinesthetic sensation."  Intellec- 
tual and affective changes are too closely intermingled to permit in psvcho- 
pathology of that abstraction of single elements which psychologists make ; 
the ordinary man says, “ I feel run-down "', “ I feel rotten ", “ I feel good 
for nothing to-day ”, and he is making no distinction between his body and his 
mind; he is describing the whole of himself as he is aware of it ; nor can we 
impute fundamental importance either to the changes in his vegetative system, 
adrenalin output, kinesthetic sensation, or to his appreciation of difficult 
environmental situations recently experienced or now confronting him. In 
this sense the change in the process of thought and the change in motor activity 
of the depressed patient are parts of his total affective state, only for purposes 
of exposition and description to be regarded as secondary ; just as much 
parts as his facial and general expression, his visceral changes, his feeling of 
gloom or apprehension. Pleasure and discomfort ('" unpleasure "), tension 
and relaxation, excitement and depression are the general features to which, 
as it were, content and differentiation are given bv the external and internal 
situation. An undifferentiated anxiety is so often met with in these patients, 
presently given form and individuality bv personal experience; the vague 
dread becomes a dread of being tortured on the rack, or of having a cancer in 
the gut. The attribution of energy to emotion making it the dvnamic force 
of the organism is common ; the most detailed development of this “ economic ” 
view along special lines is the psvcho-analytic theory. It is not appropriate 
here to consider this highly conceptuahzed structure. It must be pointed 
out that in the opposition “excitement " and ''depression " there is no 
implication that in one energy is most manifest, and in the other least ; any 
but superficial observation reveals in the melancholic an increase of affective 
excitability (for painful affect) in which only the motor component is lacking ; 
and if agitation be also evident, then even the motor component is seen. A 
patient like M. B— (Case 3) continually gave the impression, for all her quiet- 
ness, of energy thwarted and misdirected, if such vague words and impressions 
may be used; there was neither in her nor in the others that apathy which 
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appears to betoken a withdrawal or damping down of energy, but rather an 
energy (of self-reproach and striving or resenting) which could not be over- 
looked. So far as energy is concerned—allowing for the vagueness of the 
concept—there is nothing surprising in a change from melancholia to mania. 
Kretschmer, however, has pointed out that melancholics may lose their 
excitability for painful stimuli: “Im Gegensatz zur Manie wird aber der 
Melancholische mit steigender Verstimmung nicht immer starker traurig 
erregbar, vielmehr legt sich über diese Erregbarkeit für gewóhnlich die depres- 
sive Hemmung, die für von aussen wirkende traurige Erlebnisse (Todesfalle 
und dgl) dann oft merkwürdig und paradox unerregbar macht und auch 
subjektiv im Kranken vielmehr das Gefühl der gemütlichen Unerregbarkeit 
des inneren Stumpf—und Totseins erzeugt" ("In contrast to mania the 
melancholic does not always, as his mood becomes gloomier, show a greater 
responsiveness to sad events; the depressive inhibition usually overlies this 
excitability, and so often makes him peculiarly and paradoxically unresponsive 
to painful external experiences (e. g. deaths and the like), while the patient's 
subjective feeling is one of emotional unresponsiveness, of inward dullness and 
deadness"). But there is here some confusion of thought. The “von 
aussen wirkende traurige Erlebnisse " must be sad happenings not in the 
eyes of the observer or for the healthv person, but for the patient in his 
present state; and if this distinction be remembered, there is nothing para- 
doxical in the patient's apparent unconcern on learning of the death of 
someone for whom he now feels only hatred, or who is of little moment to 
him amid the treméndous and catastrophic happenings on which he is now 
centred. If one tries to force food on such a patient, or otherwise impose 
experiences that are painful in the sense of running counter to his present 
tendencies and wishes, there is no lack of evidence that he is excessively respon- 
sive ; it will presently be seen that, in this series at any rate, so-called depressive 
stupor never manifested itself in a complete submissiveness and failure in 
motor response. As for the patients who complain that they have no feeling, 
in the sense of emotional response to visits from relatives, etc. (or even in the 
other meaning of the word, bodily sensation, depersonalization), there is still 
a distress over this “ absence of feeling " which marks it as something other 
than a mere withdrawal or lack of response. 

As to affective nuances, such as may be gathered from the above record of 
the patient's statements and expression, these are individual colourings given 
to the general states of unpleasantness and tension ; the latter may be regarded 
as the primitive and constant feature of all depressive states. '' Psychologists 
still speak of the emotions as if they were discrete entities. . . . This is, 
of course, an anachronistic view. The emotions constitute a polydimensional 
continuum, in which we arbitrarily and for convenience designate certain 
ranges by certain names and ignore the remaining ranges. Fear, for example, 
is a qualitatively variable emotion. . . . The limitations of language are 
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probably responsible for the consideration of the more common names as if 
they designated unique emotional elements ” (Knight Dunlap). 

Anxiety and feelings of unreality, loss of interest and depersonalization 
are considered separately later. 


OUTPUT OF TALK. 


There is here a wide range, from constant chatter to complete muteness. 
There are 22 patients who talked a great deal. It is a common observation, 
at any rate upon those with mental disorder, that woinen talk more than 
men; the female “ acute ward ” is usually by far noisier than the male, and 
the preponderance of women among these 61 cases may account in part for 
so high a proportion of loquacious patients. 

In the earlier controversies about “ mixed states ” it was often maintained 
that a greater output of activity, both in general movements and in talk, 
indicated a manic admixture in the depressive state (Specht, Thalbitzer, 
Drevfus), and in at least two of the cases reported here a diagnosis of mania 
had been made by a competent observer. This can, however, not be conceded ; 
where the content of the talk is depressive, where the form is mainly reiterative, 
the object apparently to importune rather than to amuse, attract or stimulate, 
where confession or reproach is more evident than ebullience, it is not just to 
use the term “ manic " or " hypomanic ". This and related points are dis- 
cussed later. It has also been suggested that these so-called “ mixed states " 
are characteristic of '" involutional melancholia ". The adjoined cases show 
that the same picture may be seen in earlier periods of life. 


In Cases 4 (M. B—), 13 (H. C—), 25 (J. G—). 9 (L. C—) and 21 (A. F--) the 
patients were passing through the menopause or in the involutional period. The 
output of the first three was very great ; they muttered or talked aloud the whole 
time they were awake, irrespective of whether anybody was there tolisten. M. B— 
and J. G— kept repeating the remarks of other patients and applying them to 
themselves, with a running commentary, or dealing in a similar way with remarks 
addressed to them by the doctors or nurses, which they repeated, distorted, 
commented on and played with, even making puns, but always in the sense of 
self-reproach, etc. They commented on their own behaviour, e.g., '' I was talking 
all night. I'm likea clock; I stop for a while and then I start again". “I came 
here for talking." ‘‘ [I'm more troubled than the others that keep getting out of 
bed. I stay in bed." They would both stop if requested, but only for a few 
minutes. Their language was rather extravagant, '' utterly miserable, of course, 
beyond description ”. ' 

H. C— whimpered all the time ; occasionally she would utter a sharp comment 
or rebuke, but most of her almost inaudible talk was in the nature of comment 
on herself and those around her. 

A. F—, however, was different. lmportunate, with very few topics, she beset 
all the nurses and doctors whom she saw with inquiries, requests for reassurance 
and complaints, without paying any heed to suitability of time and place. Left 
to herself, she became silent. In this she resembled L. C—, who was constantly 
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asking for interviews, and who then talked a great deal, but at other times was 
quiet. 

Among the younger women of this group, importunity was striking, with the 
exception of Case 5 (E. B—), who, during one period of her illness, talked constantly 
about her own behaviour and that of the other patients in a low, scarcely audible 
voice, much like the three older women mentioned above. She continued with 
this even when there was no audience. At an earlier stage she had talked profusely, 
but only when addressed. 

Cases 8 (J. C—), 41 (D. N—), 54 (G. S—) and 4o (I. M—) insisted on being 
noticed. J.C— called one, whenever one appeared, to draw attention to her pains 
and discomforts. If no one was near her, except other patients, she remained 
silent. She would continue talking so that one had difficulty in getting away 
from her bedside. She repeated the same set of phrases over and over, as did 
also L. C—, who would call out “ May I stay here, may I stay here " hundreds of 
times in a day, i.e., as often as a nurse or a doctor walked by her bed. D. N— 
remained quiet until someone came near her; she would then call out, and if 
it were the doctor ask for a private interview ; during such interviews she would 
talk at great speed, running over the same ground in almost the same words, 
often refusing to leave the room when the interview was over, but persisting 
with her old requests for reassurance and her protestations. 

G. S— talked incessantly, audience or no audience, on a few topics with verbal 
reiteration, mostly in a loud, whining voice, with a formal precision of phrase, 
like a school-mistress. It is noteworthy that in her, as in M. B—, J. G— or J. C— 
and E. P—, to all of whom somnifaine and other sedative drugs were given to 
produce continuous narcosis, the talking continued during the period of drowsiness, 
though reduced to an incoherent whining or mumbling. Under somnifaine, 
E. P— and J. G— whimpered more. 

E. P—, just referred to, repeated over and over the same two or three phrases 
in a rather loud voice, with much whining and tearless sobbing. She would not, 
during this period, answer questions relevantly unless they bore on the burden 
of her complaint. A little earlier she had been able to give an account of her life 
and illness. 

Case 32 (L. H—) was incessantly proclaiming her difficulties and wrongs, 
protesting against unjust accusations. She would do this in a loud voice until 
midnight sometimes; she would follow one about in the ward, demanding re- 
assurance or promises, and she did not talk if there was no audience. She would 
converse only on these few topics (the reasons for including this patient in the 
series are given elsewhere). 

I. M— (Case 40) was continually asking for interviews, at which she reiterated 
the same few complaints, and at the end of which she was most reluctant to leave 
the room, going on with her declarations of unhappiness, headache, etc. She 
did not talk unless she had an audience. She would stop, moreover, if interrupted, 
and it was possible to carry on a conversation with her and to direct its course. 
Though in importunity, therefore, she belongs to the preceding group, in the form 
of her loquacity, or perhaps garrulousness, she suggests the group of patients now 
to be discussed. 


In this group, though they talk tremendously and at times override inter- 
ruption or talk down one's attempts to change the subject, though they revert 
often to a few topics, there is a clear appreciation of what one savs to them. 
Their answers, if they do answer, are relevant, and their sentences consecutive ; 
one can always with persistence assert a dominance more or less brief in the 
trend of the conversation, and one can at all times during the illness obtain 
from them a clear and full account of their history. To their talk may be 
applied the brief description, written in the notes of one of them (E. N—), 
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“ plain, connected, profuse ". Much of their talk is spontaneous ; they often 
remark on one's having to write so much about them, on their regret for 
taking up so much of one's time, and even on their own talkativeness. In 
none of them was it a new feature, but had been their habit for many years ; 
their husbands had remarked on it. The significance of it lies, therefore, 
chiefly in its persistence, even though the patients are depressed, and at a time 
when they complain of weariness and disinclination for any effort. 


The patients included in this group are E. A— (Case 1), A. C— (Case 12), 
M. F— (Case 20), F. H— (Case 30), R. J— (Case 35)—the last four were Jewesses— 
and E. N— (Case 44). In A. C— and R. J— the talking had led to domestic 
quarrels, because the former chattered and the latter nagged, long before the onset 
of the present illness. Probably belonging also to this group is E. R— (Case 51), 
who had always been quarrelsome and talkative, and during her illness talked 
freely and even at times impudently to patients and members of the staff alike, 
though at the time she declared herself dejected, exhausted, unable to concentrate, 


a degraded woman. 
There are only two men who talked a lot. One, A. H— (Case 34), was 


continually asking for an interview, and harped on a few topics—his wickedness 
and his ill-health—but he did not talk much to the other patients or to the nurses, 
and his conversation could be deflected ; he may be referred, therefore, to the 
importunate group, with features similar to those of L. C— and I. M—. The other 
loquacious man, R. H—, railed loudly and vehemently about his misery, hopeless- 
ness, cowardice. In him alone, however, hypomanic features might be recognized : 
he surrounded himself with books, which he read rapidly; he waved his arms 
when talking and otherwise gesticulated; he gave the impression of gusto, of 
enjoying his tirades against himself and fate. 


Among the above, those who had an attitude of protest or resentment 
include R. H—, E. R—, J. C—, L. H— and D. N— ; in the others who were 
importunate, complaints against the nurses, other patients, the ward or the 
environment generally were not infrequent. These features occur so commonly 
among depressed patients (as discussed elsewhere) that one cannot draw 
any more definite conclusion than that the paranoid egotistical features 
(including scratching, biting and spitefulness generally) are well in evidence 
among those with a considerable output of talk. 

In all, there is great limitation of the number of topics, much reiteration, 
and impatience or ignoring of interruption. In these, however, the interruption 
is utilized, as are other words overheard, as material for self-application, 
to be repeated, and even punned on in this sense ; it is in form what one calls 
distractability in the manic patient—a taking notice of the irrelevant and 
making comment on it—but so far is the patient from being distracted bv it 
that the irrelevant remark or even happening is here taken up and carried 
along in the stream of self-reproachful talk, etc. Finally, there is a group 
in, whom garrulousness has always been a feature, and in whom it is 
not diminished during depression. 

As to those who said little: there is a division into those who said little 
even when interviewed about their life and illness, and others who discussed 
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these matters freely when alone with the physician, but conversed very little 
with the other patients or with the nurses. 


If one examines the former group, there are first B. S— (Case 53), M. S— 
(Case 52), M. C— (Case 15) and R. D— (Case 19). All of them looked frightened, 
and said they were muddled. B.S— gave at times irrelevant answers, in accordance 
with her preoccupations. M.S— answered only when spoken to, and then briefly ; 
for a few weeks she did not speak at all, and for several months no more than 
monosyllables. M. C— was curt and repetitive, often gave no answer when 
addressed. R. D—, a boy, made no spontaneous remarks, except to interject 
“ Dadda is good " ; his replies were relevant, but he would break off in the middle 
of the answer ; if pressed, he would finish the sentence ; often he gave no answer 
at all. 


One could not doubt that apprehension and bewilderment in these patients 
was closely associated with their taciturnity. In all, there was considerable 
delay before they answered questions (see under “ Retardation ’’). 

M. R— (Case 49) illustrated another form of importunity. Saving very 
little and only on the two topics of her wickedness and her poverty, she would 
start to speak and break off after the first or second word, to finish the sentence 
only as one was leaving her; another sentence would be begun, only to be 
completed as one moved awav, and by this, one was detained for a long time 
- at her bedside. Here, as in the loquacious importunate, the seizing and 
holding of the listener's attention appears to be strongly desired (this patient, 
like A. C— and I. W— presently to be described, became voluble in a subse- 
quent state of elation and excitement). The difficulty in finishing sentences, 
present in M. R—, was also seen in R. D—, and was observed in other depressed 
patients who were not sparing of speech, such as M. L— (Case 33) ; it differed 
from schizophrenic blocking in that there was no sudden change of topic, 
and the sentence, if presently continued, was consecutive and made sense. 


B. S— (Case 36), at all times reserved and sparing of words, became, during 
periods of great agitation, unable to finish his sentences so long as they referred 
to the subjects of his distressful thoughts; neutral questions he would answer 
briefly, after recollecting himself, but otherwise he became quite silent, though 
apparently making great efforts to utter his unhappy reflections; he would open 
his mouth to speak, then groan and beat his forehead, or ejaculate “ My God '', 
or an inital word or two of a sentence. 

E. J— (Case 37) and A. C— (Case 11) were “ disinclined to talk " ; a very few 
topics and much reiteration, a weary, level tone and an expressed desire not to be 
bothered were the chief features. M. B— (Case 3) did not reiterate, would answer 
questions on any matter (even on one occasion about the position of women in the 
Athenian state, and at another time about blue-books on the Reform Act period), 
but never spoke spontaneously, never brought the conversation round to any 
particular topics, said as little as possible, and professed herself tired and averse 
from any conversation ; she would lie all day without speaking to anyone. Another 
like her in this respect was D. P— (Case 48), whose talk was concise, apt, free from 
reiteration and never spontaneous. 

E. T— (Case 56) said little, reiterated the same round of despairing beliefs, 
and never addressed her neighbours. 

M. A— (Case 2), a very reserved woman, had always been so, was so again 
after recovery, and could be got to answer questions, though she said very little 
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spontaneously ; she uttered no sentences longer than ten words, and seldom 
answered with more than one sentence; she showed much bewilderment, in this 
resembling B. S—, M. S—, M. C— and R. D—, while in the respect of taciturnity 
as a feature of her pre-psychotic personality she may be compared with B. J—. 
In I. W— (Case 61) apprehension and resentment were evident when she was first 
interviewed ; she remained silent, though questioned, said she would not speak 
to the physician, and went abruptly and unbidden from the room ; she said that 
this was not a hospital nor I a doctor; later her attitude changed from this, and 
she became less taciturn. Resentment was also strong in L. W— (Case 58), who 
rarely made a spontaneous remark, who answered curtly or not at all, said she 
should not be here, and afterwards said she “ hated every moment ” she spent 
in hospital. 

Of the remaining cases, A. N— (Case 43) and E. H— (Case 33), alike in this 
as in other respects, volunteered little, answered questions relevantly after a 
pause, hardly talked at all to the other patients. A. G— (Case 24) was such 
another. E. R. F— (Case 22) and A. H— (Case 27), though very agitated and 
constantly out of bed or bath, said little, unless maudlin with sedative drugs. 
M. C— (Case 6), also agitated, said little, the content of her talk being repeated 
anxious inquiries. E. J. F— (Case 23) was neither copious nor sparse in conversa- 
tion during her depression ; now, possibly recovered, she talks a great deal, e.g., 
for an hour without questioning or interrupting, though she is not hypomanic 
as far as one can tell. E. W. D— (Case 17) was taciturn here, during each of his 
two depressive attacks, speaking curtly, irritably or evasively ; at home he was 
voluble and argumentative, with onlv few topics. Another who varied was 
E. G. D— (Case 18), who was very talkative, resentful in tone, importunate when 
first in hospital; later became taciturn and quite unwilling to discuss anything 
but the state of his bowels; he would shout loudly when obliged to take his food. 


As to the remaining fifteen patients in the series, the amount and form 
of their talk, as apart from its content, seemed average. Some talked little 
to their fellows, but freely to the physician, others the reverse; but without 
a closer knowledge of their former talking habits than could be obtained from 
any history, it was not justifiable to suppose any change ascribable to the 
illness. 

It is evident that to suppose depressed patients to be uniformly sparing 
of speech 1s incorrect, that a mood of resentment may be associated with much 
talk—the tirade, the catalogue of wrongs—as well as with little—the sullen 
silence or the bitter rejoinder. 

The bewildered and the resigned tend to say little, the agitated to say much, 
but it is no constant association. Importunity is found with much talk and 
with little, chiefly with the former. There is no mood that always goes with 
more or less talk. There may be nothing in the form of a depressive's scanty 
talk, of one kind, to distinguish it from the scanty talk of a well-preserved, 
suspicious paranoid schizophrenic; in both there may be pauses, hesitation, 
evasion, breaking off, brevity ; the conclusion must rest on other observations 
—of content and general behaviour. Scanty talk may be only when a painful 
‘subject is being discussed. There is almost always in depo patients a 
reiterative tendency, a preoccupation with a few topics” It is necessary 
‘to consider the previous habit carefully when deciding if the illness has brought 
any change in output or manner of talk. 
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RETARDATION. 


Slowing of thought and action has long been recognized as an important 
feature of depressive states. Ziehen wrote in 1896: '' Heute verstehen wir 
unter Melancholie eine Psychose, deren Hauptsymptome folgende sind: 
(1) Primäre traurige Verstimmung oder Depression. 2. Primäre Verlang- 
samung des Vorstellungsablaufs oder Denkhemmung ” (‘‘ Nowadays, by the 
term melancholia, we mean a psychosis whose chief symptoms are: (1) A 
primary sad change of mood. (2) A primary slowing of ideation or inhibition 
of thought ”’). 

Bleuler similarly writes that the basic symptoms are depressive mood, 
slowing of the mental stream and of the centrifugal functions of wilhng and 
acting. All writers agree as to the importance of it, but few define it or its 
manifestations, leaving such phrases as ‘‘ psychomotor retardation " or 
“inhibition " to speak for themselves. It is proposed, therefore, to examine 
the features which may be included under the heading “ Retardation " or 
“ Inhibition ", and then to discuss them in the light of the literature on the 
subject. 

There is first the subjective experience of it, the patient’s description. 
It is with regard to difficulties in thinking that these are most often obtained. 


Thinking. 


In the majority there was a bare statement: ‘I can’t concentrate.”’ 
“I can’t think much at all." “ I cannot fix my mind on things." ‘I can’t 
think very well." “ My mind does not act properlv." “ I can’t put my mind 
on anything.” “I can't collect my thoughts." (Cases 2, 3, 4, 7, 12, 13, I4, 


17, 18, I9, 23, 24, 25, 27, 29, 30, 32, 34, 35, 36, 38, 40, 42, 43, 45. 48, 49, 50. 
51, 52, 53, 54, 56, 57.) In addition, a number of patients gave more detailed 
descriptions of how their thinking was affected. A constant press of thought 
is the main characteristic. 


F. H— (Case 30) said: ‘‘ My mind goes like a kaleidoscope. All my life comes 
in my head. My brain never stops. It goes like an engine." F. N— (Case 45) 
said: ''I can't think of things. I can't concentrate. My thoughts run on: 
its so hard to control them." R. S— (Case 55): "I can't follow anvbodv 
explaining. I can't remember names. I can't concentrate on anything. I 
feel as if I want to get everything over in an instant . . . my wretched mind 
keeps on making me think terrible things. . . . These thoughts, I can't get 
my mind on anything else. . . . I can't make out what's driven me to think 
such silly things, they're so real. . . . It’s not right always to be in a track 
of thought that you can't stop. . . . I can't seem to think about anything 
but mvself." M. T— (Case 57) complained that her thoughts would not stop: 
'* My head, it's all gone funny. It keeps on singing. Songs keep running through 
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my head." Whatever she looked at, she had to describe in words in her own mind. 


Whatever people said to her, she had to repeat in her head. I. M— (Case 40) 
said: '" My brain is always working. I can't stop thinking of myself. : 
I feel dense. . . . I get a pain in my head whenever I try to do anything.” 


E. N— (Case 44): ‘‘ When I put my mind on anything it seems as if I can’t do it. 
It hurts when I put my mind on anything." E. J— (Case 37) said: “ Thoughts 
keep coming up and worrying me from the past. I couldn't leave it." W. G— 


(Case 26) said: ‘‘ I keep thinking too much of myself. My mind is so hard, trying 
to struggle on the present, like." M. L— (Case 38) said: '' I feel I have strained 
my head and my nerves. . . . A kind of thickness in my head. . . . I 


can't remember what I have read or where I have laid things." (Similar complaints 
of inabilitv to remember trivial things, either past happenings or injunctions 
to be fulfilled, were very common, generally reported as ‘‘ my memory is so bad ”’. 
Ás these, however, are rather descriptions of happenings than of subjective 
experience, they are not included here.) E. B— (Case 5), describing herself as 
muddled, said: “ My mind sort of wanders ; my thoughts keep going all the time.” 
Complaints of bewilderment, perplexity, feeling muddled, confused, were obtained 
from the following patients: Cases 2, 5, 7, II, 13, 15, I9, 23, 24, 26, 27, 32, 34, 
36, 37, 38, 45, 47, 48, 49, 52, 53, 54, 55, 58, 60, 61. 


The influence of bromides or other drugs could be excluded in all these 
cases. If one makes allowance for the patients in whom information as to 
subjective experience was not obtained because of relative inaccessibility 
(J. C—, for example), or not inquired after particularly, there remain very 
few patients who did not speak of some kind of disturbance of their thinking. 
It is important that not a single patient of the whole 61 said spontaneously 
that his thoughts seemed to be slower or fewer; on the contrary, many 
complained of over-activity—of a constant surge of thoughts. The examina- 
tion of the thought disorder is left for consideration, in connection with the 
literature, below. 


Action. 


The subjective data here are complicated, in that the patient's description 
is seldom only of his inclinations or feeling, but is usually interwoven with his 
account of his behaviour. A. G— (Case 24), for example, said: ''I sit and 
moon all day. I go mooning about. I do nothing all day, but think about 
my father." No attempt has been made, therefore, to consider separately 
the patient's account of his feelings with regard to activity, his account of 
his actual activity and his relatives' account of it. Often alterations in this 
regard had been the first symptom of the illness, becoming less obtrusive 
as agitation, delusions, self-reproach, etc., filled the foreground of the picture ; 
without direct and, in this connection, necessarily leading questions, a state- 
ment by the patient of her present inclinations to activity could not be obtained. 
Further, the conditions of hospital life are artificial; the patient lies in bed 
during the worst part of his illness, and little more is required of him than to 
eat, be cleanly, and do a little work, no harder than he seems equal to—raffa 
weaving, straw plaiting, knitting, etc., according to sex, inclination and 
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adequacy. There is, therefore, during the period the illness is most severe, 
smail chance of estimating the patient's capacity for work, unless it is grossly 
reduced. So, excluding for the moment observations on activity made while 
in hospital, the presence of fatigue or anergia has been decided from the 
patient's statements, and the reports of relatives as to conduct before admission 
to hospital. It was present, using these criteria, in all but 2 of the 61 patients. 
The two who neither said they had felt disinclined for or unequal to work nor 
had it said of them by their relatives, were L. C— (Case 9) and H. C— (Case ro). 
As to the latter, it may be mentioned that both his own account and that given 
by his father laid emphasis on his having, in a previous attack, been unable 
to get on with his work, and in the present attack it is recorded that “ he feels 
he cannot go out and face his work again; he still lacks confidence ”’ 
presumably evidence of a feeling of inadequacy. L. C— was said to have 
“let everything go; neglected her appearance ’’. 

This almost invariable symptom appears in self-description as “ tired "', 
“worn-out ", “easily exhausted ", "'listless", “too weak to move”, 
“everything seems too much for me ", “ I feel run-down ; everything is too 

uch of an effort ", “I seem to have no strength ", “ I don't seem to have 

ny will-power, I can't do things’, “ I feel I just want to let everything go ”, 
“ My children seemed too much trouble ”, “I felt I wanted a rest, I couldn't 
do my work ", “ I felt I wasn't equal to my work, everybody seemed to be 
getting in front of me " (Case 18). E. N— (Case 44) said: “ I couldn't work 
properly ; I took no interest in it ". The desire for utter rest was strong in 
some, for example, A. E. N— (Case 42), who said: “ If I could only go to sleep, 
I shouldn't have to trouble any more. I feel I'd like to lie down and pass 
away. At the same time she desired to work, tried to work and said: “ I 
did not exercise my will-power. I neglected the house " (as she had done). 
There was similar conflict of inclination in M. H— (Case 29), who said: “‘ The 
work didn't satisfy me the same. Everything used to irritate me. I felt 
if I gave up work, I didn't want to lay in bed because if I did I wouldn't want 
to get up no more." R. S— (Case 55), who felt he wanted to get everything 
over in an instant, at the same time felt he wanted to stay in bed all dav— 
felt he could hardly walk. R. H— (Case 31) took to his bed two days after 
the beginning of his illness, and would not get up. G. M— got in a muddle 
with her housework ; started many things, but did not finish them: “ At 
times I feel absolutely done for, as though I can't move." The accounts 
by the relatives abound in statements about neglect of the children, the meals, 
personal cleanliness and tidiness ; the patient has been sent home from work 
for inefficiency, has tried to help, but proved a hindrance, has become less 
energetic, given to sitting idle or to unproductive and restless moving about. 

For.reasons already given, the patient's ordinary or spontaneous activity 
is little guide in hospital, because there are few requirements and many restric- 
tions in this regard. Attention has, therefore, been given rather to the extent 
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to which patients who showed or professed incapacity would respond to 
stimulation, in the form of suggestions, encouragement, or a definite insistence 
that some task should be completed. In other words, this part of the investiga- 
tion is concerned with the relation of what the patient could do, if urged, 
to what he felt or said he could do ; it covered the response to '' occupational 
therapy ” (activity in the sense of movements applied to a task), and to a set 
of simple tests of memory, grasp and calculation (more specifically mental 
effort, directed to a task). 

(a) Taking the first, it may be said in general that the incapacity is greater 
in the patient’s report than it appears in his behaviour. This is a common 
clinical observation, and is borne out by investigations conducted at the 
Maudsley Hospital, in which tests of perception were given to depressed 
patients. The patients protested that they could not possibly do the tests, 
but the psychologist, a pupil of Prof. Spearman, found that their actual perfor- 
mance was in many cases the same as that of normal persons. 

Any sharp distinction in this respect is impossible; there is no even 
approximately accurate method of assessing it. From personal observations 
and the reports of nurses, occupational workers and supervisors of drill and 
games, the following relationships have been concluded: Cases I, 12, 16, 
17, 18, 20, 23, 24, 28, 29, 30, 31, 32, 33, 34, 35, 38, 39, 40, 42, 43, 44, 45, 46, 
50, 51, 59, 60, 61 were able to do much more than one would have expected 
if one had taken their statements and expectation as guide. This group covers 
most of those who were less obviously ill, without delusions, for example, 
clearly well in touch with their environment, but not by any means only these 
or all of them. Others who showed a disproportion between performance 
and feeling of adequacy, but less definitely than the first group, are Cases 
2, 3, O, 1 I, 13, 14, 15, IG, 2I, 26, 37, 47, 52, 53, 57. | 

The final group in whom no such disproportion could be recognized during 
the period in hospital included Cases 4, 5, 7, 8, 22, 25, 27, 41, 49, 54, 58. These 
patients were either agitated, stuporose or semi-stuporose; some of them, 
L. C— in particular, were often wanting to do some work, such as sweeping ; 
others made no statement as to how they felt, and there was, therefore, no 
means of determining the relation to their performance; they had mostly, 
according to the history, continued to work at the beginning of their illness 
although feeling unequal to it; many of them had been at work until a short 
time before admission. One of them, A. H—, during a brief and partial 
intermission in her illness, spontaneously sketched some neighbouring buildings 
(she was an architect), and wrote a number of fairly well-composed letters. In 
another, L. W—, one had the impression that resentment and sullenness were 
closely related to her inactivity, but similar behaviour had been conspicuous 
while she was at home, and cannot be accounted for adequately by relating 
it to her resentful mood. In short, among this last group there was no dis- 
proportion, because they carried out no tasks until they improved, or made 
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no statement about their feeling of inadequacy. Observations made during 
the period of improvement have not been included ; it is sufficient to sav 
that generally the patient has become more active before he reports any falling 
off in the severity of his feeling of inadequacy, which may be the last symptom, 
often referred to in the patient's statements as “lack of confidence ". It 
is only with complete recovery that his expectation runs equal to his 
performance ; if he be on the way to mania or hypomania, it outruns it. 

(b) The tests emploved here consisted of questions as to orientation in time, 
space and identity, questions appropriate to the patient's apparent social 
and intellectual level, to determine his grasp of general information (whatever 
variations were introduced, all patients were asked to name the present and 
last three Kings, the Prime Minister and Chancellor of the Exchequer, the 
capitals of tbe larger European countries, and to give the date of the declaration 
of war and of the armistice ; the other questions varied greatly) ; calculations, 
including the subtraction of serial sevens from 100, scored according to time 
taken and number of errors, and tests of rote-memory (repetition of numbers 
forward and also backward), together with repetition, after reading, of the 
cowboy, gilded boy, and bee and pigeon stories, recollection of a name told 
to the patient, and of the events of his own life, recent and remote (checked 
against other sources of information). It was found possible to apply all these 
tests to the majority of the patients. The tests were mostly given on admission. 
It is not pretended that they are tests of intellectual capacity alone, nor, 
of course, of capacity to think ; they have been regarded in this connection 
only as evidence of the patient's power to attend to, and conclude, a task 
requiring some intellectual effort, to be measured against his assertion of 
difficulty in thus concentrating his mind. It must also be said that with them, 
as clinically employed, there can be little question of precise measurement ; 
the patient varies from day to day and from morning to evening, and he varies 
according to whether he is put through the gamut of tests at one sitting or 
at several; and in evaluating the tests, even such easily measurable ones 
as the subtraction of sevens from 100, the previous talent and occupation of 
the patient make comparison, e.g., as between a charwoman and a bank-clerk, 
impossible. So an illusory precision has not been aimed at. 


It was not possible to do the tests on M. B—, J. C—, E. J—, E. P— and L. W— 
(Cases 4, 8, 37, 47, 58). 

The tests were done very well by the following: Cases 3, 5, 9, IO, 16, 17, 20, 
38, 43, 55 ; among these only M. B— (Case 3), E. W. D— (Case 17), M. L— (Case 38) 
and A. N— (Case 43) had complained of ditficulty in concentrating, but E. B— 
(Case 5) and R. S— (Case 55) had said they were muddled. ‘The group is most 
varied in its general clinical features. 

These tests were done fairly well by Cases 1, 6, 14, 18, 29, 30, 31, 32, 33, 36, 
40, 41, 44, 45, 46, 48, 50, 51, 52, 56, 57, 59, 61. Of these, in Cases 14, 18, 29, 30, 
32, 36, 40, 45, 48, 50, SI, 52, 56, 57, there had been a complaint of difficulty in 
thinking. In all the 23 patients of the group the tests were done less well than 
one would expect of such a person when in good health, though the mistakes and 
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omissions were, on the whole, trifling. Most of them could be corrected by the 
patient himself. Whether the defects were commensurate with the patient's 
professions of incapacity, in the 14 who had expressed such feelings, it was mostly 
impossible to decide, but a number of them professed an incapacitv at starting, 
which was not borne out when they did the test; this was especially evident 
in D. C—, I. M—, S. A—, R. H—, E. R— (Cases 14, 40, 50, 31, 51). This group, 
like the last, is clinically heterogeneous. 

The tests were badly done bv Cases 2, 7, II, 12, 13, 15, I9, 34, 35, 39, 42, 49, 
53, 54, 60. The errors and omissions were gross. All of these but four (Cases 11, 
15, 39, 60) had said that they had difficulty in fixing their minds on a task. Among 
them are the most dissimilar conditions, from the most obviously “ psychotic ” 
to the predominantly ''neurotic ". To attempt to ditfcrentiate them according 
to the degree to which they responded to stimulation, as Lange and others would, 
is not possible, for L. C-— (Case 7), H. C— (Case 13) and B. S— (Case 53) were 
able to correct their mistakes, when urged, and to recall apparentlv forgotten 
things, just as strikingly as R. J— or G. M— (Cases 35 and 39), while A. C— 
(Case 12) was very little influenced by such stimulation, abiding by her declaration, 
'" Oh, I couldn't do that, Doctor; it's too hard.” 

The patients who showed the greatest response to stimulation were Cases 6, 
7, 13, 14, 31, 35, 39, 40, 43, 50, 51, 53. Less pronounced examples of it were seen 
and recorded in almost ali of the remaining patients of the '' fairly good ” and the 
" bad " groups. 


Various points in assessing these tests in this connection must be mentioned. 
As in the giving of the Binet-Simon tests, for example, or in any such artificial 
situations, one has to consider the interest of the patient in the task, and the 
various factors spoken of together as “attention ". Using the language 
in which the situations have been recorded in the clinical notes, one can say 
that inattention and preoccupation have seemed responsible for most of the 
patient's deficiencies in dealing with the tests. The patient's gaze wanders, 
he falls into a brown study, he gives indefinite answers without rousing himself 
or looking at the questioner, he asks for the question to be repeated or gives 
an answer to the previous question, he passes from subtracting sevens to 
subtracting sixes or fives or tens, and then recalls himself, becomes temporarily 
alert and sometimes discomfited ; he says “ Eh " or " What's that " without 
looking up, or repeats the question mechanically. In brief, he is paying 
no heed, one concludes, and he is preoccupied. Inattention, though, does 
not always seem due to preoccupation. In some patients, for example, A. C— 
(Case 12), it is associated with a restless or idle looking round the room and 
reference to irrelevant matters, which, though met in the hypomanic, is also 
common, in ordinary life, among the stupid or lazy-minded. Some of the 
mistakes due to inattention are gross, e.g., in the 100 — 7 tests, A. E. N— 
(Case 42) said that 7 from 86 left 81, 7 from 47 left 41 and so on, perseverating. 
E. W— (Case 60) would skip over a score, saying that 7 from 93 left 76, and so 
on. She (E. W—) also illustrates the necessity for considering a great number 
of observations and tests ; thus, she repeated the stories almost word for word, 
likewise numbers forward and backward, but her account of recent events 
contained many gaps and incorrect details (e.g., of her admission to hospital 
through the out-patient department), and her calculations were badly done. 
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This great variability in response to different tests was seen also in Cases 1, 
7, 14, 18, 34, 36, 59, but was present to some extent in almost all. M.S— (Case 52) 
kept mixing herself into some of the tests, supposing them to have some bearing 
on her, e.g., “I am the dog” (cowboy story), but with this overcome, her responses 
became even. R. D— (Case 19) reported: ‘‘ When I try to work at these tests, 
this dizziness comes over me." G. S— (Case 54) refused at first to try the tests : 
“I can't, I havn't concentrated for a long time," and interspersed her answers 


with similar assertions. Similarly, G. M— (Case 39), R. J— (Case 35) and 5. R— 
(Case 50) and others. 

Another factor is anxiety. The patient becomes perturbed, fears that 
some penalty will befall him if he answers badly, tries to be quick about it, 
asks repeatedly if he has done well, is disconcerted by such failures as he is 
aware of, and does much better when accustomed to the examiner or reassured 
about the purpose of the examination. 

Finally, a decision was come to in each case at the time of examination 
and during treatment as to the presence of retardation, by which was meant 
definite evidence in the patient's behaviour of a slowing of his activities ; 
it may be taken as representing a general impression rather than a conclusion 
based on the examination of special points. The cases in which retardation 
was recorded as present are: 2, 5, 6, 7, 8, II, 15, 19, 23, 24, 26, 36, 38, 40, 44, 
49, 52, 53, OI. An examination of these shows that emphasis was being laid 
on slowness of movement and occasionally of talk, or, in Cases 5, 36, 38, 49, 
on evidence of inhibition, as recognized in speech broken off before completion. 
Some precise tests in “ retarded " patients failed to show any motor retarda- 
tion in the performance of a simple task (pulling a grooved bar a short fixed 
distance). 

In considering the literature on the subject, it is as well to see what Kraepelin 
and Bleuler say. The former wrote: “ Das genaue Gegenstück zur Ideenflucht 
scheint die Denkhemmung zu bilden, die wir, bald stärker, bald schwächer 
ausgepragt, fast überall in der Depression, ferner in gewissen manisch- 
stuporósen Mischzustanden und mit ihnen verwandten Formen der manischen 
Erregung beobachten. Die Kranken zeigen eine oft von ihnen selbst sehr 
peinlich empfundene Unfähigkeit, über ihre eigenen Vorstellungen nach Bedarf 
zu verfügen. Wie es scheint entwickeln sich die einzelnen Vorstellungen 
langsam und nur auf sehr kräftige Anregungen hin. Infolgedessen weckt ein 
Eindruck nicht von selbst rasch und leicht eine Menge von Assoziationen 
zwischen denen nur die Wahl zu treffen wáre. Die Anknüpfung geschieht 
daher meist nach dem Inhalte der Vorstellungen. Gewóhnlich fallt dem 
Kranken zunächst durchaus nichts ein, und der Gedankengang muss 
mühsam durch besondere Willensanstrengung fortgesponnen werden. So 
entsteht eine grosse Schwerfiálligkeit und Verlangsamung des Denkens, 
Unbesinnlichkeit bei der Beantwortung einfacher Fragen, Verstandnislosigkeit, 
Ideenarmut " (" The exact counterpart to flight of ideas seems to be the 
inhibition of thought which we see in a varying degree almost everywhere in 
depression and in some stuporose mixed states and related forms of excitement. 
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The patients often feel a very distressing inability to call up the ideas they 
require. It seems that the individual ideas develop slowly, and only under 
strong stimulation. Consequently an impression does not spontaneously and 
readily arouse a crowd of associations which call only for a choice between 
them. Association, when it does occur, is in accordance with the ideational 
contents. Usually nothing at all occurs to the patient, and he has to make a 
special effort of will to continue his line of thought. Therefore, thinking is 
laborious and slow, there is unreadiness in answering simple questions, lack 
of comprehension, poverty of ideas ") (p. 1198). And later: “ Hier und da 
gewinnen die sich gegen den Willen der Kranken immer wieder auftauchenden 
Ideen ganz das Geprage von Zwangsvorstellungen " (“ Here and there 
the ideas which continually force their way forward against the patient's will 
look exactly like obsessions ") (p. 1199). Bleuler, strongly influenced by 
association psychology, discusses the distinction between obstruction 
(Sperrung) and inhibition (Hemmung), and holds that in the inhibited 
melancholic the retardation of thought and movement is always recognizable, 
it cannot be suddenly overcome, and is not limited. As to the relation 
between the depression and the inhibition of thought, where Ziehen had 
said that they were both primary in melancholia, with reciprocal influence, 
Bleuler remarks that the disturbance of affect represents merely the most 
conspicuous symptom of a general transformation of the psyche, in which 
the intellectual disturbances seem concomitant manifestations of the affective 
change. Earlier German writers had occupied themselves with the relation of 
" Denkhemmung ” to “ Ideenflucht ” ; thus, J. Schroeder pointed out how both 
could be present in the one patient, and thought that “ das Auftauchen neuer 
Vorstellungen und deren verdrángende Wirkungen auf haftende gerade soviel 
zum Gefühl ' nicht verfügen zu kónnen ' beitráge, als das Haften und langsam 
Verblassen " (* The cropping up of new ideas and their repressive effect on 
those that persist contributes just as much to the feeling that one has not one's 
ideas at one's disposal, as does the persistence and the slow fading of ideas ’’). 
It was also pointed out in this connection that Kraepelin had included “ Denk- 
hemmung '' as a disorder of the “ Einbildungskraft "", " Ideenflucht " as one 
of the ‘‘ Gedankengang ". Pferrsdorf pointed out how in some cases there is 
a definite ‘‘ Lokalisation der Hemmung auf bestimmte Gruppen von Vorstel- 
lungen und Affektreationen ” (“ Localization of the inhibition or retardation 
to definite groups of ideas and affective reactions"). Wilmanns regarded the 
feeling of intrapsychic inhibition as characteristic of melancholia with its 
anxious and attentive self-observation, and compared it with the feelings of 
insufficiency of the patient with dementia praecox. The careful examination 
of the problem by Wilmanns and his colleagues has recently been adverted 
to by Gruhle in the passage: “ Die Sperrung erscheint für die Schizophrenie 
pathognostisch, von der Hemmung gilt leider nicht, dass sie für das manisch- 
depressive Irresinn pathognostisch sei. Ich erinnere mich noch gut einiger 
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Jahre, etwa 1908-1912, indessen wir Heidelberger Psychiater, insgesamt aufs 
eifrigste mit dem Studium des manisch-depressiven Irresinns beschäftigt, 
der festen Überzeugung waren, dass die eigentliche Hemmung (und insbesondere 
hire subjektive Spiegelung) ein Kennzeichen dieses Gemütsleidens ware. Die 
weitere Erfahrung hat auch diese Hoffnung zerstórt, und ich habe inzwischen 
die beste Beschreibung der subjektiven Hemmung in den Selbstbekenntnissen 
einer inzwischen gänzlich zerfallenen Schizophrenie gefunden " (' Blocking 
seems pathognomonic for schizophrenia, but unfortunately the same cannot 
be said for retardation in depressive psychosis. I remember how we in Heidel- 
berg, when between 1908 and r9i2 we were so busy with manic-depressive 
psvchosis, were firmly convinced that true retardation (and especially its 
subjective reflection) was a characteristic of this affective disorder. Further 
experience has destroved this hope, and since then I have found the best 
description of subjective ‘retardation’ in a description of his own state 
written by a schizophrenic, who has since completely deteriorated "). With this 
conclusion I am in agreement, and in early as well as late schizophrenic patients 
have found the same description of feelings of inadequacy and the same 
anomalies of behaviour in this formal respect. Another recent writer, von 
Domarus, in an analysis of the thinking of depressive and manic patients, 
concludes:  '' Dass es aber zum mindesten als irreführend bezeichnet werden 
muss, von einem specifischen manischen oder depressiven Denken zu 
sprechen " (“ That it must be regarded as misleading, to say the least, to 
talk of a specific manic or depressive mode of thought ’’). 

Deron writes: ''Dans les états dépressifs le ralentissement, la paralvsie 
psychiques apparaissent immédiatement a un examen clinique méme super- 
ficiel; il y a ici retard d'adaptation, de compréhension, d'assimilation, et la 
cause de ce retard parait étre le trouble de l'évocation des idées et l'effacement 
des images mentales” (‘In depressive states the mental slowness and 
paralvsis are apparent even to superficial clinical examination ; tbere is here 
slowness of adaptation, of comprehension and assimilation, and the cause of this 
seems to be the difficulty in calling up ideas and the blotting-out of images "'). 
If one examines the writings of C. Schneider and K. Beringer on schizophrenic 
thinking, one is struck by the applicability of some of the features described 
to the thought disorders shown in the patients here ; this is especially true of 
the " Unvermógen der Beherrschung der Denkablaufes " and “ verringerte 
Spannweite des intentionalen Bogens "' (“ incapacity to command the stream 
of thought ” and “ diminished span of the intentional bow ”’). It is, of course, 
not to be assumed that all the features of disturbed thinking in schizophrenics 
may also be found in depressive patients. It may seem superfluous to devote 
much consideration to the disorder of formal thinking, but no less an authority 
than Wernicke has attributed to the retardation of thought a predominant 
significance in melancholia; he has derived all the rest of the symptoms 
from the “ intrapsychic hypofunction ". Jahreiss, more recently, has suggested 
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two elements in the thought-disorder, one having its roots in primitive changes, 
a “vital” factor, in the sense of K. Schneider's “ vital depression ", and: 
characterized by general inhibition and slowing of thought ; the other secondary 
to the depression, influenced by the emotional value of a small range of images 
or " complexes ". Bumke inclines to a similar opinion. Detailed considera- 
tions of the depressive thought-disorder in relation to its form, apart from 
questions of content, are not to be found in English writers except MacCurdy, 
with whose views, presently to be dealt with, Henderson and Gillespie are 
in agreement. Stoddart says that “ retardation of the flow of ideas may arise 
as the result of partial paralysis of the cortical neurons " in melancholia. 
Craig and Beaton talk the language of association-psychology: ‘‘ The 
associative processes may be so sluggish that no logical thought can be 
performed, simply because all cohesion is lost in the intervals of forming the 
elemental associations." 

What emerges from an examination of the 61 cases here considered is that 
difficulty in thinking, not slowness of thought, is the characteristic feature ; 
if the thinking is directed to an end, the carrying out of a particular intellectual 
task, e.g., grasping and answering a question, deciding on a course of action 
or doing a problem, then that end is either not attained, or only after a long 
period and with great effort; what the patient appreciates is the difficulty 
in thinking; what strikes the observer is the slowness in performing the 
operation. Where the thinking is free, not directed to a conscious end, its 
characteristic is in many cases not slowness, but great rapidity ; the patient 
complains of the press of thoughts, * going like an engine ", and whether 
these thoughts are the same ones recurring or fresh ones is irrelevant to the 
question of the quickness of their succession ; 1t may be said that the thoughts 
throng, but their ordered direction towards a conclusion is interfered with. 
To enter here into the careful analysis of the process of thought, with its 
complicated literature, is inappropriate; it may be said, however, that, in 
general, the impairment of the process in depression affects the material, the 
ideas or images least and the intentional act most. It is scarcely necessary 
nowadays to point out the inadequacy of the views concerned solely with ease 
or difficulty of association. 

If inhibition had not physiological and neurological as well as psycho- 
analytical implications, it would be a better word than retardation to apply 
to the thought-disorder. Retardation is descriptive of one manifestion of it, 
which is not always in evidence. 

Is the thought-disorder secondary, of the same sort as the difficulty we 
experience during “ normal" depression? MacCurdy thinks it is. “ The 
other phenomena we have analysed were seen to be related to deficient psychic 
energy. The retardation seems quite plainly to be a direct expression of this. 
It, too, is frequently present in everyday life. We all know the effort it 
requires to think or move actively, particularly if we are called to duties 
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that seem onerous. . . . Every acute introspectionist knows that his 
intelligence is keen when it is engaged in solving a welcome problem, but that 
distasteful mental exercises are laboured. From this we can gain a hint as 
to the etiology of retardation—that painful thoughts are slow. Routine 
examinations of depressives show the same phenomena; when the patient 
is questioned about neutral matters, such as facts of orientation, the answers 
may be prompt enough, but when personal troubles are touched on, the 
retardation appears promptly. . . . When any personal topic produces 
such an interference with thought, the reaction has developed to a definitely 
psychotic degree. In the deepest depressions retardation is so extensive 
as to affect all thinking and even bodily movements. But at no point is there 
a change in its nature ; it simply becomes more frequent, more inclusive. . . . 
We shall see later that by viewing retardation from this angle it becomes a 
simple matter to explain the nature of psychological processes in depression." 
A simple matter, as he says, but too simple to account for the facts. There 
may be in the so-called “ manic stupor ” great “ retardation " with a cheerful 
mood, or, what has been shown in the detailed examination of cases above, 
there may be severe mood-depression with little evidence of ‘ retardation " 
of thought, certainly not of general psychomotor activity ; in some patients 
there was stupor or semi-stupor, but not proportionate depression; others 
were excited, “ over-active ". In normal psychology one finds similar inter- 
ference with thought and action from other emotional states, such as fear 
and bashfulness, so that it cannot be regarded as peculiar to depression. 
Furthermore, the same interference, in all its essential and recognizable 
characters, may be found in definitely schizophrenic patients, not particularly 
depressed. It is probably more in accordance with the evidence to suppose 
that there may be (1) interference with thought because of an unpleasant 
mood-tone; (2) interference due to preoccupation with certain topics, 
“ complex-determined ", affect-laden, from which it is difficult to divert 
the stream of thought ; and (3) a general disturbance due to profound, “ vital " 
changes in the organism, affecting the whole of integrated psycho-biological 
activity, including thought as one element. 

As to activity, excluding agitation, one finds similar interference with the 
completion of a task, with subjective experience of the difficulty, either anti- 
cipatory or during performance. MacCurdy has given the same facile 
explanation for the difficulty in thinking, and says that “ the patient feels 
the conflict, or rather feels the paralysis resulting from the deadlock reached 
between expression and repression ”. Benon regards this “ retardation ” 
in action as entirely secondary to tne depression of melancholia: ‘‘ Cette 
asthénie caracterisée par le ralentissement des processus psychiques avec 
difficulté de la remémoration et par la diminution générale de la force musculaire 
est sürtout déterminée par l'intensité et la persistance de la douleur morale. 

Le fait fondamental à préciser cliniquement est l'apparition des 
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phénoménes asthéniques secondairement à la douleur morale motivée " ('* This 
asthenia is characterized by slowing of mental activity, with difficulty of recol- 
lection and general lessening of muscular power; it is determined by the 
intensity and persistence of the emotional distress. . . . The fundamental 
fact, to be defined clinically, is the appearance of asthenic phenomena which 
are secondary to the emotional distress"). This sécondary asthenia of melan- 
cholia he distinguishes sharply and with emphasis from the primary asthenia 
of periodical depression: '' Dans la mélancolie vraie, oü l'asthénie peut étre 
trés marquée, on voit ce trouble s'établir et grandir progressivement, c'est une 
asthénie secondaire, proportionnée, comme toutes les asthénies post- 
douleureuses, quelle qu'en soit la cause, à l'intensité et à la durée de la douleur 
emotionnelle. Dans la ‘dépression mélancolique’ outre que l'asthénie est 
primitive et survient d'emblée, elle persiste à peu prés au méme degré durant 
tout l'accès " ("In true melancholia, in which there may be pronounced 
asthenia, one sees the asthenia get a footing and grow ; it is a secondary asthenia, 
proportionate, like all the asthenias of sadness and grief, to the depth and 
duration of the emotional disturbance. In melancholic depression, however, 
besides the asthenia being primary and setting in at the very beginning of the 
illness, it persists with pretty much the same strength throughout the attack ''). 
He is obliged to do some very confusing juggling with “les dysthénies post- 
mélancoliques '"' in order to make the facts consonant with his theory. 

Pierre Janet, in his paper on “ fear of action as an essential element in the 
sentiment of melancholia ’’, insists that the feeling of inadequacy is essentially 
a fear of action, a flight from action, a checking regulation which stops one 
action, seeks to replace it by another, an opposite action, and in so doing causes 
failure of action; the essential psychological fact is always action; thought 
is but a reduced reproduction of it ; a feeling of exhaustion, therefore, causes 
irregularities and interruptions to which the organism reacts with failure, fear 
of action: the exhaustion has occurred because these melancholic patients 
are psychologically weaklings, who show also the physiological signs of 
exhaustion, especially of the functions of the central nervous system. It 
becomes clear from Janet's illustrative cases, however, that a number of different 
clinical conditions, including obsessive states and psychopathic personality, 
are in question. Moreover, it must be considered that in the melancholic 
it is less the fear of action than the conviction of inadequacy not only in 
anticipation, but also during effective performance. If one accepts Janet’s 
explanation, one is left with no more than a ready tendency to exhaustion 
as the primary phenomenon, and no hint as to the relation of this to the other 
features of melancholia save that in his final paragraph he suggests, more in a 
homiletic than in any precise psychological strain, that sadness contains 
fear of action, and should therefore not be cultivated by individuals or nations. 

Bostroem examines depressive inhibition of action to sce what disorder 
of will such patients display ; the chief disorder, if the inhibition is not primary, 
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lies in “ decision ’’, the true volitional act ; difficulties may also occur in the 
motivation. In examining this opinion, one recalls the investigations of 
Spearman's associates, Webb and Aveling : the latter concludes on experimental 
grounds that the volitional act, by which we decide, is in essence effortless, 
and is to be distinguished from a conation of which it may be the cause; a 
conation is an experienced act, bodily or mental, of doing, i.e., striving or 
effort. If this be so, no impairment of the volitional act can be held 
immediately responsible for the ey and feeling of inadequacy and 
effort in the depressed. 

From the cases in this series, one concludes that the iens of inadequacy 
is more important than the performance, though less measurable, because 
it may be found when there is no corresponding difficulty in action evident, 
such as may later develop, and because it is less influenced by former habits of 
work, thoroughness, persistence in completion of tasks, application to a single 
task, output—in other words, it is less modified by the previous personality; 
moreover, it is evident that some were desirous of rest or averse from action, 
and so neglected their work or were ineffectual; others started many jobs, 
became muddled and completed nothing. No single explanation offers itself 
to cover all, though the end was the same—inadequate activity. Inadequacy 
is present in every patient, either demonstrably or as a feeling. It is impossible 
to distinguish clinical groups according to the degree of response to stimulation, 
in other words, the disproportion between the patient's feelings of inadequacy 
and the actual performance (obviously it is always some stimulus that drives 
to action, and the intensity of stimulation will depend more on the significance 
of the stimulating force for the patient than on its mere quality). Further, 
there is nothing to distinguish this disorder of action from the feeling of weari- 
ness prominent in '" neurasthenia " ; if neurasthenia is to be distinguished 
from states of depression, it must be on other grounds than the character 
of the weariness and incapacity for action ; no such features in neurasthenia, 
as are put forward by writers like Benon, are tenable, since they apply also to 
patients in whom the psychosis ‘‘ melancholia " could be diagnosed beyond 
doubt. Considerations of the nature of the volitional disorder lie outside 
the scope of this clinical study; subjective experience of a defect of will 
often receives, at any rate, verbal form in the patient's account. The actual 
slowing of movements appears less characteristic than an incapacity to complete 
a task; in mild examples only complicated tasks offer difficulty ; here, as 
with the thought disorder, slowness is only one form in which the essential 
difficulty may manifest itself. The formal thought-disorder may be largely 
responsible for the disorder of action, since the nature of the task or the 
necessary steps for its completion may not be clearly grasped and held during 
performances. Preoccupation also may lead to bad performance of a task, 
or the presence of delusions, as where some awful consequence or significance 
is ascribed to the action. 


> 
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STUPOR. 


This extreme form of inhibited action needs special consideration. So 
close is the connection of stupor with retardation that Ziehen’s definition of 
it was aprosexia, inhibition of thinking and immobility. Bleuler, on the 
other hand, speaking of stupor as a state where '' one does not observe any, 
or very slight expressions of will ", is disinclined to apply the term to severe 
melancholic inhibition. For most writers, however, certainly for English 
ones, the term is purely descriptive: “ The subject's activity is reduced to 
aminimum. . . . Inthelesser degrees of stupor, the patient may sometimes 
be partially roused for a moment or two to pay some attention to, or even 
to answer, simple questions." In this purely descriptive sense, taking stupor 
as a term to cover states of complete or almost complete immobility, with an 
essential failure to react to external stimuli, the following patients were found 
to show stupor at some stage of their illness: M. B— (Case 4), E. B— (Case 5), 
A. F— (Case 21), M. S— (Case 52) and L. W— (Case 58). Stupor not quite so 
definite was found in M. A— (Case 2), A. C— (Case 11), R. D— (Case r9), 
A. P— (Case 46), M. R— (Case 49) and B. S— (Case 53); these showed 
what is sometimes called semi-stupor. 

It must be stated clearly, however, that in not a single case was there 
complete immobility and apparent failure to respond to external stimuli, 
such as one sees in catatonic stupor. Some of these patients were for a time 
absolutely mute, had to be fed by hand or through a tube, but they were not, 
except on isolated single occasions, incontinent of fæces or urine, nor did they 
at any time show a complete failure to respond to their surroundings, even 
though the response was minimal. Drug-produced conditions are, of course, 
excluded. In looking through the case-records of those, not included in this 
series, who had been regarded at some time as depressive, and who had been 
quite stuporose, one found in each of the cases evidence of schizophrenia 
(which had been sutficiently strong to exclude the case from the present study). 
In this connection it is noteworthy that Bleuler wrote that “ melancholia 
attonita, as it was formerly called, is usually a catatonia, with or without 
depression ". Particular attention has been paid in the clinical observation 
of the patients in this series to any features that would bear out Hoch's 
conclusions about benign stupor; but neither apathy nor preoccupation 
with death were discovered ; and the consideration of Hoch's and MacCurdy's 
views is therefore needless. The conclusions of Strecker are more in accordance 
with the findings: ' Stupor of retarded depression. Befogged consciousness, 
motor inactivity, scanty ideational productivity. There is not emotional 
apathy, but often acute mental suffering.” 

Since complete pure melancholic stupor has been so often described, one 
isloath to consider it a dubious diagnosis; it is sufficient to quote Lange, 
who gives a description of it, and adds: '' Ganz schwere Formen dieser Art 
kommen selten vor ” (" Really severe forms of this sort rarely occur ’’). 
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AGITATION. 


Agitation has to be considered as the outward motor expression of a mental 
unrest, which may, however, also be expressed only in words. Whether there 
shall be extreme restlessness or apparent stupor is in many cases a question 
of how much concomitant inhibition there is, for the motor restlessness, which 
is usually meant in psychiatry when agitation is spoken of, may be regarded 
from '' normal" experience as the expression of inner tension and unrest ; 
and it is customary to distinguish the restlessness of mania and of agitated 
depression from the hyperkinetic states of catatonic schizophrenia by its 
psychological comprehensibility—as in Wernicke’s definition of the latter, 
“weder neurologisch erklarbar noch psychologisch verständlich " (“ neither 
neurologically explicable nor psychologically understandable ’’). 

The patients who at some time showed great motor restlessness were Cases 
4, 5, 6, 7, 8, 13, 15, 18, 22, 25, 27, 41, 46, 47, 52, 54. These were the patients 
who kept getting out of bed, wandering about, wringing their hands, jerking 
their limbs or trunk, trving to get out of the continuous bath, picking at their 
faces, pulling off their bandages and so on. They were of varying ages, it 
will be seen ; and in some there was concomitant '' retardation ", as in M. S— 
(Case 52), or bewilderment. Some also passed through a stage of partial 
stupor. 

Others in whom actual motor unrest was not strikingly evident, but who 
complained of inner unrest, were numerous. A typical example of these 
was R. S— (Case 55), who, in addition to his feelings of weariness and desire 
for peace, said: “ I get in such a terrible state; it’s the thinking. 

I'm in such a state that I can't keep still ; I don't know where to get ; I can't 
get a moment's peace of mind. . . . Ifeelallofastew." Yet he stayed 
quietly in bed and did not betray his agitation in his behaviour. S. R— 
(Case 50), equally composed and quiet in her superficial demeanour at most 
times, complained, “ I don't seem as if I can rest”. During an interview 
she would rub her hands together, just as others twisted and untwisted their 
fingers, rubbed their faces, fingered their lower lip. Others said: “ I want 
to be up and doing; I feel I want something with action in it." “I feel I can’t 
keep still; I keep going outside without any clear purpose." "I feel frantic.” 
“ I always want to be somewhere else." An important aspect of the agitation 
is that it often is expressed in the form of wanting to go home, wanting to 
be somewhere else, and in the treatment of these as voluntary patients the 
symptom becomes very important, since it may result in an application for 
discharge. Agitation of this kind, appearing as an expression of “ morbid 
dissatisfaction with the surroundings ", may result in the interruption of 
treatment over and over again. In others, the agitation is expressed in the 
form of a desire to work, though the capacity is lacking: “ I want to work ; 
I want to be away from my thoughts." The inner unrest is the constant thing, 
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the motor unrest is variable, the rationalizations are often transparent. Into 
this group of moderately agitated persons, without pronounced motor restless- 
ness, fall the following cases: r, 3, II, 2I, 26, 28, 29, 30, 34, 36, 48, 49, 53, 
55, 58, 61. An occasional wandering down the corridor, fidgetty or restless 
behaviour in bed or when sitting in a chair, and rubbing or picking, were the 
chief motor features of agitation in them. 

A milder group, in whom the symptoms were predominantly though not 
exclusively subjective, includes Cases 2, 9, 10, 12, 14, 16, 17, 19, 20, 23, 24, 
33. 35, 38, 39, 40, 42, 43, 44, 45, 50, 51, 56, 57, 59. 

The only patients in whom there was no evidence of agitation, either in 
behaviour or account of “ mental experience ", were R. H— (Case 31) and 
E. W— (Case 60)—both anomalous cases in other respects as well. 

Among the 61 patients were 16 who had been of a worrying, fretful, fidgety 
or over-anxious disposition prior to their illness. These were Cases 5, 6, 18, 24, 
27, 28, 29, 33, 34, 38, 41, 42, 44, 46, 47, 49, 53, 55, of whom Cases 5, 6, 18, 
27, 41, 46, 47, showed much motor restlessness in their illness; it may be, 
however, that the prominence of this symptom of the illness influenced the 
reports given about the patient's previous personality by the relatives and 
others. These patients belong to the group of ''selbstunsichere Psycho- 
pathen ”, anankasts, ot whom Schneider has written. The relation to obsessive 
and anxiety features, sensu strictiort, is discussed below. 


MANIC FEATURES. 


It is appropriate at this point to consider the question of the so-called 
** mixed forms "', in which it was supposed that manic and depressive features 
were found together. This view of Kraepelin's has been examined by many 
psychiatrists, and the occurrence of motor unrest and agitation in depressive 
patients has frequently been commented on in this connection. MacCurdy 
puts the view of American psychiatrists clearly in his book ; with his general 
argument, his plea for the recognition of types of reaction, there is now general 
agreement among English-speaking psychiatrists. But he is too easy; he 
says, for example, that in Kraepelin's description "depressive mania " there 
is nothing that would not cover cases of involutional melancholia in which 
free associations are prominent ; he gives no explanation of why or how this 
could occur. '' Depression with flight of ideas ” he takes to be “ an inaccurate 
and incomplete description of what we call perplexity states ". In agitated 
or excited depression the patient, says MacCurdy, ‘‘ has not abandoned himself 
to free association, his delusions are not so urgent as to absorb his whole 
attention, but, at the same time, he is not fighting to maintain his sanity. 
Like many involution cases, he has given up the struggle, and finds it easier 
to use his intelligence in defending his false views wittily than in spurring 
on his insight ". The difficulties are too great to be thus lightly disposed of ; 
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and in such speculations and explanations there is the methodological vice, 
so often castigated by Jaspers, of supposing that a comprehensible relationship 
is a causal relationship—in other words, that to understand a phenomenon 
is to explain it. Without entering into the general controversy about mixed 
states, it may be pointed out that the difficultv lies in deciding what are the 
essential features of a manic or a depressive illness; if over-activity, flight 
ot ideas, volubility, are manic features, then it must be agreed that they can 
occur in cenjunction with a depressive mood, and are not then invariably 
transition phases; that they occur most commonly as such is clear—in this 
series, A. C— (Case 11), F. N— (Case 45) and M. R-- (Case 49) exemplitied 
it—but there are also patients, as has been seen in the sections on talk and 
retardation, who exhibit these features alongside characteristic depressive 
ones, without passing into a characteristic manic phase. (The circumstantial 
volubility of A. C— (Case 12) cannot be regarded as a manic feature, but the 
general push of talk and activity in R. H— [Case 31] must.) Among Or 
cases, mixed features of this sort do not occur so often that one can draw 
conclusions from them other than this: That features which are commonly 
associated with one condition, mania, in which they are striking, can also 
be found in another, melancholia, if the details of the mental state be examined 
carefully. | 


DELUSIONS. 


So far it is the form of the disorder of thought and behaviour that has been 
considered ; it is necessary also to examine its content and direction. In the 
most general way it may be said that it is the purpose of thought and behaviour 
to bring a person into relation with his environment, to recognize meanings 
and to effect changes. In this sense, Kahn has considered delusions according 
to the disorder of reference, Ichbeztehung and Beziehung generally, and of 
Bedeutung, which covers the ascription of meaning and symbolization. But 
in this one recognizes the difficulties if one would classify the delusions of the 
melancholic according to it; it is evidently more readily applicable to the 
delusions of the schizophrenic ; possibly only a pragmatic objection, but for 
the purposes of description and investigation important. Jaspers has divided 
delusions into two classes—delusional ideas and true delusions, the former 
being secondarv, and comprehensible as arising out of an affective state or 
other experiences, whereas true delusions are primary and not thus compre- 
hensible. In this, Grühle follows him. Into the details of the controversies 
about delusion, in which the French and Germans have been conspicuous, 
it is not appropriate to enter here. It has seemed better to attempt no such 
distinction as between predominant ideas, preconceptions, delusional ideas 
and delusions, but to take all incorrigible or persistent false beliefs of morbid 
genesis, and to group them according to whether they contain false judgments 
about one's self (of sin and fault), about one's possessions (of poverty and ruin), 
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about the possibility of recovery (of hopelessness), about others (of being 
despised, punished, persecuted, and of causing them harm). Bodily preoccupa- 
tions include hypochondriacal delusions, and are therefore also considered 
in this connection. It is superfluous to say that the content is closely dependent 
on the patient's pre-psychotic personality and experience. 


Delusions about poverty and ruin were found in only a few patients: M. R— 
(Case 49), E. R— (Case 21), A. H— (Case 27), B. S— (Case 36), G. S— (Case 54), 
M. B— (Case 4), J. G— (Case 25). Thev said that thev had no monev or that thev 
would be ruined or lose their jobs; all of them were engaged in business except 
J. G—. 

The following expressed a conviction that they would never get well: Cases 
3. 4, 6, 7, 8, 14, 15, 21, 22, 23, 25, 26, 30, 34, 39, 40, 41, 44, 46, 47, 55. 59, 57, 59, 
61. It is probable that many other patients expressed the view at some time, 
but that it was not recorded, as from personal recollection there are several of the 
61, not included in the above list, who had said that they felt hopeless or would 
not get well when, at the ordinary ward round, one asked them how they were. 
The above represent those in whom the conviction was strong, and was uttered 
spontaneously or frequently. Its relation to hypochondria is noteworthy. 


Hvpochondriacal preoccupations or delusions were found in the following 
patients: Cases 2, 5, 6, 8, 9, 14, 15, 17, 18, IQ, 22, 23, 24, 25, 27, 30. 34, 39, 
40, 47, 54, 55, 58, 59, Or. There has been so much dispute about hypochondria 
that it is well to make it clear what is here meant. These patients were all 
unduly concerned about changes in their bodies; some feared that there 
might be such change, others were sure of it, but this was partly, at any rate, 
a question of verbal form given to the preoccupation ; the essential features 
were that it was clearly morbid and centred on the body. So close is the 
attention which depressed patients pay to their experiences (as Wilmanns 
and others have emphasized) in the matter of difficulties of thinking and action, 
that it is not surprising when they give undue significance (Bedeutungswahn) 
to the various bodily sensations which can be experienced even in the 
“normal” state if sufficient attention be paid to them. The question of 
whether these feelings are or are not accompanied by anxiety appears irrelevant, 
so far as their presence is concerned, and confusing. Gillespie has insisted 
on such a differentiation which seems quite arbitrary: “ Overt anxiety is no 
part of a purely hvpochondriacal state of mind in the view adopted in this 
paper. One of the essentials of the hypochondria concept, if it is to be useful 
at all, is that hypochondria shall be differentiated from anxious preoccupation 
by the absence of anxiety or similar affects in the former. . . . The 
affect in hypochondriacal preoccupation is better described as a tv pe of interest, 
not of a fearful kind. . . . Closely connected with the affective attitude 
is the reality value for the patient of his hypochondriacal notions. It may be 
said of the merely anxious patient that he fears but does not believe that he 
suffers from the malady which he professes to apprehend, and that, in fact, 
he chooses something to worry about which he knows in his heart to be a 
perfectly safe topic upon which he can always get dogmatic reassurance. 
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On the other hand, for the hypochondriac the fancied ailment is real. He 
has a conviction, and not a fear, of disease—it may be simply of malfunction, 
or it may be of morbid structural alteration ". This is an unwarranted 
distinction, unless one is prepared so far to limit the meaning of the term 
“ hypochondria ” as to exclude from it all the anxious bodily preoccupations 
of the depressive state. Gillespie's case-histories lend themselves to diagnostic 


criticism, but it is sufficient to say here that his definition of hypochondria is 
unacceptable. 


Examining the patients in detail, one finds frequent reference to the bowels. 
M. A— (Case 2) was convinced that her bowels were not opened. J. G— (Case 25) 
said: “ The bowels, of course, are gone all wrong." R.S— (Case 55) said: “ The 
food just wedgesin me; Ieatandeat. . . . Began five months ago, this stomach 
trouble; something turned the stomach over. I can't digest anything. . . . 
My bowels aren't working properly. I only passa little." E.G. D— (Case 18) 
said: “ I'm all blocked up inside; I can't open my bowels. . . . I havn't 
got any bowels. . . . The stool doesn't come from my bowels.” He absolutely 
refused to eat, had to be tube-fed and used to roar loudly during the feeding ; 
he complained frequently of pain in his stomach. He also said he couldn't pass 
any urine, and did not for two days; he had to be catheterized for several davs. 
The only patients in this series who were tube-fed in the Maudslev Hospital 
besides E. G. D— were J. C— (Case 8) and L. W— (Case 58), the latter only on 
one occasion. Many others were on the brink of tube-feeding frequently, but just 
missed needing it, notably M. B— (Case 4), A. C— (Case 11), A. H— (Case 27) 
and M. S— (Case 52). J. C— struggled violently during the feeding, and always 
vomited most of the feed immediately after it had been given. A few patients 
were at one stage of their illness voracious eaters, e.g., H. C— (Case 13) and E. B— 
(Case 5). E. G. D— (Case 18) would eat plenty when he was drowsy with somni- 
faine. Another, who had delusions about her bowels, though not nihilistic ones, 
was A. F— (Case 21); she had complained of pain in her rectum after a pelvic 
operation; while under treatment here she complained of bearing-down pain 
in the abdomen, rumbling, frequent desire to pass urine, burning sensations in 
her forehead (where she had a prominent, pigmented mole), said (incorrectlv) 
that she was having diarrhoea, that her pains were excruciating, that she would 
sooner be dead ; she became convinced that the lower part of her backbone had 
become displaced bv a fall she had, and that there was a disfiguring eruption on 
her face; she asked frequently whether it was not true she had cancer, and also 
asserted she must have the plague. E. B— (Case 5) had a most florid arabesque 
of hypochondriac delusions, the description of which, taken down verbatim, at 
one time covered many pages. They concerned the whole of her alimentary 
tract, especially her mouth and gullet; her body felt dry inside—her bones felt alive 
with worms—her body had become closed up—she had insects breeding in her inside 
—she was rotting. In the details of all this, the influence of a recent traumatic 
episode and of crude sexual preoccupations was traceable. C. W— (Case 59) 
believed she was rotting away, mortifying from venereal disease. So did I. W— 
(Case 61) and E. R. F— (Case 22), who also thought that her sexual parts swelled 
up so as to become noticeable to passers-by, and E. J. F— (Case 23), who actually 
had gonorrhoea ; she felt a lump in her throat, was afraid food would choke her, 
and thought she had worms in her inside, especially in her throat. M. C— (Case 15) 
felt she was wasting away in her left side, and eructated swallowed air with noisy 
persistence ; she said also that her head was closing up. A. H— (Case 34) said 
he had spinal syphilis, and he was always on the watch for fresh symptoms, testing 
his pupillary reaction to light in the mirror and so on (he had been a nurse in the 
National Hospital, Queen Square). R. D— (Case 19) thought he had tuberculosis 
(a scoutmaster who committed paederasty with him had tuberculosis) ; he worried 
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also because he thought he had had a “ stroke ’’—a sudden blank feeling across 
his forehead. G. S— (Case 54) said: “ All my inside is stiff. . . . Pains 
start in my eyes, go to my stomach." E. P— (Case 47) had the feeling of a dead 
weight in the lower partof her body; she felt she could not walk or breathe, she was 
choking ; she also often inspected and displayed her hands, saying that they were 
no longer human hands, but a canary's claws. In her the particular form in which 
the delusions were clothed was comprehensible from her recent experiences, just 
asin E. I. F—, C. W—, E. B—, L. L. C— and others. J. C— (Case 8) said that her 
heart was bad, that she had pains all over; she declared that she could not walk 
or breathe or eat ; she was sure she was dying. L. L. C— (Case 9) said her abdomen 
was swollen and painful— awful feelings in my stomach. I can't get it out 
of my head there was a baby coming; there's something left ” ; she thought she 
might have a cancer. 

These were the patients in whom concern about their bodies and their health 
was a prominent feature. Others in whom it wasless so, and who bore the stamp 
rather of anxiety and preoccupation than of delusion, were A. G— (Case 24), 
F. H— (Case 30), who said, “ There's something inside my chest gnawing. It’s 
so heavy, this despondency, I can’t breathe through it. It’s choking me” ; 
D. C— (Case 14), who said her head felt it was being pushed out ; M. C— (Case 6), 
who wanted to know if everything was satisfactory in the physical examination— 
blood, etc.—and complained of pains in her head, pains in her chest, etc.; G. M— 
(Case 39), who was much exercised over spots before her eyes, in spite of frequent 
explanations of their nature, and who was convinced there was something in her 
ear (though there was not); L. W— (Case 58), who had peculiar cold feelings 
in her head, and thought that some pimples on her face were indicative of some 
bad disease; J. M— (Case 40), who had pains in various parts of her body, which 
she worried about constantly; and E. W. D— (Case 17), who worried about his 
hernia and his temperature, said he wasn't fit to get up and that he had 
rheumatism. 


There is in these cases a wide range, from fussy, old-womanish vale- 
tudinarianism to gross and grotesque delusions. To differentiate them accord- 
ing to the accompanying affect would be misleading. There are gradations 
from “asif” constructions—"' I feel as if my head were bursting '— through 
verbal forms, not essentially different —'' my head is bursting —— and 
anxiety expressions—" I've got such a weight in my chest, I can't breathe, 
I'm choking "—to definite delusions—'"' I can't eat, I'm all stopped up." 
It is therefore equally difficult to distinguish between them on grounds of 
degree of conviction. The degree to which the “sentiment of the real" 
is lost has been urged by French writers, and even so long ago as 1857 Witmaack 
wrote with gusto: ''So kónnen Hypochondristen in den hohen Graden 
sich dem Wirklichsein ihres Leibes entfremden, mehr und mehr bis endlich 
nach langer Dauer ihres Zustandes die letzte Grenze des Wiedererwachens 
passiert wird und die Seele sich nahezu unheilbar in die nachtlichen Tiefen der 
Menschenscheu vergrábt ” (“ Severe hypochondriacs can exchange themselves 
more and more from the reality of their bodies, until at least they pass beyond 
all possibility of re-awakening, and the soul buries itself well-nigh irredeemably 
in the murky depths of misanthropy ’’). But estimations of the strength of the 
sentiment of the real are apt to turn into questions of metaphysics, and are not in 
place here, any more than the old controversies about “ hypochondria cum 
materia " (cf. Pick). Bleuler differentiates the hypochondriacal delusions of 
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depression from the hypochondriacal catathymic delusions by the attitude of the 
patient—in the former fearful of the future, the latter concerned about the 
present, demanding relief. It is by no means a satisfactory distinction ; it does 
not apply in the cases here given. His other view, however, that a depressive 
fundamental mood is necessary for the development of all really delusional 
hypochondriacal ideas (‘‘ holothyme Wahnbildungen ”’), is in accordance with 
the findings here. 

The view of these phenomena which seems most applicable to the data 
here presented, is that there is an interaction of depressive or anxious affective 
states with more or less diffuse somatic sensations. Changes in the vegetative 
nervous system, coenesthetic disturbances, especially of the alimentary tract, 
are frequent concomitants of such mood disorders; attention is directed 
to them, and their significance worked on in the manner of delusional formations 
of any kind. Pathoplastic influences may readily be traced in the patient's 
previous, especially recent, experience ; sexual factors are prominent, as in 
many of the cases just cited. 

It is an observation which cannot but force itself, even on the casual 
observer, that there is a close connection between hypochondriacal delusions 
and those. feelings of bodily change which are called depersonalization 
phenomena, or “somatic hallucinations ”. One might properly consider 
them here, but their connections with anxiety, compulsive and other neurotic 
features, and with feelings of unreality, is so close that they are considered 
in that connection below. Schilder and other psycho-analytic writers have 
laid much stress on this connection; the general psycho-analytical view on 
hypochondria is discussed by Carp, who considers that there is a concentration 
of libido on the body-ego (the part of the psycho-physical personality that is 
somatically experienced), which is so great as to cause a total withdrawal 
of libido from the part of the personality that is psvchically experienced, 
and so there are depersonalization feelings. Whether such a construction 
is as illuminating as it is ingenious may be doubted. He concludes also that 
there is a " genitalization ” of the body in these hvpochondriacal experiences. 

The difficulty of considering separately any group of phenomena is seen 
also in the relation of hvpochondriacal delusions to thought-disorder. A 
patient may say, ' My head feels empty ; I haven't got any thoughts; there's 
nothing at the back of mv head ; it is hollow," and one has difficulty ih deciding 
whether this is a vivid description of difficulty in thinking, with verbal elabora- 
tion, or a hypochondriacal delusion. , The difference is not essential, but 
chiefly a difficulty of formal classification ; it serves, however, to indicate 
the relationship between the two, or rather the similarity. In both there is 
disproportion between the patient's estimate of the function concerned and 
the observer's conclusion as to the degree of functional derangement, from 
examination of behaviour. It is 1n one case the most highly organized of all 
the psycho-biological integrations—thought—that is the function under 
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examination, and in the other a lower level, vegetative or reflex ; but the 
patient's false judgment and exaggeration of the degree of functional impair- 
ment is found in both. One recalls Raecke's insistence that the essential 
feature of hypochondria is “ eine veränderte Selbstempfindung, möchte diese 
nun mehr den kórperlichen oder den geistlichen Anteil der Persónlichkeit 
treffen " (“it changed feeling of self, whether it affects to a greater extent 
somatic or the psychic aspect of personality ''). 

Something must be said of the '' délire des negations ". As Cotard, after 
whom the syndrome is usually called, first described it, the ideas of negation 
bore either on the physical domain—no heart, no stomach, no brain—or 
on the psychical—no thoughts, no feelings, no will; they may be turned 
outwards—no reality, no life, no doctors, no flowers, no justice, no God. 
He confused it with hypochondriacal delusions occurring in the paranoid ; 
mainly, however, he associated with these hypochondriacal ideas melancholic 
anxiety, conviction of immortality, ideas of damnation or possession, and 
impulse to suicide. As Toulouse has pointed out in his careful studv, the 
characteristic feature is the systematization, extension and predominance 
of the nihilistic hypochondriacal system, overwhelming other melancholic 
ideas. Toulouse and others have examined the psychopathology of these 
ideas; here it is only necessary to point out that they may be quite absent 
from the agitated melancholia of the involution period (cf. A. H—, Case 27, 
and M. C—, Case 6) and present in young people (cf. E. B—, Case 5); that 
the more complete the negation of bodily contents, the poorer the prognosis. 
Where there is complete negation, to call it a syndrome is not justified ; there 
are, for example, gradations from unjustified worry about the bowels, as in 
many otherwise healthy people, to complete denial of any abdominal viscera ; 
the association with anxiety in the melancholic patient is striking ; the less 
the accompanying anxiety, the worse the prognosis. To delusions of enormity 
the same conclusions apply; both they and the ideas of negation were 
exemplified in E. B— (Case 5), who said she had swallowed the whole world, 
changed the world at the same time, as she believed that she would never die 
or rest, and could not be killed, that her bowels were stopped up, and had not 
been opened at all for eight weeks. 

There was a definite and overt sexual baa to the delusions and 
preoccupations in a number of the patients. In many these bore a relation 
to recent happenings—masturbation, illicit intercourse, homosexuality, incest : 
Cases 5, 9, IO, 19, 26, 28, 32, 34, 36, 44, 45, 52, 56, 57, 59. Others who were 
troubled by sexual thoughts were Cases 22, 33, 37, 38, 51, 60; in E. H— 
(Case 33) and E. J— (Case 37) they were compulsive. R. S— (Case 55) was 
afraid of impotence; D. C— (Case 14) said that she wanted to be loved. 
There may be also mentioned M. H— and E. P— and A. M. P— (Cases 29, 
47 and 46), who believed their babies would be monsters, as did L. L. C— 
and D. N— and A. H— (Cases 27 and 41), whose behaviour was erratic 
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in different ways, and A. C— (Case 11), who kept her legs tightly adducted 
during physical examination, so that it was difficult to test the knee-jerks, 
motor power, etc. There were still others in whom the sexual colouring 
was not so overt, such as Cases 23, 24, 35, 43, 48, 53, 54, Or. 

It is necessary to make brief reference to a variety of false belief or 
apprehensions concerned with sleep. A striking example of this was G. M— 
(Case 39); she worried constantly about not having sufficient sleep; it was 
her chief, and at times her only complaint ; she asserted she had not slept 
for weeks, though most careful special observation by different people on manv 
different nights established that she had slept soundly the whole night through ; 
nothing convinced her, however, and this was a quite unshakable delusion. 
Others in whom such a conviction was a prominent symptom were Cases I, 
6, II, 2I, 34, 35, 39, 42, 46, 48. In all these there was not only conviction 
that they had not slept the preceding night, but also that they would not 
sleep that night (expressed either as a fear—anxiety—or a certainty) unless 
one gave them some sleeping-draught. Some of them slept well without 
any drugs, others on small doses of medinal (24 gr.) of sodium bicarbonate. 
It need scarcely be pointed out that the majority of depressive patients actuallv 
have disordered sleep, or that dread of sleeping and of anxiety-dreams or 
sexual dreams may be an important factor in the insomnia of the melancholic. 
In this group, however, there is an assertion of sleeplessness which is not in 


) 


accordance with fact—a variety of “ delire de negation ”. 


SELF-REPROACH, SEEN 


These are among the most striking of melancholic symptoms. Those in 
whom it was prominent and persistent were Cases 4, 5, 7, 8, IO, I3, I5, IO, 
22, 25, 26, 27, 28, 31, 34,30, 37, 38, 41, 42, 45, 47, 49, 52, 54, 59, 61. The 
particular wording varied according to the patient’s education and milieu, 
and was in some bare and brief, in others florid, with Biblical vigour and rich- 
ness. In this regard, as with hypochondriacal ideas, it is hard to distinguish 
between the simple affirming of a conviction of exceeding moral or bodily 
degradation and the hyperbole of others, not feeling so much, but fertile of 
language—language frequently reminiscent of Job or the Psalmist: “I am 
a worm and no man ; a reproach of men, and despised of the people. All 
they that see me laugh me to scorn ; they shoot out the lip, they shake the 
head. . . . Iam poured out like water, and all my bones are out of joint ; 
my heart is like wax; it is melted in the midst of my bowels. My strength 
is dried up like a potsherd ; and my tongue cleaveth to my jaws; and thou 
hast brought me into the dust of death.” 

It has been said that whereas in hypochondriacal dclusions there is an 
egocentric-egoistic attitude, in self-reproach it is egocentric-altruistic : in 
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the former I have something bad, in the latter I do something bad; not I 
but my neighbours are in danger, through me. Any such opposition, however, 
is unjustified, for both these attitudes may be found together, as in patients 
who declare they are rotting away from the plague or venereal disease, and 
that they have wickedly infected others with it. The accusations against 
themselves are always on the moral score: they i failed in their duty to 
God or to themselves or to other men. 


“Tve been false to the Almighty, possessed by the Devil” (especially common 
among Catholics, cf. M. C—, Case 15, and E. J—, Case 37). “ It's all my fault”’; 
"[ didn’t exercise my will-power " (A. N—, Case 42). ''I neglected mvself; 
I let myself go."  '' I've been wicked; I didn't do enough for my sister” (J. C— 
(Case 8). “ I've committed the unpardonable sin." "'I'ma lost soul; I've given 
mvself to the Devil” (H. D. H—, Case 38). “ I’ve been selfish.” '' I'manimmoral 
pervert, the worst in the world; I'm an absolute cad, not fit to be seen” (A. H—, 
Case 34). “I'm in mortal sin." “I've let everybody down." “ I neglected 
the house." ‘‘ I’ve wrecked the home; I'm a wretch.” “I've betrayed my trust.” 
“Tve no consideration for others.” 

Some patients have only a general vague feeling of evervthing being wrong, 
e.g., M. S— (Case 52), who said,“ I seem to do everything at the wrong moment. 

It’s all the wrong way round ”. Of such are the patients who wander 
about, looking perplexed and ejaculating tearfully or in agitation, '' It's all wrong ; 
every thing' s gone wrong”. The relation of this to disturbance of consciousness, 
perplexity, Ratlosigkeit, suggests itself; this is considered below in connection 
with the appearance of unreality and other changes in the environment. The 
patient just referred to, M. S—, also said she was lazy and that she was always 
doing something wrong. 


Other patients refer their wrong-doing to the past, giving chapter and verse 
and falsifving only in the attribution of evil motives to themselves or magnifying 
the part they played in bringing about evil; occasionally a patient gives an 
entirelv false account of misdeeds, e.g., A. H— (Case 27), who said she had 
purposely burnt down a house, and L. C— (Case 7), who said she had plotted 
to bring about her husband's death by consumption. In nearly all, however, 
there is rather misrepresentation of actual happenings, however trivial, than 
invention. There is also an exaggeration of personal responsibility that is 
not to be distinguished in kind, but only in degree, from the hubris, the almost 
glorifving aggrandisement of those who declare themselves the chief of sinners, 
Devils incarnate: “ There never was anybody in the world as wicked as me." 
“I’m the only case in the hospital that isn't genuine " (M. R—, Case 47). 
It is another aspect of the tendency towards the extreme seen already in the 
delusions of negation and enormity. In many of the patients, recent happenings 
regarded as traumatic or precipitating gave their form to the delusions, as in 
E. B— (Case 5), H. C— (Case 10), who declared that he had married for lust 
onlv, E. P— (Case 47), who said she had wilfully stifled her twin babies in the 
womb, and others. Whether in these it was onlv the temporal relation between 
the incident and the onset of illness, and the relation of the incident to the 
content of the delusions, which made one regard the happening as having 
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etiological significance is a pertinent question to be considered in connection 
with '' reactive depressions " and other such divisions. 


Many patients reproach themselves for “impure thoughts"; having had 
compulsive thinking with overt sexual trends and the unpleasant etfect that 
accompanied the obsessions, they mav go continually to confession (e.g., E. J— 
(Case 37), who had had obscene thoughts at communion, and so on, and had been 
to various confessors until they refused to see her again), or otherwise seek to purge 
themselves of their iniquity, as they feel it; I. W— (Case 61) wanted to give 
herself up to the police. The involutions of the delusion may be intricate; thus, 
G. S— (Case 54) mentioned no definite fault she had been guilty of, but was sure 
she would never be pardoned; she said it was “just something dreadful”, and when 
pressed said she had given people a false impression : “ If I hadn't said all those 
things about mvself, people wouldn't have thought I was ill" ; her fault, in short, 
lay in malingering through uttering delusions. Similarly, M. R— said she was 
here under false pretences. 

Not all the forms of self-accusation come under the rubric of delusions. The 
patient's self-reproach may have good grounds: “ I am a troublesome patient ; 
I worry the nurses” (J. G—, Case 25; H. C—, Case 13). "I think too much of 
mvself and not enough of other people " (W. G—, Case 26). “ I neglected the 
house ” (A. E. N—, Case 42). “I am a wash-out. . . . Imselüsh. . . . 
I'm certain I'm disliked wherever I go” (F. N—, Case 45). These statements, 
stripped of their moral implications, were correct enough. H. C— (Case 10) 
said: ‘‘ Now I'm seeing myself as I really am. I'm in a position now that there's 
no getting out of. I’ve got to face the reality and be a man and carry on. It's 
what I'd like to do, but I havn't got the guts to do it. I've got a sort of general 
fear of life. It seems to me to be in line with all the previous breakdowns. I 
haven't got the moral backbone that I was kidding myself I had. I feel 
I've committed the unpardonable sin, and yet my beliefs are rather loose now.” 
These cannot be called delusions—"' I feel I've committed "—and he appraises 
his character and position justly, if severely, but in thus singling out the worse 
aspects and suppressing those which would balance or even outweigh them, there 
is the harsh and pessimistic attitude which is the essential feature. (M. B— 
Case 3, in addition to saying she had been lazy and “ had slacked ”, said she could 
now see things plainly as they really were, not as pleasant illusions.) 

M. L— (Case 38) said: ''I have fallen below my ideals. . . . I ought 
to make a clean breast. . . . I'm afraid to say what comes in my head because 
I feel in my bones it may be a mistake. . . . There is something wrong in 
my life which I must put right. . . . I have committed the unpardonable sin 
—the closed mind." Here, just as with M. S—, there is a vague sense of wrong, 
in addition to such definite peccadilloes and alleged wrongdoing as she told of, 
from wandering away at the age of two to defrauding the London County Council 
through her teaching scholarship. In her, however, there were none of the other 
features, suggesting a disturbance of consciousness, seen in M. S—, and in many 
of her self-critical remarks the criticism was sound. 

The behaviour that carried her beliefs into actions was, however, suthcient 
evidence that those beliefs, even though correct, were of a morbid qualitv ; she 
wanted to rectify or acknowledge her peccadilloes, though they had happened 
many years before, and the persons concerned were at a loss to know what it was 
she was avowing, having themselves forgotten the matter. 

Other patients in whom self-reproach occurred, but without prominence 
or persistence, were Cases 3, II, 19, 23, 24, 29, 30, 32, 33, 39. 40, 44, 48, 50, 51, 
56, 57, 60. Most of these reproached themselves for having neglected their babies 
or their homes, with having been lazy (Cases 11, 23, 30, 39, 50), or with not having 
made sufficient effort (Case 56, cf. E. A—, Case 1, who said, '' I ought to struggle 
against this feeling "). 1. M— (Case 40) said: '' This has come as a punishment "', 
thus introducing the same idea of retribution as L. A. H— (Case 32), who said that 
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having spoken unkindly about her stepmother, she was having to suffer now, 
and added, “ What's the use of me in this state ? What good am I to my husband ?”’ 
(self-depreciation rather than self-reproach). D. P— and M. T— (Cases 48 and 57) 
said, ‘‘ I know I have done wrong ”’, alluding to their sexual experiences, but they 
did not show any lively remorse, though occasionally they wept when speaking 
of these happenings. R. D— and E. W— recalled peccadilloes, the former also 
saying about the homosexual experiences, '" I must take the blame myself ''. 
E. N— (Case 44) said: '' I feel at times as if I've committed a crime ’’—the same 
words as she used when expressing her attitude towards coitus. E. H— (Case 33), 
troubled like E. J— with compulsive sexual thoughts, said her thoughts were 
disgusting, but asked if she was wicked, she replied: “ No, I'm not." M. H— 
(Case 29) said: '' It's my fault because I oughtn't to have worried like I did. 
: It's my fault ; if I'd had glasses it would all have been different." Male 
patients were sure they had made mistakes in their work; some of them had, 
but in the others it was another form of recognition of difficulty in carrying out 
tasks. A. G— (Case 24) believed he had made mistakes, though he had not, and 
also said: “ You think I'm a dirty beast, I expect; in some ways I am. A 
I have acted as a coward and a cad towards the girl." E. R— (Case 51), having 
told about her sexual activities, said: '' I don't suppose there's another character 
like that in the whole hospital. I’m ashamed. I’m a degraded woman." 


The self-reproach of a great number of these patients centred on their sexual 
behaviour. Masturbation, among the male patients chiefly, and pre- or 
extra-marital intercourse among the women, are the chief topics, together 
with homosexuality and other perversities or anomalies. They are considered 
together with the other details of sexual activity. 

The patients in whom there was no self-reproach discovered, or scarcely 
any, were Cases I, 2, 6, 9, 12, 14, 17, 18, 20, 21, 35, 43, 46, 53, 55 and 58. The 
last, L. W— (Case 58), had declared herself, at home, to be a wicked woman 
and a fraud, but denied it here, and said, “ I've never done anything I regret "'. 

As to the genesis of such ideas, apart from psycho-analytical speculations, 
it may be found in the disproportion between what is accomplished and what 
is desired or aimed at, which may be regarded as the root of all dissatisfaction. 
Religious and ethical ideas have always been prominent in human societies, 
and it is unnecessary to lay the burden on our present culture as Bumke does : 
*' Das gesteigerte Verantwortlichkeitsgefühl, mit dem die moderne Zivilisation 
uns belastet, legt den Gedanken an eigene Verschuldung so nahe dass linger 
dauernde gemütliche Verstimmungen hier leichtes Spiel finden. So entstehen 
wieder zunáchst überwertige Ideen, und zahlreiche Nervóse werden von 
einem gewissen Insuffizienzgefühl, einer Andeutung von schlechtem Gewissen 
durch das ganze Leben begleitet. Sind aber die Depression und die Angst 
schwerer, so kristallisiert bald eine unerschütterliche Überzeugung heraus ; 
aus der schwankenden ‘ Wahnidee’ wird eine wirkliche” (“The added 
feeling of responsibility with which modern civilization burdens us, brings so 
close the idea of personal blame that any prolonged depressive change of mood 
readily makes play with it. Overvalued ideas thus gain ground in the mind, 
and countless neurotics are accompanied through life by a feeling of inadequacy, 
a touch of bad conscience. But if the depression and anxiety grow worse, an 
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invincible conviction crystallizes out, and the dubious belief becomes a delu- 
sion"). With the latter part of this, and its refusal to distinguish absolutely 
between feelings of insufficiency, wavering ideas, definite delusions, retro- 
spective ones and those coloured by anxiety, the present writer is in agreement. 

There is an aspect of these ideas which needs special consideration. Some 
of the patients believe that their conduct influences others detrimentally in 
an unusual way. 

In schizophrenia, ideas of influence and passivity feelings are common, 
their direction being from another person to the patient; his thoughts and 
actions are influenced from without. In the melancholic delusions here under 
consideration the influencing of thought and behaviour is also evident, but in 
the opposite sense: the patient is responsible ; it is the others who are influenced. 
On the one hand, there are affinities with grandiose delusions: ‘I affect 
others," “ I work upon them by some (mysterious) power ” (cf. ‘‘ omnipotence 
of thought ’’), and on the other hand with paranoid beliefs, as just seen. 


In a number of these patients the belief has to do with eating : H. C— (Case 13), 
E. G. D— (Case 18), E. R. F— (Case 22), E. P— (Case 47), W. S— (Case 52) and 
I. W— (Case 61) all believed that through their eating, other patients had to starve ; 
thus, M. S— said: “ I know that staying in bed and eating all that food is wrong ; 
it does harm to the others . . . they're getting thinner and thinner." She 
also said: ‘‘ When I stay in bed, it upsets the others; they are all restless when 
I am in bed. . . . I'm making people ill. . . . I made all the mess in 
the hospital." Similarly, E. P— said she must not eat because it stopped the others 
from doing so. “I oughtn't to have come here, to this place. You know those 
ladies that act funny in the ward; they do the same things that I used to do; it 
seems to me they're gone like that since I came here. . . . Everybody here 
has to imitate what I do." H.C— also said that she put the sun out. E. R. F— 
said: “If I don't eat my food, something's going to happen; somebody's going 
to be killed." Other patients who expressed ideas of this sort (though not connected 
with food) were Cases 1, 5, 7, 15, 23, 24, 25, 26, 27, 33, 34, 38, 49, 54, 59, 60. J. G— 


(Case 25) said: '' But for me none of these dreadful cases would be here. Many 
more followed me, and not suitable cases. . pd gave the other patients 
bad breath. . . . I'm upsetting the whole hospital.” This grandiose strain 


is also plain in A. G— (Case 24) and in A. H— (Case 27), who declared: '' All 
the others are being punished on my account; I am responsible for the whole 
hospital," and who denied any authority to the sister of the ward, saying always 
“I am responsible for everything here." Likewise, E. W—, who maintained 
that she harmed others, influenced them for evil, and that it would '' hasten the 
Fourth Coming if I died". The sacrifice or Messiah notion is here evident. E. B— 
(Case 5) said that others have to think her thoughts and imitate her actions: * I 
injure everybody now." E. H— (Case 33) said: “ I worry everybody that comes 
near me. . . . I have no proof, its an atmosphere." C. W— (Case 59) 
said: '' People are going rotten like me. . . . Everybody's mouth goes sore 
like mine.” Others who declared that they had made all the patients ill and were 
responsible for all the trouble in the hospital were L. C— (Case 7), W. G— and 
G. S—. Other forms of it were seen in M. C— (Case 15), who thought all her family 
and her employer would go to Hell solely on her account, E. J. F— (Case 23), 
who believed the other patient's hair had gone grey as hers had done, and E. A— 
(Case 1), who thought her son had altered as a result of her trimming his hair. 


It will be evident that most of these patients were agitated and bewildered, 
and that there are two elements—a projection of the patient's behaviour and 
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emotion on to others, and a setting up of a false relation to account for their 
real or seeming behaviour; the grandiose aspect of the belief is connected 
with the extreme of self-reproach and humility, as in the delusions of enormity 
and negation already discussed. 

Paranoid beliefs in melancholia are readily explained as the correlate of 
the idea of sinfulness: “I’m worthless; others know it; they treat me 
accordingly, they put slights on me, they persecute me." But this is to 
make the matter very simple, simpler than the data permit. Adequate though 
this '" comprehensible relation " may be to account for many cases, there are 
others where it falls short. It will be well to give the data first, and then 
discuss the psychopathology. Ideas of reference or of persecution were found 
in a majority of the patients: Cases 2, 4, 5, 6, 7, 8, II, 13, 15, 17, 18, IO, 2I, 


22, 23, 24, 25, 26, 27, 28, 29, 31, 32, 33. 34, 35, 36, 38, 41, 43, 45, 46, 47, 49, 
50, 5I, 52, 53, 54, 57, 59, 60, 6r. They ranged from a mere impression of 
contempt, jeering, avoidance or hostility on the part of others to a conviction 
of being poisoned, followed about, shot at, tormented, etc. 


Thus, M. H— (Case 29) thought people stared at her when she went out; she 
felt inferior to other people. R. J— (Case 35) disliked going out of doors because 
she thought she looked different and people noticed it. E. W. D— and M. L— 
were suspicious, A. H— (Case 34) was disinclined to face anybodv, M. T— (Case 57) 
thought people showed signs of noticing an unpleasant smell about her, and E. H— 
believed people stared at her, were aware of her “ disgusting ” thoughts and gave 
meaning sniffs: ''I notice people laughing when I am there; I am on the alert 
forit." Theseare the milder forms. H. D. H— (Case 28) felt all the patients knew 
about her incest and treated her accordingly. M. R— (Case 49) thought everyone 
disliked her. E. P— (Case 47): “ A girl here looked at me as if its me made her 
like that." ŒE. R-— (Case 51): '' You look at me, Doctor, as if to say, ‘I know 
all about you’ ; I don't suppose there's another character like mine in the whole 
hospital." A. P— (Case 46) thought people talked about her, and so she “‘ cut "' 
them in the street. E. R. F— (Case 22) said that she was followed about by people 
to punish her, and that people wanted her to confess, but she didn't know what. 
A. F— (Case 21): “‘ The nurses and patients whisper about me, and stare at me ; 
you all despise me." S. R— (Case 50) likewise, “ People seem to be looking 
at me lately ; they talk about me ”, and F. N— (Case 45) who was sure everybody 
knew about him, that he masturbated ; '' I thought everyone was looking at me ; 
the patients here avoid me, they despise me." M. B— (Case 4) said nobody wanted 
her here. W. G— (Case 26): “ I have the impression somebody's waiting for 
my bed. The people want me out of it. Thev hint." He believed he was spied 
on and ridiculed. A. H— (Case 27) said that her sister's letters were from an 
impostor: ''Our place at Ridgecroft has been usurped. . . . The other 
patients dislike me, hate me for some uncleanness." H. C— (Case 13): '' The 
others talk about me; they blame me, put slights on me. They think I'm the 
Devil. . . . You pass me by as if I wasn't human. . . .' They think 
I bewitched the food. People are afraid of me. . . . Everyone looks at me." 
C. W— (Case 59): “ People shrink from me; the others don't want me." M. S— 
(Case 52) said everybody thought her lazy and talked about her, called her ** Death ”’ 
and ' pig ", and didn't want to have anything to do with her. E. J. F— (Case 23) 
thought people were after her, talking about her, laughing at her; everything 
was against her: '' People think I'm no good. . . . People are afraid of me, 
they point at me." I. W— (Case 61) said everybody knew what she had done; 
she felt everybody hated her; people looked disgusted, they knew her thoughts ; 
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other patients were put in the ward to annoy her, an article in Punch was written 
about her, her food was tampered with to harm her, and the tea burnt her throat ; 
later she thought this had been done to spoil her sense of smell and so save her 
from the unpleasant body-odour she gave off; she eavesdropped, said the people 
next door were always listening, and that political parties were conspiring with 
her employers. E.G. D— likewise had a mixture of ideas of reference and paranoid 
ideas; he thought the other patients disliked him, and also declared that he was 
bathed with lysol, that he was '' doped ” to stop up his bowels (he had been receiving 
somnifaine injections shortly before he said this) ; he had at the beginning of his 
illness felt that everyone at work was getting in front of him, had become verv 
suspicious and took offence easily. L. A. H— (Case 32) said people watched her, 
followed her, thought her lazy ; people believed she had poisoned someone; she also 
said that her own food was poisoned and that there was a plot in which everybody 
was concerned ; people stared at her, laughed, made songs about her, detectives 
were after her. A. G— (Case 24) said people suspected him of poisoning his father ; 
he was shunned, detectives were after him, the doctors were making inquiries 
about him at the bank, the doctors and nurses talked about him. M. C— (Case 6) 
said people laughed at her, and were in league against her, there was a woman 
in the ward set to spy on her; she was suspicious, thought the doctors and nurses 
knew more than they would say, and she constantly read meaning into harmless 
remarks, making them sinister. D. N— (Case 41) said men in the garden watched 
her, detectives followed her everywhere: '' People all know about me, but they 
can't really, it's my feelings." L. C— (Case 7) thought people wanted to hang 
her for having plotted her husband's death. D. J— (Case 36) thought “ everybody 
was a C.I.D. man ". M. C— (Case 15) thought people wanted to kill her. E. B— 
(Case 5) thought '' they were all after me ’’, and she had phantasies of doing harm 
to others in various ways ; she felt everyone was looking at her because she looked 
"funny ”. R. D— (Case r9) thought people were all against him. A. C— 
(Case 11) said she was being watched by patients on the lawn below. A. N— 
(Case 43) thought that strangers in the street were saying he was blind or deaf and 
dumb; they looked at him strangely ; one girl laughed at him and said, “ You're 
dumb "; the rumour had spread that he was,deaf, blind or dumb (in consequence 
he had not gone out of the house for weeks). B. S— (Case 53) said people were 
trying to hurt her; E. W— (Case 60) said in her grandiose way that others 
represented her, the sick people in the ward were representing her death, that 
there were articles in the newspaper about her, that the courts were busy about 
her forthcoming trial by the Archbishop of Canterbury and Bernard Shaw, that 
everybody was laughing at her, it was all a hoax. J. G— (Case 25) believed all 
her curses were put in the newspapers, and everyone knew of the exceeding evil 
in her, and that the police were about the hospital, seeking her. M. A— (Case 2) 
said people accused her of immorality and of starving her child. G. S— (Case 54) 
said: '' Everyone thinks I'm a wicked woman," and when she was under the 
influence of opium she said she was being given drugs to damage her irretrievably 
(cf. E. G. D—), and finally R. H—, who held not persons, but God and fate, 
responsible, saying, “ Life is so damnably cruel”, railing against society in general 
and providence. 


This concludes a list of paranoid delusions, attitudes and feelings, the 
detailed repetition of which seems justified by the omission of any reference 
to such. phenomena in melancholia, in standard English textbooks, like 
“ Henderson and Gillespie "" and “ Craig and Beaton ”’. 

All these patients felt or believed that they were discriminated against. 
If the explanation briefly alluded to above were correct, one would find, as 
one often does, an attitude, not of resentment, but of resignation: “ I deserve 
it.” Thus, Séglas said in 1892: “ Les idées de persécution qu'on trouve 
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chez les mélancoliques délirants ne sont pas des idées de persécution vraies. 
Au lieu de reposer sur un fonds d'orgueil, elles reposent sur le fonds d'humilité 
particuliére aux idées mélancoliques, elles sont empreintes aussi de ce caractére 
particulier de resignation qui leur est propre, cár le malade trouve ces 
persécutions justifiées par son indignité, et cette étiquette de persecution 
qui revet le délire ne l'empéche pas d'étre toujours et avant tout un auto- 
accusateur " (" The persecutory ideas found in deluded melancholics are not 
true ideas of persecution. Their foundation is not pride, but the peculiar 
humility of the melancholic ; they bear the stamp of that peculiar quality 
of resignation which is their own ; for the patient finds his persecution justified 
by his unworthiness, and notwithstanding the ' persecution ' label we attach 
to his delusions, he remains first and foremost a self-accuser "). Ballet, speaking 
at the same time, put it more concisely: ''Ce sont des victimes, mais des 
victimes coupables et non, comme les persécutés ordinaires, des victimes 
innocentes ” (‘ They are victims, but guilty victims, not as ordinary persecuted 
patients, innocent victims "). This, then, is a definite criterion; how does 
it apply to these patients? There were 17 patients who thought they were 
getting their deserts, who did not exculpate themselves or make a grievance 
of the way people treated them. They were Cases 4, 5, 7, I3, I5, 19, 
21,22, 23, 25, 28, 36, 47, 49, 52, 59, 60. Itisnecessary to qualify the 
statement with regard to some of them. Resentment was shown in their 
words or behaviour: thus, M. C— (Case 15) occasionally struck the nurses. 
H. C— (Case 13) occasionally said to the doctor: “ Get about your business.” 
E. B— (Case 5) threw things on the floor and at the nurses occasionally, and 
said they were insulting her. J. G— (Case 25) wrote to her brother: “ You 
will be surprised to hear that Wednesday I said Damn all the doctors and 
nurses and the whole world, Heaven, Hell, Christ Jesus and the Holy Ghost. 
A few days previous I said Let the King die.” E. J. F— (Case 23) said that 
people knocked against her bed deliberately (and after apparent recovery 
she became litigious and quarrelsome). E. P— (Case 47), though she said, 
“I’m punished for some wrong ”, was resentful at being in hospital (and has 
become more so, as well as quarrelsome with her relatives and neighbours 
since discharge). M. R— (Case 49) said: “ Inwardly I was annoyed with 
mv sister for being ill when she should be looking after me." In some of these 
cases the evident resentment was only eens in others a recollection, 
possibly falsified in the recalling. 

Another group, while conceding their sinfulness or wrongdoing, mentioned 
persecutions or discrimination against them for which they could not account, 
and which they did not regard as the punishment or result of their wrong- 
doing : Cases rr, 26, 33, 45, 46, 51, 53, 61. A. C— (Case 11), who thought 
men watched her, became definitely paranoid with the shift from depression to 
mania, but during her depressive period she was surly and aggressive, especially 
to the nurses ; the only fault she avowed was neglect of her baby, and she did 
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not attach much importance to that. W. G— (Case 26) made many complaints 
against the workmen who were hammering ; he said that he was given medicine 
to harm him, and demanded to know what was being done to his mother ; 
his manner was aggressive and hostile. E. H— (Case 33) was variable in 
her attitude; asked if she thought she was wicked, she replied: “ No, I'm 
not. People think my thoughts are nasty. So they are. Oh no, they're 
not. It's my consciousness." F. N— (Case 45) was resentful towards the 
people at his office, who, he said, “ pestered’’ him; he became quarrelsome 
during his period of subsequent hypomania. A. M. P— (Case 46) resented 
people's supposed attitude to her sufficiently to “ cut" their acquaintance, 
and she was scen, after her confinement, shaking her baby and hitting it on 
the head ; also, she said angrily to her husband, apropos of her pregnancy, 
" See what a fine position you've got me into". E. R— (Case 51), while bearing 
supposed looks of contempt with resignation, was resentful at being questioned 
about her sexual life, and very resentful towards a neighbour who tormented 
and abused her. B. S— (Case 53), who confessed to no other wrong-doing 
than leaving her home uncared for, believed people were trying to shoot her. 
I. W— (Case 61) was angry because her “ food was different ", and said, 
“ Nobody cares here what I get " ; she was also resentful over the supposed 
articles in Punch, and the questioning during examination of her mental 
state. 

There was also a group of patients who made outspoken protests against 
the way others treated them or in defence of their innocence. These were 
Cases 2, 6, 18, 24, 27, 3I, 32, 41, 43, 50, 54. A. N— (Case 43) and M. A— 
(Case 2) denied that there was any ground for people behaving as they did 
toward them. S. R— (Case 50) asked: “ What have I got to blame myself 
for ? ” though occasionally she said she had neglected her children and was 
dirty. M. C- - (Case 6) said: “ I wonder if you think it's my fault," herself 
denving that it was thus to be accounted for. L. A. H— (Case 32) was forever 
loudlv proclaiming her innocence and her wrongs: '' I've never done anything 
wrong. I've always been honest with my husband,” although she also said 
she was being made to suffer for having said unkind things about her stepmother ; 
her whole manner was angry and resentful; she would toss her head and her 
eyes would flash with indignation. A. G— (Case 24), while blaming himself 
harshlv for his behaviour towards a girl, denied vehemently the accusations 
which he said people made about his having poisoned his father: “ There 
is no truth in it whatever; he died a natural death " ; once, when he was 
questioned about eating, he looked very fierce and angry for a few moments 
and asked the purpose of the question. E. G. D— (Case 18) admitted no 
faults ; he said his illness was the result of his treatment here ; he resented 
most of what was done for him. D. N— (Case 41) was able to write in the same 
letter: “ I know I have been a very, very wicked girl, over mostly groundless 
worry, but not entirely, but, if I may say so, you do not know what I have 
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suffered, and rightly suffered. . . . I know in my heart of hearts I am 
worthy of it, and you would never regret helping me. . . . It will bring 
the greatest happiness to a home of sorrow, entirely caused by me. 
I have been truly a funny girl, but never intended to be wicked in my life. 
, Everyone has the greatest faith in me. So it really shows that I 
could not have been so bad before in any case." And again, in an interview, 
she said: “ Everything is my fault. I know after I went out I was followed 
about by detectives. And you'd think when I went into a shop I was going 
to steal something. . . . I was a simple good kid when I started. I've 
willed my life away. . . . I don't want to go to prison. You mustn't 
blame my mum and dad. It's that rotten office that's done everything. 
I know everybody thinks it's groundless. In that rotten office there's one 
man who did it all." She often said, in direct contradiction of statements 
made shortly before, that she was really a good girl, that she was sure she hadn't 
deserved all this ; as her health improved, self-reproach disappeared, and the 
desire to prove her innocence became the chief subject of her talk ; she was 
full of resentment against the woman who had accused her of misconduct. 
G. S— (Case 54) and A. H— (Case 27), while under the influence of drugs, 
uttered similar protestations. A. H— said: “I am not really a Bolshevik. 
I have not been violated." And G. S— said frequently, when 
drowsy with somnifaine: ''I didn't do it." One one such occasion she 
said, over and over,: “I don't want to kill you, Doctor.” As a rule 
her replies were fretfully aggressive. A. H— occasionally fought with the 
nurses and even struck them ; and finally, R. H— (Case 31), for all his self- 
denunciation (‘‘ I’m a filthy coward ’’), blamed his circumstances and life in 
general rather than himself, and was bitter in his denunciations of society 
and God ; towards other people he was irritable. 

In order to conclude the list of patients who showed resentment (though 
in these without particular relation to paranoid ideas), the following patients 
must be mentioned : Cases 9, 12, 14, 16, 17, 30, 38, 48, 57, 58. In L. C. C— 
(Case 9), F. H— (Case 30) and L. W— (Case 58) the resentment was against 
the hospital, and has persisted since recovery. In A. C— (Case 12) and R. D—- 
(Case 16) it was against the patient's husband, in E. W. D— (Case 7) against 
his wife. In D. P— (Case 48) it was against some nurses and one doctor, in 
M. T— (Case 57) and M. L— (Case 33) it was against me. In D. C— (Case 14) 
it was against her relatives, who told her it was her own fault ; she was querulous 
and made complaints against the nurses, and she also said: “ It isn't fair ; 
I have done nothing to deserve all this, and nobody will listen to my troubles.” 

Starting from delusions of persecution, one has come to a consideration 
of the patient's attitude to his environment. In connection with the patient's 
talk, importunity has been mentioned, and in another connection his response 
to encouragement or stimulation. If one is to consider the patient as he is 
in his setting and not as an isolated individual, his relation to the surroundings 
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must be prominent. There are still several such relations or attitudes to be 
considered ; here it is appropriate only to point out that humility and resigna- 
tion are by no means the only attitude the melancholic patient takes up, 
but that resentment and hostility may exist alongside these, or may even 
dominate the picture. The attitude may show itself in various forms, but 
is to be detected in a majority of patients, either diffuse and vague or sharply 
directed. Resignation is certainly the commonest attitude towards the 
persecutory ideas, but it is not by any means the invariable one. It mav 
be said that it is an admixture of other forms or reaction-types, which produces 
in some patients a resentful attitude towards the supposed discrimination, 
but where so small a number out of 61 patients are quite free from such features, 
one is more inclined to regard it as part of the depressive type of reaction. 
One may seek its signs in the previous personality of the patient or in the 
essential nature of the melancholic reaction. Psycho-analytic writers have 
followed the latter road, and have emphasized the hostility and hate of the 
melancholic patient, only ostensibly directed against himself. If the previous 
personality of the patients be considered, one seeks for the sensitive, the self- 
conscious and the querulous. These and other features of the personality 
are discussed later. : 

Among writers there is considerable diversity of opinion about the paranoid 
beliefs and feelings of the depressives. Stoddart, for example, says: '' There 
is another class of melancholiacs . . . who ascribe their condition to 
interference by other people. These interpret their inability to do things 
as due, not to their own weakness, but to an increased resistance in their 
environment. . . . In this way they develop delusions of persecution, 
they believe that other people are against them, even that there are world- 
wide conspiracies to do them harm." Bleuler, on the other hand, insists: 
“ Delusions of persecution do not belong to the depressive forms of delusion. 
The delusion of deserved punishment must not be classed with that of the 
unjust persecution. The former comes from a general depression, the delusion 
of persecution is a catathymic symptom which grows from a single emotionally 
toned idea. Every depressive delusion is a symptom of potentially transient 
condition, but the delusion of persecution mostly belongs to chronic diseases.” 
He admits the occurrence of Beziehungswahn in melancholia, but apparently 
only in the sense of guilt : “ In the form of delusions of reference they sometimes 
attach new ideas to what goes on about them. It is their fault that the other 
patients are sick, that one has died . . . everyone talks about them ; 
in this world and the next they must be punished. . . . In a milder 
melancholia the feeling may appear now and then that things are not so bad 
as all that ; an expected punishment may appear unjust. In other cases also 
there may sometimes appear, in the endlessly complicated workings of the 
human psyche, a real idea of persecution, e.g., even in healthy people—but to 
melancholia belongs only the depressive delusions. . . ." Bumke takes 
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up a position midway between these: ‘‘ Nicht allzu häufig sind paranoide 
Auffassungen—wenigstens wenn wir von gewissen misstrauischen Deutungen 
absehen, die sich aus depressiven Einstellung etwas haufiger ergeben. Traurig 
gestimmte Menschen sind schon in der Norm zuweilen geneigt, sich von 
aller Welt zuruckzuziehen, und jeden harmlosen Blick, jede gutgemeinte 
Frage als Zudringlichkeit aufzufassen. So glauben auch depressive Kranke 
gelegent lich, man wolle sich tiber ihren Schmerz lustig machen, sich an 
ihrem Unglück weiden, sie demütigen. Man grüsst sie nicht, weicht ihnen 
aus, will sie im Amt, im Gescháft, im Hause nicht dulden. . . . In 
schwereren Fállen kommt es auf diese Weise zu illusionósen Verkennungen 
und ausgesprochen wahnhaften Deutungen. Man macht Andeutungen, 
steckt die Kópfe zusammen, bricht im Gesprách ab, steht auf, wenn der Kranke 
kommt ; vor dem Hause steht ein Polizist, der Staatsanwalt hat sich schon 
nach ihm umgesehen. Triibt die Angst das Urteil stárker, so ist die Anstalt 
ein Zuchthaus, die Briefe sind gefálscht, auf dem Gang wird ein Schafott 
errichtet, im Keller werden die Kinder gemartert. Wirklich paranoischen 
Auffassungen noch näher stehen gewisse Ideen, die wir in der Rekonvaleszenz 
der Melancholie gelegentlich finden. . . . Verbinden sie sich mit ausges- 
prochen melancholischen Zügen, so handelt es sich entweder um einen manisch- 
depressiven Mischzustand oder um das ausschliessliche oder vorwiegende 
Wirken einer organischen Schädigung. Am häufigsten sehen wir eine paranoide 
Färbung der Depression bei manchen klimakterischen Formen ” (“ Paranoid 
notions are not over-common, at least if we exclude certain suspicious twists 
which depressed people not infrequently give to things. Sad people are normally 
inclined at times to withdraw from the world and to regard every harmless 
look, every well-meant question as an intrusion. Similarly depressive patients 
occasionally believe people want to make fun of their pain, feed on their mis- 
fortunes, and humiliate them; people fail to greet them and avoid them, cannot 
be bothered with them in their business or home. . . . In severe cases 
there may thus develop illusionary misinterpretations and delusions. People are 
thought to be making pointed allusions, putting their heads together ; they break 
off their conversation or stand up when the patient comes in; there is a 
policeman outside, the public prosecutor is making inquiries. If anxiety still 
further beclouds judgment, then the institution is thought to be a gaol, letters 
are forged, a scaffold is being run up for them ; occasionally in convalescence 
melancholics have ideas that are really closer to those in paranoia. 

If these are combined with definite melancholic features, then we have BOE 
a manic-depressive mixed state or else the exclusive or predominant influence 
of an organic lesion. Most often we see a paranoid colouring to the depression 
in some of the climacteric forms"). Andalso: ‘‘ Wenn sich ein traurig verstimm- 
ter Kranker über jede kleinste Stórung durch einen Mitpatienten beschwert, so 
handelt es sich höchstens um einen manisch-depressiven Mischzustand, sicher 
aber nur keine reine Melancholie’’ (“ If a dejected patient complains about 
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every little disturbance by his fellow patients, it is at most a manic-depressive 
mixed state, but certainly not a pure melancholia’’). And finally, Lange, in 
his recent monograph, says: “Auch Verfolgungsideen spielen meist nur 
insoweit eine Rolle, als sie der Ausdruck von Verkleinerungsideen des Kranken 
sind. Nie wohnt ihnen eine genegüber der Umgebung feindselige Richtung inne 

die Verfolgungen werden als wohlverdiente, ja als zu milde Strafen 
aufgefasst ’’ (" Ideas of persecution play a part only insofar as they are the 
expression of depreciatory ideas. There is never in them a hostile tendency 
towards the environment. . . . The persecutions are regarded as well 
deserved, or insufficiently severe punishment ’’) (p. 82). But elsewhere, discuss- 
ing a typical form, he writes (p. 163): “ Flüchtige paranoide Erscheinungen 
begegnen uns ausserordentlich haüfig, zum  mindesten bei einigermassen 
ausgeprägten zirkuláren Erkrankungen, Manien sowohl als Melancholien, 
und sie fehlen auch bei zyklothymen Verlaufen selten ganz ” ( Fleeting para- 
noid phenomena are often met with at least in fairly well-marked periodic 
disorders, manias as well as melancholias, and they are rarely quite absent 
in cyclothymia "). He goes on to emphasize the frequency of these symptoms 
in the mixed state, where the melancholic phase is changing to a manic 
one or the reverse—a point first raised by Specht—and he discusses 
the influence of time of life and of personality in determining the paranoid 
colouring of the circular psychosis. The general question of the relation 
of the manic-depressive psychoses to paranoia and paranoid states, 
which Lange next considers, is not appropriate here. It is sufficient 
to point out that scarcely any writers recognize the occurrence of paranoid 
ideas, with resentment or protestations of innocence, as a common feature 
of depressive states. The examination of these 61 patients, however, 
has shown it to be frequent. It may be said that in some of them the diagnosis 
Is questionable, and the patients should be regarded not as primarily depressive, 
but as paranoid, with concomitant and secondary depression. Those to whom 
such an objection might be made would be A. G— (Case 24), L. A. H— (Case 32), 
E. H— (Case 33) and A. N— (Case 43). The reason for denying that these 
were depressive would be the occurrence of the definite paranoid features ; 
on other grounds their recognition as affective psychoses with depressive 
colouring appears justified. A. N— and E. H— might be regarded as examples 
of " sensitiver Beziehungswahn ", as described by Kretschmer; indeed, 
many of the patients might without difficulty be included under this head, 
e.g., E. J. F— (Case 23), M. T— (Case 57), C. W— (Case 59) : “ Immer wieder 
ist es zuletzt eine affektive Einwirkung auf das Bedeutungsbewusstsein die 
dessen spezielle Umbildung zur wahnhaften Erfassung bewirkt " ("It is 
always through an affective influence on the patient's awareness of meanings 
that the change to a delusional attitude is effected"). It does not invalidate 
their inclusion here that they may be thus denominated; if one were 
to exclude them from the depressive group on that account, one might 
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as well exclude hypochondriacs for showing that type of reaction, or 
the anxious patients, or the compulsive. It is noteworthy that, in discussing 
such cases, no less an authority than Kehrer writes: “In der ganz 
überwiegenden Mehrzahl der Fälle von sensitivem Beziehungswahn, von 
erotischem Verachtungswahn und anderen mehr reaktiven Wahnbildungen 

sehen wir, dass das angeblich die Krankheit erzeugende Erlebnis 
in einer Verfehlung bestabd, die meist nur starker mit Selbstvorwürfen beant- 
wortet wurde ” (“In the great majority of cases of sensitive delusions of 
reference and of erotic and other more reactive delusional states, we can see 
that the experience that is alleged to have given rise to the illness consisted in 
some kind of failure with consequent self-reproach’’). He is concerned with 
the peculiar psychological development to which this experience is the last 
straw, but it is clear from what he says that self-reproach is by no means 
incompatible with the development of ‘‘ sensitiver Beziehungswahn ". The 
connection, indeed, may be regarded as an essential part of the sensitive 
reaction, as in France. Nathan, for example, writes: ' Comme le paranoiaque 
classique, le malade de Kretschmer se croit épié, en butte à la malignité publique 
mais contrairement au précédent qui ne doute ni de a valeur ni de son bon 
droit, il est humble, effacé, en proie au remords ; il considére ses persécutions 
comme justifiées . . . ces malades, on le voit, dans leur types les plus 
tranchés, se rapprochent des psychastheniques et des mélancoliques ; 
toutefois certain malades de Kretschmer se rapprochent plutôt du paranoiaque ”’ 
(" Kretschmer's patients, like the classical paranoiac, believe themselves to be 
spied upon or exposed to public hate, but unlike the paranoiac, who is sure of 
his right and his worth, they are humble, remorseful, abashed . . . they 
consider their persecution justified . . . it will be seen that these patients 
in the most clear-cut cases are akin to the psychasthenics and melancholics ; 
but others are closer to the paranoiac’’). Into questions of classification and 
terminology it is not necessary to enter here ; it is sufficient to have shown 
aggression and resentment to be compatible and often associated with the 
commonly recognized features of the depressive type of reaction. 

In any attempt to categorize the various phenomena of mental disorder, 
one is confronted with the difficulty of deciding how some symptoms are to 
be regarded—a patient says he is afraid, he will go mad or be tortured ; 
he looks terrified ; is this to be considered as a variety of delusion or as an 
affective state?  Bumke considers that Angst (usually, but not quite correctly, 
translated as “ anxiety ") plays the chief part in the formation of delusions 
in melancholia. It may, moreover, be “free floating ", without definite 
delusions. The affective state, therefore, will be considered separately ; 
here only an enumeration of the patients with preoccupations, predominant 
ideas or delusions of a pronounced apprehensive cast will be given. 


These were Cases 1, 5, 6, 7, 8, 13, 14, 15, 19, 20, 30, 32, 34, 36, 37, 40, 41, 47, 
51, 52, 53, 55, 60, 61. Of these, E. A— (Case 1), E. B— (Case 5), D. C— (Case 14), 
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M. F— (Case 20), R. S— (Case 55), A. H— (Case 34), I. M— (Case 40) and E. J— 
(Case 37) said they were afraid they would go mad; several of them were afraid 
they would die. E. J— would not go about alone, and said she was terrified of 
something undefined. R. S— feared insanity or, rather, certification: ‘‘ I picture 
terrible things, that I shall go to an asylum. Another terrible thought is that 
I've got to let myself die. . . . I’m in terror that I can’t hang on. I feel 
as if I'm going to collapse." F. H— (Case 30) said: ‘ I feel the walls will come in 
onme. . . . I don’t know what's going to happen." M. C— (Case 6), H. C— 
(Case 13), R. D— (Case 19) and L. A. H— (Case 32) expressed lively fears for the 
welfare of their relatives. M. C— pictured her whole family crushed beneath 
falling walls, run over in the street, carried off by pneumonia (besides her private 
fears of being herself sent to an asylum or mutilated). L. A. H— was very con- 
cerned for the welfare of her husband and son, as well as sure that she would herself 
die and be supplanted as wife by a girl she and her husband knew. R. D— was 
most apprehensive, on account of his father and the rest of his family, lest the 
peccant scout-master should attack them. H. C— was painfully and vividly 
anxious about the welfare of her family, especially her daughter. 


If Bleuler’s statement is to be accepted, ‘‘ katathymic anxiety referring 
to a particular member of the family, present in normal and abnormal 
individuals, is as a rule the expression of a repressed wish that this member 
should be dead”. These patients, then, were unconscious extirpators. 
As anxiety is so often stressed in connection with the melancholia of the 
involutional period, it is as well to state that it was as severe and unremitting 
in L. C— (Case 7) and M. S— (Case 52) and J. C— (Case 81) as in any of the 
patients at the climacteric or past it. 


ATTITIDE TO ENVIRONMENT. 


Importunity, resentment, suspicion or hostility, the taking of responsibility 
for the doings of others and humility have already been considered as well 
as the response to stimulation and encouragement. There remain such difficult 
things as attitude towards reassurance and general response to a change in 
the total situation. The latter is so vague as to be impossible of determination ; 
one can say no more than that the patient is aware of what is going on around 
him, is disturbed by it in varying degree, depending in part on his condition 
and in part on the nature of the change; one can state the response (speech 
or action) and state the stimulus (change in surroundings), but to assess their 
adequacy, except where the disproportion is extreme in either direction, 
is very difficult in practice. It was attempted in each of the 6r patients ; 
and, though there were extreme cases at either end, to make sharp divisions 
or gradations proved impossible with the available data. It is of some impor- 
tance, because many writers have insisted on the diagnostic value of such 
observations ; none of them have given the exact data on which they based 
their conclusion as to reactivity ; they give only their general impressions, 
much as people do about body-build. Thus, Gillespie points out that “a 
comprehensive account would note especially how his condition varied from 
day to day under the various external stimuli of general environment and 
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treatment, and the internal stimuli of the topics of preoccupation. The 
psychiatric observer has not usually asked himself what were the specific 
responses to such factors, and how the latter have seemed to influence the 
general condition. . . . It seemed, therefore, that a more minute examina- 
tion of the behaviour from hour to hour and from day to day while under 
observation and stimulation of various kinds might be of some use, prognosti- 
cally and therapeutically, in further differentiating clinical conditions. . . ." 
These admirable intentions are clearly difficult of fulfilment. When Gillespie 
passes on to the fourteen cases of his “ reactive " group, however, he gives 
the criteria in more detail, and their very restricted range of applicability 
and dubiousness of interpretation becomes evident. The patient's responsive- 
ness to influences, he writes, was “ exhibited in relation to a variety of factors : 
(1) The apparently precipitating causes of an external nature. . . . (2) 
Changes in the environment during the course of the illness, e.g., the period 
following the entry into hospital, when the patient was commonly better 
for a time; changes in the personnel of the environment (departure of other 
patients to whom they had become attached); visits of relatives and visits 
home; the receipt of bad news; changes even in the weather (restriction 
of outdoor recreations) ; economically compelling circumstances occurring 
in the course of the illness. (3) Change in the internal environment : (a) con- 
scious rumination of a pessimistic kind, (b) altered coenesthesis. . . . (4) 
Therapeutic attempts . . .” This is much less than “ minute examination 
of the behaviour from hour to hour "', but if one considers (2) and (4)—and by 
" therapeutic attempts" one understands chiefly explanation, persuasion 
and reassurance—then one sees the wide possible divergence in response 
to the various factors. A patient may be uninfluenced by reassurance on a 
delusional topic, yet show a great response to changes in the behaviour or 
personality of her nurses, to visits from her relatives, and so on. The 
responsiveness to stimuli of such different kinds and coming from such different 
people—doctors, nurses, relations, other patients—can no more be recognizable 
in the lump and susceptible of classification in depressed people than in healthy 
ones. It has already been seen here how resentment is directed towards 
a single person or a small group, and is seldom a general or indiscriminate 
response, i.e., attitude. 

It has seemed better to consider the response to the physician's attempts 
at reassurance, and, separately, the extent to which the patient's bearing 
during interviews, at ward rounds and in the garden betokened a readiness 
to adapt herself to her surroundings in the way of smiling when jested 
with, answering when spoken to, and so on. There is no need to point out 
that in all this the severity of the mood-change or the degree of conviction 
with which the belief is held is the most important factor, though not explicitly 


considered. 
As to reassurance, it seemed to make no difference, or scarcely any, to the 
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patient's conviction in the following: Cases 2, 3, 4, 6, 7, 8, 9, II, 13, I5, 2I, 
22, 25, 26, 27, 28, 30, 32, 33, 36, 37, 41, 47, 49, 53, 54, 56, 58, 59. Some of these 
paid heed to what one said, others did not, but it was all the same; it made 
no evident impression. In a smaller number there was an apparent effect 
of reassurance, which wore off soon after, and the beliefs were again obtruded 
unchanged : Cases I, 18, 19, 24, 34, 39, 45, 52, 57, 60, 601. As to the remaining 
patients, they either had no conspicuous false beliefs or varied in their response. 
As to the response to treatment over a period, it would be absurd to evaluate 
it in terms of reactivity where so little is known of the factors that determine 
recovery and there is small opportunity of control observations. Accessibility 
to reassurance, the more immediate observation, is a resultant of the two 
factors: strength of conviction, and confidence in the physician, or, as it 
is commonly termed, strength of the transference. The latter may also be 
estimated by the frequency with which the patient seeks private interviews, 
his general demeanour, etc. Those who showed dependence on the physician 
or attachment to him were Cases 9, 14, 19, 2I, 34, 38, 40, 41, 45 and 52. Those 
who had resentment or antagonism towards the physician (' negative 
transference’’) have been enumerated elsewhere. The “ transference ”’ 
factor appears far less important, in this matter of reassurance, than the 
strength of conviction. | 

As to the patient's readiness to adapt himself to his surroundings, one 
must first consider the patient's awareness of them and interest in them, 
e.g., a " stuporose " patient or an agitated one. The patients who seemed 
to show almost average or normal adaptation to their surroundings in the 
very restricted range of observation available—it seemed profitless to collect 
data from nurses, occupation workers, etc., on so very vague a question— 
were the following: Cases I, 3, 9, IO, 12, 14, I6, I7, 20, 29, 31, 32, 33, 35. 
39, 40, 42, 43, 44, 46, 48, 50, 51,59. Some, e.g., D. P— (Case 48), took strong 
personal likes and dislikes, and acted accordingly. Other patients, not included 
in the above list, showed a very definite response to situations at times, e.g., 
E. G— (Case 5), would at times smash a window, if she was not allowed to 
see her visitors; she would resent a curt answer, and if one smiled and made 
jesting remarks she would on occasion smile back; the same was true of 
J. G— (Case 25) and M. B— (Case 4) and others not far removed from stupor 
or greatly agitated. E. B— said once: “ When I speak to anyone I feel 
better." Others would complain of the other patients disturbing their sleep 
or annoying them by complaints, e.g., F. H— (Case 30). Many of the patients 
were worse after visits, but this was in some cases a response to a painful 
and emotional happening, closely connected with the causes of the patient's 
illness or the subject of delusions, e.g., a visit from a lover with whom there 
had been sexual relations, now a matter for self-reproach ; in others it might 
be regarded as a response to the general bustle and disturbance of routine 
on visiting afternoon, with its reminders of ordinary life ; these are reactions 
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of different kinds, but both occurring after visits. Observations of this kind 
were not made on all the patients, and no conclusions can therefore be given ; 
in some cases they were contrary to expectation ; for example, M. T— (Case 57) 
had a visit, not only from the foster-brother who had had sexual relations 
with her, but also from his fiancée on the same day, yet it had no perceptible 
effect on her; H. C— and M. C— (Cases 13 and 6) were especially agitated 
after their relatives had left, picturing the accidents that might befall them 
on the way home. This whole question of response to environment, so 
broadly considered, is confused. Lange, whom Gillespie has followed, can 
write, “die Abhängigkeit der Verstimmung, auch in ihrem Verlauf, von 
dem auslósenden Anlass, die Heilung mit Lósung des Konfliktes, die immer 
starke Beeinflussbarkeit durch Milieuánderung, Zuspruch, Milderung der 
drückenden Verhältnisse. . . .'" (‘‘ Depression depends, even in its course, 
on the precipitating cause; it recovers when the conflict is resolved ; it is 
readily influenced by change of surroundings, conversation, alleviation of 
oppressive circumstances '"), and “eine von aussen, vom Erlebnis bestimmte 
Stimmungsinderung, die, im Gegensatz zu der Unbeeinflussbarkeit der melan- 
cholischen Affektlage, dauernd von aussen her sich ändern lässt "" (“a change 
of mood that comes from without, that is determined by some experience, and 
is constantly open to modification by outside happenings, in contrast to the 
affective state in melancholia, which cannot be thus influenced ”), but he 
Is describing lump observations and conclusions, made on some extreme cases 
and applied to others more forcibly than naturally. Such observations, 
with more adequate differentiation, would be of great value in determining 
a number of points in treatment. It was thought also that patients who left 
hospital, still ill, against advice, and who recovered quickly after they went 
home, e.g., B. S— (Case 53), would be found to have been very quick to respond 
to changes in their environment, even small ones, but it did not turn out to 
be so; and a series of such cases has had to be investigated along other lines 
to determine the factors which would have permitted a forecast of this course. 
A precise ad hoc study of response to certain situations would assist towards 
recognizing which features of hospital life were beneficial and which the reverse, 
but in the cases here reported such data have not been recorded in sufficient 
detail. Lange and also Gillespie speak of the patient's reacting to situa- 
tions, whether for good or ill, and of the patient's improvement if appropriate 
measures are taken, e.g., changes made. Thus, improvement through change 
of milieu is a criterion as much as imperturbability when faced with real 
calamity : ‘‘ Wie immer die fraglichen Angelegenheiten ausgehen, einen Einfluss 
auf den Verlauf der Erkrankung üben sie nicht aus. Schwerste Erlebnisse, 
die den Kranken während der Psychose treffen (Erhangungstod des einzigen 
Sohnes) werden nicht mit einer Verschlimmerung des Leidens beantwortet ” 
(" Whatever the issue of the matters in question, they do not affect the course 
of the illness. The most painful happenings, occurring during the psychosis 
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(e. g. death of an only son by hanging), do not lead to an aggravation of the 
malady "). Gillespie, who reports in his Case 2, chosen as a typical example of 
“reactive depression ’’, how the patient received bad news, “ the news of his 
wife's death the next day was followed by a feeling of relief that his wife's 
sufferings were ended "', yet writes that “ of all the single criteria employed, it is 
probable that reactivity in the sense of this paper is the one of greatest practical 
value. Theimportance of a survey of the entire history is shown in the manner 
in which a reactivity, which may not be apparent to the psvchotherapist in his 
daily encounters with the case, becomes evident when the whole condition is 
looked at in retrospect.” Not all investigators are so readily satisfied. 


FEELINGS OF UNREALITY, DEPERSONALIZATION. 


It is common in text-books of psychiatry to find a descriptive explanatory 
passage such as this: “ There is a total loss of feeling—the patient complain- 
ing bitterly of the lack of any emotion whatsoever, including a loss of affective 
response to those whom he formerly loved. As our appreciation of reality 
depends so much on our ability to ' feel ourselves into ' the activities of other 
people (or, more technically, to project our feelings as well as our perceptions), 
patients suffering from emotional deficit of this kind frequently complain that 
everything seems unreal to them. This feeling of unreality may be distressing 
in itself and may even be the chief complaint." . . . "Inunreality ideas 
everything is expressed as seeming different—the streets and houses look 
unusual, the patient wonders whether his friends are the same people as thev 
were or whether indeed they exist at all; he feels differently in himself, and 
may wonder whether he himself exists." (Henderson and Gillespie.) This 
is a mixture of clinical description and of psychopathology, the latter much 
influenced by MacCurdy : “The feeling of the reality attaching to any idea 
is proportionate to our emotional interest in it. Loss of the feeling of realit yv 
is, then, only a manifestation of loss of interest which is, in turn, related to the 
loss of energy and stimulus susceptibility." If one accepted this view, it 
would be sound and convenient to consider as essentially one symptom loss of 
affective response (loss of interest, incapacitv for taking pleasure) and feelings 
of unreality, including the unreality of one's own body (depersonalization). 
Such an equation, based on a particular conception of their nature and relations, 
seems unjustified and likely to ignore some important differences. For this 
reason, separate observations have been made as to the occurrence of each of 
the three in the sixty-one patients here reviewed. 

The patients who actually complained that they no longer took interest in 


things or got pleasure from them were Cases I, 3, II, 28, 29, 30, 37, 43, 44. 48. 
55, 58, 59, E. A— (Case 1) said “ I've lost all vitality, I've lost all interest.” 


H. D. H— (Case 28): “ I can’t enjoy anything; there's no love in my heart.” 
M. H— (Case 29): ‘‘I can’t enjoy flowers now." E. J— (Case 37): “I felt I 
couldn't take an interest in anything." A. N— (Case 43): " I lost interest in all 
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the things I was interested in." R. S— (Case 55): ‘‘ I can see nothing beautiful 
in anything. I used to love flowers; now I don't see much in them.” L. W— 
(Case 58): ‘I’ve lost interest in everything." C. W— (Case 59): ‘ Material 
things don’t change but I don’t enjoy them." (In answer to a direct question, if 
things looked different.) 


Patients who palpably took little or no interest in their surroundings or 
who were reported by their relatives as having been listless and taken no 
interest are not included in the above list, unless they also complained of their 
loss of interest or inability to enjoy. It must, however, be remembered that 
these patients were mostly city-dwellers ; in a clinic such as that at Heidelberg, 
where most of the patients are peasants from the Palatinate, or Baden, one is 
amazed at the frequency with which depressive patients mention this failure 
to enjoy the sight of their fields, the sky and the trees and the flowers as one 
of the most distressing of their symptoms, a deprivation most keenly felt. 
Of course, a loss of affection for relatives would be a symptom coming under 
the same heading (though more complicated), not dependent on any such 
accidents of locality, upbringing and habit as the enjoyment of nature may be. 
Of the patients just enumerated, the following never complained of feelings of 
unreality or depersonalization—Cases 3, II, 37, 43, 44, 55. The others will 
be found in the lists below. There is the possibility of there being in some no 
more than a verbal difference between expressions of loss of interest and in- 
ability to enjoy and the feelings of unreality ; when a patient says, '' Every- 
thing looks as black as black can be ”, or “ Everything seems empty and dull 
and dead, and I don't care about anything ”, or “ There's no love in me, my 
heart's dead ", it is difficult to decide how much of objective reality there is in 
the words or how much metaphor. There are, however, cases where no such 
confusion is possible and where the complaint of the loss of affective response 
is unambiguous, as is the reported impression of unreality. 


Patients who reported changes in themselves (depersonalization) were: Cases 
5, 9, 12, 13, I4, 18, 10, 22, 27, 29, 30, 39, 4I, 45, 47, 52, 54, 59, Ot. The close 
relation between hypochondria and depersonalization feelings is evident: Cases 5, 
9, 18, 22, 47, 59. E. B— (Case 5), said: “ I feel all different, hard in my body. 
I feel I'm a horse. I feel like a corpse. I feel like wood." L. C— (Case 9) said : 
“ I'm quite unable to feel natural. My stomach feels very strange, and my breasts 
feel strange " (there was no question of lack of attective response in this patient ; 
she wrote most atfectionate letters to her husband, and spoke with enthusiasm of 
“this lovely day ", " How delightful to see God's sky’). E. G. D— (Case 18 
said: “ I'm not a man, I'm only a trunk." ŒE. R. F— (Case 22) said: “ I have no 
feeling at all in me ” (the double usage of '' feeling ’’ for sensation and attective 
state makes this a little equivocal). E. P— (Case 47) felt that her body was dead 
from the waist down, her hands and feet felt ditferent. C. W— (Case 59) said : 
“ My body is all dead, no feeling in it. I feel all dead. My body went all wrong— 
funny ” (in E. B—, also, the change had come on quite suddenly, in a moment). 
Among the others in this group there were varving expressions of the change 
experienced: A. C— (Case 12) said she had no feeling, she didn't know whether 
she was hungry or not, she had lost all sexual feeling (there were patients who had 
lost all sexual feeling who did not report any changes in their body or outside in 


LXXX. 23 


332 MELANCHOLIA : CLINICAL SURVEY OF DEPRESSIVE STATES, [April, 


the way of unreality, e.g., (R. S— and A. H— Case 34). H. C— (Case 13) said : 
‘I feel as if I'm dead, as if I'm breathing backwards." D. N— (Case 41), likewise 


included ‘‘ wrongness " ideas: “ I've done wrong, and my body's different ; it's 
working the wrong way." G. S— (Case 54), said: ‘‘ I am losing my personality. 
I do things mechanically . . . my inside is stiff." I. W— (Case 61) felt she 


was not lying in bed, but floating in space (? vestibular hallucination). M. S— 
(Case 52) said: '' I have no soul, I have killed myself.” F. H— (Case 30): “ My 
hands and legs don't belong to me. My voice isn't mine. I'm changed." G. M— 
(Case 39) : '' I don't seem to have that same feeling I did, whatever I have to do. 
Everything seems different. Instead of being full of life, I have a sort of dead 
feeling. I feel so queer now." M. H— (Case 29): ' Nothing seems the same ; 
I don't feel the same ; 1 don't seem as if I've got any sense at all for lots of things. 
I'll never be the same. If I have a baby it will be abnormal ” (she had had a 
Cesarian section nine years before). R. D— (Case 19): “ I don't really feel 
myself now." D. C— (Case 14) : ‘‘ I have a dreadful feeling I'm not real. I don't 
feel real; it's not I that's talking. I’m acting all the time ” (here the fraud, 
deception idea seems to be involved whether as cause, concomitant or effect of the 
unreality feeling ; more commonly it is the others who are acting, cf. I. W— and 
M. C— and A. H—, as described below). A. H— (Case 27) doubted her own 
identity : '' I used to be Miss Annie H—. I desire most urgently to be identified.” 

Patients who reported changes in their environment (grouped under the general 
heading of “ feelings of unreality," but not always described in terms of reality 
or “ aliveness ") were: Cases I, 5, 14, 15, 21, 26, 27, 28, 29, 30, 39, 40, 45, 47, 48, 
50, 52, 53, 58, 59, 6r. M. S— (Case 52) said that the people in the street were 
machines; they had no souls (she said the same of herself). G. M— (Case 39) that 
everything she touched was different, everything seemed changed. I. M— (Case 
40) and D. C— (Case 14) also said everything seemed changed and unreal. Several, 
observing some change, thought they were being tricked; thus A. H— (Case 27) 
denied the identity of her sister, declared that she was in a strange ward in a strange 
hospital, that her sister's letters were actually from an impostor. M. C— (Case 15), 
after sending in great haste for a priest to make confession, declared that he was 
only a bogus priest when he came ; she denied that this was a hospital, and said : 
'* Queer people, queer things here. People seem to come and go in a flash like.” 
I. W— (Case 61), also denied that this was a hospital or that the physician was 
what he purported to be: ' Everybody's acting," she said. C. W. (Case 59) and 
W. G— (Case 26) thought their relatives looked changed (the latter wanted to 
know what had been done to his mother to make her look so unreal). E. B— 
(Case 5) said things seemed different to her. H. D. H— (Case 38): '' Things have 
seemed unreal to me for a long time. It's as if I'm in a dream. I've lost my grip 
on reality." E. W— (Case 60): ‘‘ It seemed real. I don't know what's real and 
what's not." L. W— (Case 58) said things looked mysterious, and nothing was 
real. 

Many of the patients said that it was almost impossible to describe what tne 
change was; they could see things quite clearly, and yet it seemed as if there were 
a veil or a mist interposed between them and the object; it lacked brightness and 
life somehow. M. H— thought the fault lay with her eyesight, but most patients 
recognized it as something other than mere vision. E. P— (Case 47) and F. H— 
(Case 30) reported actual colour changes (? question of saturation) ; the former 
said, '' It all looks pitch black, yet it's daylight ", and on another occasion, '' It 
seems white and foggy '", while the latter said, “ I can't see things; the street. 
Everything's black and miserable ". S. K— (Case 50) said: “ It seems dark. 
It is dirty. At home we live in dirt " ; she also said that she felt her baby, after 
she had weaned it, did not belong to her. There were many others who reported 
changes in their relatives or changes in their ability to recall their relatives' images 
(the two can scarcely be separated). Thus M. H— (Case 29) said: “ Everything 
seems unreal. I can’t remember my friends with pleasure after they've gone.'' 
A. F— (Case 21) denied the identity of her relatives, including her son ; she said 
everything was unreal; that they and her old life were all a dream. F. N— (Case 
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45) said: ‘‘ My own people seem complete strangers. After they had gone, it all 
seemed as if it had happened a very long time ago." (The connection with the 
experience of time was clear in this and in several other cases. Erwin Straus 
has pointed out the disparity between '' world-time ” and “ subjective time ”, ex- 
periential time, in depressive states, but his conclusions are more readily applied to 
such phenomena as unreality than to the problems of differential diagnosis, to which 
he would extend them. The consideration of the experience of time in depressive 
states has formed part of a special study (Proc. Roy. Soc. Med., March, 1932), but 
the number of patients among these 61 in whom available data were collected was 
too small for the matter to be gone into here.) E. A— (Case 1) in each attack has 
felt that her son was unreal, or that his hair was unreal, associated with fears of 
harm coming to him. B. S— (Case 53) said: “ I've been away from my children 
so long, I can't think they're alive now. My babies are dead." An unusual change 
was reported by D. P— (Case 48), who said: '' Everybody's voice seems far 
away." | | 


Clearly the emphasis must be laid on a change in the environment, which 
may be interpreted as unreality, mystery, death, acting, imposture, soulless- 
ness; it is not only a question of unreality. It has connections with the 
affective state, with the state of consciousness (bewilderment, muddle, im- 
pression of mystery and confusion, dream-like state), with memory, ability to 
recall images with vividness, experience of time, individual relationships (e.g., 
to son, E. A—), and perhaps also with actual perception. Which of these are 
causal relationships is difficult to see. The literature on the subject is mostly 
speculative, and influenced by psycho-analytical theory or by the French 
doctrine about “ l'application au réel du psychisme ”. 

MacCurdy's views are, briefly, that in depressive conditions there is a 
“locking of unconscious processes in infantile, anti-social motivations. These 
must be repressed. So thorough is the repression that it inhibits interest 
in the environment. The affect engendered—that of incapacity, heaviness, 
sluggishness—is rationalized mainly in projection on to the idea of self. In so 
far as it is projected on to the environment, the latter seems to be dull and 
inert. That is, it feels unreal. But MacCurdy is aware that there are patients 
to whom this will not apply, in whom there is no “ retardation ". To explain 
these he compares their state with that of epileptics. The “ dominant sexual 
motivations ” are so intermingled with the social that “ instinct-processes of 
the latter order " are repressed with them, but the group of “ ego-instincts ”’ 
escape and these “ can motivate all kinds of adaptations that express expedience 
and can be achieved by intellectual effort ". He also remarks that “‘ when 
we have emotional contact with anything . . . we are identifying our- 
selves with it. When this identification takes place, the thing feels 
'real'; before that it is phantasmal, shadowy ". And he goes on, 4 
propos of the mystical experience, to say that, if an excessive fecling of reality 
develops in connection with thoughts or perceptions, these experiences are 
“real in the very sense that the world around is real ". This is a wide field for 
speculation ; but about the '' feeling of reality " he is more precise, in distin- 
guishing it from the “ sense of reality ” ; “ the latter disappears only when such 
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a profound introversion of interest and attention takes place that intelligence 
itself is affected. This introversion is the foundation of functional insanity ”’ 
'* The depressed patient suddenly thinks that his soul is lost, while the schizo- 
phrenic imagines that the world is destroyed. Both these ideas are dramatiza- 
tions, as it were, of a sudden loss of interest or emotional contact with the 
environment ". This is only an incomplete account of MacCurdy's views 
which have exercised much influence on American and English psychiatrists. 
The difficulties of his explanation are, however, sufficiently evident. There 
is an affect of sudden incapacity which is projected ; there is a withdrawal of 
interest or libido; these are parts of the same explanation of unreality in 
retarded depression ; in non-retarded “ unreality depression ” it is an escape 
of "instincts ” which can achieve adequate activity by intellectual effort ; 
and there must be identification with things before they are felt as real—surely 
this is unwarranted stretching of the meaning of “ identification ’’ ?—who 
identifies himself with a petrified tree ?—and it is through intellectual disturb- 
ance that a feeling of unreality changes to a sense or conviction of unreality 
(which is essentially the process of delusion formation, involving degrees of 
conviction), and the process is essentially the same in the schizophrenic's 
“end of the world " experience and the depressive's conviction of having lost 
his soul. It is impossible, and perhaps misleading, to examine so complicated 
a system as MacCurdy's except at length, and that is not possible here. In 
recognizing that the “ unreality " experience may occur in other states than 
those of retarded depression, he is obliged either to give up his view that it is 
the correlate of withdrawal of emotional interest, or so to adapt this view that 
it becomes applicable to states where there is no sufficient evidence of such 
withdrawal. 

Wilmanns was one of the first to point out the characteristics of deper- 
sonalization in cyclothymic depressive states. Esquirol had given a perfect 
description of it in the words of oné of his own patients.  Juliusburger 
included it as a manifestation of his '* pseudo-melancholia ” and there was much 
controversy between him and Heilbronner, which made it clear that 
depersonalization could occur outside manic-depressive pictures. Schilder 
was forced to the same conclusion, as anyone must be who studies the mental 
state carefully—perfect descriptions of depersonalization surpassing those re- 
ported in the cases of this series have been collected from obsessional and schizo- 
phrenic patients here in the hospital—but in Schilder's conclusions about its 
relative infrequency in melancholics he seems to be misled by the volubility 
and eagerness with which many non-melancholic psychopathic patients recount 
their unreality experiences, whereas the melancholic seldom makes much 
moan about this symptom ; it is necessary often to ask him “ How do things 
look to you? How do you feel in yourself ? '' or even “ Does your body feel all 
right?" In some cases it is only when there is a swing to mania impending 
that the unreality feelings are brought up and reported to have been present 
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for some time, though not complained of (e.g., F. N—, Case 45). From per- 
sonal observations one would judge depersonalization and objective unreality 
feelings to be especially common among the obsessional inquiring doubters, 
those who are compelled to think constantly about the why and wherefore 
of everything, the origin of life and the metaphysical bases of knowledge. The 
literature of the subject since Schilder has been concerned more with the 
interpretation of the symptom in terms of libido and cathexis than in giving 
it its place and significance in clinical states. To this Lange is an excep- 
tion. It is his conclusion that the unreality phenomena are not part and 
parcel of the fundamental disorder of circular insanity, but are effects of other, 
independent predispositions : '' Wir werden nur vermuten dürfen dass wir 
eine pathologische Verstärkung auch gemeinhin zugánglicher Reaktionsmóg- 
lichkeiten vor uns haben, deren Zutagetreten allem Anschein nach durch 
melancholische Stórungen erleichtert wird. Entsprechend zu beurteilen sind 
wohl auch jene gleichfalls nicht seltenen Beobachtungen, in denen die 
zyklothyme Depression mit anderen Reaktionsformen so etwa mit Zwangs- 
erscheinungen einhergeht " (" We may only suppose that there is here a 
pathological intensification of possibilities of reaction that are generally avail- 
able, their appearance in these cases being facilitated by the melancholic 
disturbance. A corresponding view must be adopted in regard to the not . 
uncommon observation that a cyclothymic depression sets in with features of 
another type of reaction such as the obsessional’’). With this view one is in 
agreement, though without excluding other influences than pre-formed dis- 
position. As K. Schneider has shown, and indeed as common experience 
would lead one to expect, an apparent change in the objects of the environment 
may come about in disturbances of consciousness, or more strictly in limitation 
of field of awareness, as well as in affective changes, so far as such construc- 
tions and distinctions can be made with profit. Malamud, much influenced 
bv Schilder and by Gestalt psychology, has examined three cases, and 
concluded that reality is a relative experience, dependent on the balancing 
between standard subjective values and standard objective stimuli. To this 
general conclusion there can be no objection, though his elaborate identification 
of the outside world with the ego-ideals seems a conjectural structure—more of 
an oblation on " dynamic " altars than a help to understanding. For 
depersonalization to occur, there must, according to Rickman, be partial 
withdrawal of object and egocathexis—a pathological condition of the ego 
which responds to a loss of cathexis as to a narcissistic injury, and a relative 
hvpercathexis of unconscious phantasies. 

Birnbaum, accepting as purely conceptual, rather than essentially 
explanatory, the psvchodynamic mechanisms of a splitting-off of affective 
elements from special functions, especially the self complex, rejects psvcho- 
genetic interpretations in the sense of a flight from reality or a flight from the 
ego. Rosenfeld insists on the integration of the total personality, acting on 
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the environment constantly and only conceivable in relation to the environ- 
ment, as it is presented in Stern’s psychology ; it is the loss of this totality- 
function that is concerned in feelings of unreality. He quotes Oesterreich, 
who thinks there is a disorder of the affective accompaniments of perception- 
processes—really only a translation into psychological terms of what the patient 
is telling us—and Lówy, who considers the fundamental phenomenon to 
be a loss of the “ Actionsgefühle " which accompany all activity, possibly 
itself the expression of a lowering of psychic lability or of psychic states of 
energy. To these chiefly transliterating “ explanations" Rosenfeld adds 
his view that the “ delusional mood (Wahnstimmung or Wahnbewusstheit '") 
is a change of the consciousness of self, such as is especially common in acute 
stages of mental disorder and usually accompanied by strong affect ; there is a 
feeling of fundamental change ; where this occurs suddenly, the patient may 
turn away from the environment, and there occur illusionary falsification 
and transformation with loss of interest. Mayer-Gross deduces unreality 
from a discrepancy between actual sensory sharpening of excitability on the 
one hand, and an incapacity to allow this improved function to become an 
"impression" through the “sensory movement ” (an explanation closely 
associated with his and Stein's views on perception), and he points out the 
difficulty of accounting for the frequent occurrence of unreality feelings in 
states of exhaustion, in fever, etc., if one accepts the current views which lay 
the chief emphasis on the content of the thing experienced and regard content 
as the directive factor in the datum of reality. He also, in reference to Janet, 
points how common the experience is, in “ psychasthenics "', people of a particu- 
larly sensitive discriminative temper, easily stimulated by small happenings. 
Janet had laid emphasis on the disturbance of the “fonction du réel ’’ 
leading to what he has denominated “ le sentiment du vide ". His views were 
dependent on his theory of the nature of perception. For French writers 
perception is a practical act ; to recognize an object is, in Bergson’s phrase, to 
know how to make use of it ; perception gives us an image of reality onlv 
in the measure of our desires or needs ; the most important part of perception 
comes from ourselves. It will be seen that from the clinical problem of un- 
reality one is led to the larger question of perception, with its pathological 
aspects in illusions and hallucinations and its close connections with the state 
of consciousness and the affective state. The artificial separation of elements 
of psychic life, pathological or not, is constantly defied by the data, and the 
assertion of causal dependence is often only a statement of a temporal relation, 
not constant or total or precise. It is not only that unreality appears else- 
where than in depressive states; it is not only that it is part of a general 
relation of the personality to the environment ; it is also a token of the 
essential likeness between clinical states, generally regarded as either opposed 
or dissimilar. There is, for example, a good description, in Deron's mono- 
graph, of the illusions, errors of interpretation, false recognitions and other 


4€ 


— i Rn 


1934. | BY AUBREY J. LEWIS, M.D. 337 


disturbances of perception in manic states; the greater part of it might well 
serve as a description of the disorders of like kind recorded as having occurred 
among these sixty-one depressed people. 


DISORDERS OF PERCEPTION. 


To these Kraepelin devoted four pages of his description of depressive states. 
The majority of writers have considered that true hallucinations may occur ; 
but Delmas says that, unless complicated by confusion, delusional melancholia 
is not accompanied by hallucinations, though occasionally '' des représentations 
mentales vives puissent en imposer pour des hallucinations ” (* Vivid mental 
pictures may be mistaken for hallucinations’’). Séglas thinks that true 
hallucinations do occur. Before quoting other writers on the point, the 
findings in these patients may be given : 


There were disorders of perception, apart from unreality and depersonalization 
feelings or false somatic interpretations, in the following : Cases 5, 6, 11, 13, 15, 18, 
I9, 22, 23, 24, 25, 26, 36, 41, 43, 44, 46, 47, 59, 60, 61. In none of these patients, 
except M. C— (Case 6), was there any question of drugs being responsible. M. C— 
was receiving a mixture which contained hyoscyamus. In B. J— (Case 36), 
W. G— (Case 26), R. D— (Case 19), M. C— (Case 6) and A. C— (Case 11) they 
were only auditory ; some of the patients heard the screaming of babies, which 
may have been misinterpretation of similar sounds coming from other wards; 
M. C— heard indistinct moanings ; R. D— heard noises like bells and chickens, as 
well as voices, of his parents and the scoutmaster; he said: ''It's very hard to 
explain; I don't think it’s my Dada’s voice . . . it’s just what I think Dada 
is saying; he doesn't say anything." He was unable to say exactly what it was 
that he heard. Another example of Gedankenlautwerden is A. N— (Case 43), who 
thought he heard people say, ‘‘ He never talks to anyone when he sees all this, 
so he must be dumb " ; this is less hallucination than misinterpretation in a special 
direction. Similarly H. C— (Case 13) thought she heard the gramophone sav 
that she was the Devil. A. F— (Case 21) and M. S— (Case 52) likewise misinter- 
preted what one said to them, construing it in the sense of blame or contumely ; 
the latter, for example, thought that the nurses called her “ pig ’’, and she overheard 
the physician speaking of her in disparaging terms. A. G— (Case 24) heard talk 
about hangings and executions and references to stables and his father. (He was 
ashamed of his father, who had been a jobmaster.) 

Visual hallucinations were mentioned bv several patients; they always had 
occurred at night, and it was ditticult to ascertain from the patient's account 
whether they had been dreams, visions while definitely awake, or hypnagogic 
hallucinations ; the last seemed the most likely in all of them. Their indefiniteness 
and the readiness with which the patient forgot the detajls were characteristic of 
hvpnagogic hallucinations. The patients who reported them were J G— (Case 
25), D. N— (Case 41), and E. W— (Case 60). In E. N—, however (Case 44), and 
A. P— (Case 46), they were not so regarded, but in the former as anxiety dreams 
and in the latter as definite anxiety hallucinations, possibly with toxic causation ; 
E. N— has continued to have them, and A. P— to remember those she had. A. P— 
had them for four days after her confinement ; she was being strangled, the rack 
was prepared for her, the stake was put up, her funeral passed before her, an 
old man and a baby laughed at her, saying, “ They have taken knives and forks 
out of her stomach”. E. N— said: “ Directly I shut my eyes, it's all red and 
I'm standing like on water; just as if giddy, that's the sensation. Terrible things. 
One night it woke me up; seemed to say to me, ' Take some poison’; it woke me 
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up " (dreams probably). D. N— gave a description of the Devil as she had seen 
him, but added, “ I've imagined him". J. G— said: “ I saw faces all through 
the night. I'm always seeing faces; everything I look at; all various faces ; 
animals and men and all the rest. I fix my eve on something and it turns into 
an animal, mostly monkeys. I don't actually see it." The last sentence is 
illuminating. 

There is another group of patients who have hallucinations in more than one 
sensory sphere; it would probably be more correct to say '' false perceptions ’’ 
than hallucinations. These patients were E. B—-, M. C—, E. G. D—, E. R. F—, 
E. J. F—, E. P—, C. W— and I. W— (Cases 5, 15, 18, 22, 23, 47, 59, 61). In 
E. B— they were visual, auditory, cutaneous, bodily, olfactory, gustatory and 
vestibular; thev were fantastic, often vague and muddled, and where they were 
elaborated it was largely in conformity with her attitude towards her painful 
sexual experience, as disclosed in delusions; her description of her sensations, as 
taken down from her lips, covered many pages. E. P had visual, auditorv, 
somatic and olfactory hallucinations; she heard her own voice also, when she 
was not speaking. I. W— heard voices talking about her ; her food tasted peculiar, 
she saw horrible faces at night; she believed she emitted a foul odour: ''I can 
smell it, and I can see the expression on people's faces." C. W— had similar 
olfactory hallucinations, and felt insects crawling under her skin. E. J. F— said 
she could smell a bad odour from her body ; the water tasted “ funny ’’, she heard 
voices saying, “ Come home". E. R. F— had horrible visions of being buried 
alive, and heard voices reproaching her and talking about her. E. G. D— had 
auditory hallucinations at the beginning of his illness, heard bangs and other 
noises which he believed were to annoy him, and later asserted that he gave oft 
a vile smell which he could notice himself. M. C— declared that she saw a crucifix 
turn away from her, and also that she heard the Devil say, “ Ah, ah '"' near her. 


There are three possibilities : a disorder of consciousness, akin to delirium, 
with hallucinations ; a misinterpretation in the sense of prevailing trends 
of pre-occupation (illusions); a true psychogenic hallucination, complex- 
determined. Which of these is found, or are allof them ? To consider only the 
content of the error of perception, the things seen or heard, the kind of smell 
and so on, is to escape the main problem of genesis and nature. Hypnagogic 
hallucinations and misinterpretations of things seen and heard are not dithcult 
to account for ; there remain such patients as E. B— and E. P— and J. W— 
and A. N—, to take extreme cases. Either their hallucinations are to be 
explained as one of the direct manifestations of the anxiety-affect or of depres- 
sion, or as manifestations of disturbed consciousness, secondary to toxic or 
affective changes. The whole problem of hallucination is so intimately bound 
up with this small special aspect that any comprehensive survey of the point 
at issue is impossible. Recent French writers have considered that the essential 
feature of true hallucinations is their independence, the impossibility of tracing 
their derivation, since they are manifestations of pathological automatism. 
German writers tend to regard true hallucinations as primary experiences, 
essentially physiogenic. Bleuler, discussing the hallucinations in schizophrenia, 
says, “ Diesen Charakter (Folge von Heizzustánden des Nervensystems zu 
sein) behalten sie insofern bei, als sie z.B. mit den Exazerbationen der Krank- 
heit unabhängig vom Wahnbedurtnis zu- und abnehmen. . . . Mert 
aber werden sie von psychischen Bedürfnissen umgearbeitet, den Wahnideen 
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angepasst. . . . Je elementarer die Empfindungen sind, um so eher sind 
sie physiogen, oder um so grosser ist ihre physiogene Komponente " (* They 
keep this character (of being the consequence of a state of irritation in the 
nervous system), in so far as they increase and diminish with the exacerbations 
of the disorder, apart from delusional requirements. But for the most part 
they are worked upon by psychic requirements changed and adapted to the 
delusional ideas. The more elementary the sensations, the more they are of 
phvsiogenic origin.") But on the other hand, hallucinations (of chiefly 
paranoid colouring) occur as psychogenic phenomena in prison psychoses, 
and after earthquakes and other great catastrophes (Birnbaum) ;. they 
lack vividness. It does not seem that any of the patients in this series 
who had true hallucinations can be included in this group of persons 
with psychogenic hallucinations and clear consciousness. In all who 
appeared to have genuine hallucinations there was concomitant evidence 
of perplexity and disturbance of consciousness (not severe, except in 
A. P— and E. B—). It is, of course, possible for affective states to result 
in a disturbance of consciousness with hallucinations (cf. Rosenfeld), and in 
such cases the characteristics are those described by Mayer-Gross in his 
** oneiroid states ". These characteristics were evident in all those with true 
hallucinations in this series, except E. G. D—, B. J— and A. M.P— E.G. 
D—’s auditory hallucinations were of that “ elemental kind ” referred to by 
Bleuler as characteristically physiogenic ; they disappeared within a short 
time and did not return, but were replaced by bodily feelings of a peculiar 
kind and olfactory hallucinations of a dubious genuineness (? inferences from 
delusional misinterpretation, elaborated), and he was found to have had active 
maxillary sinusitis at this time; in B. J— the hallucinatory experience was 
transitory, and appeared associated with periods of cardiac failure or ineffi- 
ciency; in A. M. P— the hallucinatory experiences were vivid, not dream-like, 
and were remembered long after; they also cleared up within four days, 
following childbirth. In these three patients the hallucinations were physio- 
genic, occurring in a confusional state of toxic origin in E. G. D—, cardiogenic 
in B. J—, and toxic-exhaustive in A. M. P—. 

It has not seemed desirable to consider as somatic hallucinations either 
headache or pains in various parts of the body, or odd internal sensations 
or depersonalization phenomena, though Kraepelin does so. They are here 
considered each in a different connection. It has not been necessary to empha- 
size the dependence of the content of the hallucination on the mood and 
beliefs of the patient ; this is evident from the records. The relation has been 
analysed in much detail by Schroeder, with especial reference to such 
cases as A. N—, E. R. F— and M. S.—. Reference must also be made to 
Cramer's famous views on hallucinations in affective states, especially 
melancholia, in which “ Gedankenlautwerden " was referred to changes in 
muscle-sense perception. 
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SUICIDE. 


All writers lay stress on the risk of suicide ; few give indications that will 
guide one in assessing the risk. In this hospital the precautions against suicide 
are not extreme ; in order not to sterilize the environment, some opportunity 
is inevitably left for the patient to attempt suicide. It is clear that in such 
circumstances one must use judgment in deciding the degree of risk, which 
patient may be in the less carefully observed wards, which may be permitted 
to walk about the hospital, which must be under more adequate observation 
and which under constant surveillance. The important factors in deciding 
this are the patient's statements about his intentions in this respect, the depth 
of his depression or agitation, his statements about whether he finds life worth 
living, and his previous record in the respect of suicidal attempts. The last 
is usually the least important ; many patients are admitted to hospital after 
trying to commit suicide, are nursed in an open ward, but make no further 
attempts. It must be admitted that these criteria occasionally fail, as much 
on the negative as on the positive side ; those whom one regarded as determined 
on suicide make no attempts, in hospital at any rate, and those whom one 
judged safe, do. There are certainly other factors. 

Laignel-Lavastine has drawn attention to the necessity for remembering 
that suicide can occur after ripe reflection, for perfectly reasonable motives— 
he adduces the case of Admiral Ito. The reasons may be practical, e.g., 
incurable disease, dishonour, ruin, or theoretical, as in the case of Paul 
Lafargue. Ifoneconsiders the state and the beliefs of many depressed patients, 
one's wonder is not that they should attempt suicide, but that some of them 
do not; M. E. B—, for example (Case 3), H. D. H— (Case 28), A. H— (Case 
34) and C. W— (Case 59)—who could have better reason for putting an end to 
life than these? Yet none of them made even a gesture. Gestures, when 
they are made, are usually regarded as play-acting ; the patients who take 
elaborate steps or announce their intentions freely are regarded as hysterical, 
seekers after sympathy or attention, criers of '' Wolf " overmuch, notoriety- 
mongers, infirm of purpose ; many such succeed in killing themselves, which 
is the main point, but it 1s dismissed as a mistake they made, an error of 
judgment in staging the performance, a too thorough dramatic effort, an 
excess of zeal, inadvertently lethal. Such distinctions are often little more than 
casuistical niceties. D. C—, for example (Case 14), threatened suicide frequently, 
kept throwing the window open and leaning out, asking about various poisons, 
and otherwise openly suggesting her intentions; she sucked some tablets of 
creosote and lysol, and when found she volunteered the advice that white of 
egg and milk were the best antitodes for corrosive poisoning ; she made small 
cuts on her wrists with scissors, wrote letters saying that she had thoughts of 
flinging herself from the window of a railway carriage ; yet she finally put the 
bolster in her bed, so as to make it appear that she was still sleeping, and walked 
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out into the sea very early in the morning and was drowned. E. T— (Case 56) 

was disregarded by her family because she threatened so often and did not 
carry it out, but her final attempt had every feature of determination and mortal 
effect. It is not to be denied that there are patients who have phantasies of 
suicide, much as children do, in which their central róle, the remorse of their 
persecutors and those who misunderstood them, the dramatic event, are the 
chief features, but from them one cannot conclude that suicide, determined 
and effective, may not occur. A patient of this sort was E. W— (Case 60), 
who sent souvenirs, flowers, forget-me-nots to her friends, and contemplated 
with anticipatory enjoyment her post-mortem importance, an object of pity to 
archbishops and judges ; F. N— (Case 45) wrote farewell letters and went to the 
electric railway, found himself less ready for death than he had thought, and 
went home again and gave his father the farewell letter ; but there have been 
a number of depressed patients in this hospital not included in this series, who 
were regarded after just such behaviour as being unlikely to make a serious 
attempt at suicide, who have cut their throats dangerously or otherwise shown 
the error of the assumption. 


The following are the patients who attempted suicide during the course of their 
present illness: Cases 4, 5, 6, 7, 9, IO, 13, 14, 16, 18, 19, 2I, 22, 32, 33, 37, 38, 
39, 41, 42, 48, 49, 53, 55, 56, 61. Patients who talked about suicide but made 
no attempts are not included, nor those who wanted to starve themselves. The 
attempts were desperate or almost successful in the following : Cases 4, 5, 10, 13, 
14, 18, I9, 32, 33, 37, 39, 56. In the remainder the attempts were feeble, abortive 
things or dubious; the inadequacy of the attempt seemed in most of them to be 
due to the muddled state of the patient, not permitting of effective plans and 
action ; there were none in whom it seemed to be primarily a demonstration. 
Turning back from the full accomplishment of so irrevocable an action also played 
its part. There were such anomalies as A. F— (Case 21), who repeatedly asked 
to be put out of her misery and would supplicate for poison, yet had made only a 
poor attempt (taking an overdose of medinal) though she had had opportunity. 
Of course allowance must be made for individual repugnance to available methods ; 
many would poison themselves, for example, who would shrink from cutting their 
throats. 

Drowning, burning, poison and gas are the common forms in this series—the 
patients are mostly women. J. G— (Case 25), besides trying to burn herself, tried 
to bash her head on the iron pillars and the stone; L. A. H— (Case 32) threw 
herself from a window ; M. R— dropped heavy weights on her head and stepped on 
live wires; I. W— (Case 61) tried to swallow half a crown; E. E. T— swallowed 
a nail; R. S— and B. S— tried strangulation. G. M— (Case 39) showed a change. 
Her first suicidal attempt was described by her as follows: ''I began to think of 
doing away with myself; life wasn't worth living ; I wasn't doing my duty. Atlast 
I told myself I'd be better off dead, and so I took camphorated chloroform and 
twenty tablets of aspirin. I wrote my husband three letters; I told him to look 
after the baby ; I said I couldn't carry on. I picked the baby up after I took it, 
and I walked round the kitchen and did some work; then 1 got queer and my 
sister came in and found me, and I lost consciousness." Later she had apparently 
recovered from her depressive illness, and was about to be discharged from hospital 
when she arranged at the week-end a suicide pact with another patient; they 
both took enormous quantities of aspirin and the other woman died ; the patient's 
behaviour had given no inkling of her intention to her husband, who left her an 
hour before the attempt was made. After this she made three more attempts at 
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suicide, and was finally certified and admitted to a county mental hospital, because 
she '' could not be alone; she had an overwhelming desire to kill herself, and could 
not control it". An awful feeling with intense depression would come on suddenly 
and she would feel this impulse. In hospital she was bright and happy because 
she felt safe. This attitude, suggestive of a compulsive quality about the suicidal 
inclination, was seen also in A. H— (Case 34), who went to a police station, asking 
to be protected against himself, and in I. M— (Case 40). 


To make a clear distinction between obsessions to commit suicide and the 
suicidal inclinations of the melancholic is not practicable, for many of the latter 
keep their promises to report any strong suicidal inclination, or do so spon- 
taneously, though they have not promised ; this would suggest that there is 
still a general discomfort at the inclination, or a resistance to it, and that the 
patient sceks the assistance of the physician in overcoming or thwarting the 
tendency ; and in many the suicidal inclinations are not wholly explicable 
from the patient'sstate. '' Something seems to tell me to do it " many patients 
say, rather than “ I want to do it ”. R. S— (Case 55) who had tried to hang 
himself, said: “ My wretched mind keeps on making me think terrible thoughts, 
that I want to be dead. . . . A terrible thought that keeps on in my mind 
is that I've got to let myself die. . . . I'm in terror that I can't hang 
on". To determine whether the inclinations referred to are '' obsessive ’’ or 
“melancholic "" would be difficult. 

Neither from the patient's state of depression nor his beliefs, nor the con- 
comitant behaviour and expression when he talks about any suicidal intentions 
he may have, can it be determined with considerable probability whether he 
will make effective attempts at suicide. There are some who invoke another 
factor, "the death-instinct ". Into the historical development of psycho- 
analvtic theory concerning the death-instincts this is not the place to enter ; 
Freud has written, in The Ego and the Id, that in melancholia, “ what is 
now holding sway in the super-ego is, as it were, a pure culture of death in- 
stinct ". That this may be held to account for suicidal attempts is a further 
conclusion. Several have examined this view. Blacker, rejecting specific 
death instincts, concludes that “ the instinctual frustrations that characterize 
severe endopsychic conflicts . . . express themselves somehow as aggres- 
siveness. Guided by cultural influences absent in the animal world (which 
influences, I think, are well epitomized in the conception of introjection) the 
aggressiveness can be directed upon the self and take form as active suicidal 
wishes ". He regards deaths bv active suicide as “ exceptional and harmful 
miscarriages, arising in abnormal circumstances, of biologically useful 
instincts". It seems necessary to invoke some factor, not clear in the 
state of the patient or even implicit in it, to account for suicide; to 
proceed on the assumption that it is a logical reaction to the utterly 
intolerable situation of the patient is to account for only some of the cases 
of suicide, certainly not to account for those who, in equally intolerable 
circumstances, make no attempt at suicide. One must assume either an 
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urge to death, not secondary to the depression, but rather released by it, and 
sufficient to overcome the urge to life (which is broadly put, the psycho- 
analytical theory), or else an urge to life which is so much stronger in some 
than in others that it prevents them from taking the only possible way of 
immediate escape from a sea of troubles where others do take it. This latter 
view, which finds the difference between individuals in this respect to be a 
difference in make-up, in instinctual endowment, is not far removed from the 
view of Morselli, who wrote, “ We believe that if it were possible to know 
exactly the physiological temperament of all self-destroyers, and, above all, 
the hereditary transmission, direct or indirect, of the morbid germs, we should 
be able to trace back the fatal determination of their last act to its true and 
efficient cause ". He considered suicide was one way by which the weak were 
eliminated from society: ''It is a weak character who is destroyed in the 
struggle for life when it is a question of suicide." There is the problem, in 
concrete terms, of why M. E. B— never made the slightest attempt to harm 
herself, while E. E. T— killed herself. In neither was there much self-reproach ; 
both were weary of life, which had become stale and unprofitable ; both had 
relatives who wished them to live; both believed they would never be any 
happier ; there was nothing, save the earlier suicidal attempts of E. E. T—, 
to indicate how differently they would behave in this respect ; one assumes a 
tenacity to life, but this is no explanation and no help in assessing the likeli- 
hood in any case. By what other standards can such a quality be measured ? 
It is a question closely associated with the whole problem of reaction to illness, 
recovery from illness, not susceptible of present solution here, or perhaps 
elsewhere. It may finally be suggested that the tendency to suicide is less 
closely connected with self-reproach than the psycho-analytical school are 
inclined to suppose. 


ATTITUDE TO ILLNESS. 


It is customary to speak of the patient’s insight into his illness, and great 
importance is by some attached to it, e.g., Yellowlees has referred to '' the 
final and subtle touchstone, namely, the presence of insight in the neuroses 
and its absence in the psychoses. The psychotic, however mild his illness, 
had not insight ". This is an extreme, almost extravagant assertion, but others 
speak in the same sweeping way about “insight ". As long ago as the ‘eighties, 
Pick suggested that in the patient’s awareness of illness there were two 
features; a feeling of illness and an insight into the nature of the illness. 
Heilbronner, twenty years later, made a further distinction ; the patient 
may be aware of a change in himself, he may be aware that it is morbid, he 
may be aware that it is not so much bodily as mental: insight is present 
“wo der Kranke nicht nur das Gefühl einer eingetretenen Veránderung hat, 
wo er weiter nicht nur das Bewusstsein einer durch krankhafte momente 
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bedingten Beeintrachtigung seiner psychischen Functionen hat, sondern auch 
den Einzelsymptomen der Erkrankung gegenüber Kritik zu üben im Stande 
ist, wo er insbesondere auch Symptome, die nicht unmittelbar zu einer sub- 
jektiv zu empfindenden Stórung des somatischen Befindens oder Herabsetzung 
der psychischen Leistungen führen, als krankhaft zu erkennen vermag, wo er 
also der eigenen Erkrankung in demselben Masse objektiv gegenüber steht, wie 
etwa der Laie der Erkrankung eines anderen gegenüber sich stellen kann "' 
(“ Where the patient not only feels that a change has taken place and is aware 
of a morbid reduction of his psvchic functions, but is also able to take a critical 
attitude towards the individual symptoms, and especially to recognize as 
morbid symptoms which do not lead immediately to a subjectively experienced 
somatic disorder or lowering of mental capacities, 1.e., where his attitude to his 
own illness is as objective as that of an ordinary lavman to the illness of 
another’). This is a just, 1f over-schematic, distinction, and one reached here 
independently, on examination of the grounds on which an opinion on insight 
had been based in each of these sixty-one cases. To limit insight, on the one 
hand, to recognition of non-reality of delusions and hallucinations, or, on the 
other, to recognition of illness, is inadequate; to blend them, confusing. 

The following patients declared, many of them protested, that they were 
not ill, that there was no need whatever for them to be in hospital: Cases 3, 4, 
6, 7, IO, 15, 24, 27, 28, 32, 33, 37, 41, 42, 45, 47, 49, 54, 58, 61. The following 
patients believed that they had physical ailments, but not mental or nervous 
ones ; Cases 8, 9, 17, 18, 21, 23, 34, 43, 59. The patients who said they were 
ill but did not discuss the nature of the illness or analyse it were Cases I, 2, 
5, II, 12, 13, 14, 16, 19, 22, 30, 35, 36, 40, 44, 46, 50,60. Those who considered 
they had some mental or nervous disorder were Cases 20, 25, 26, 29, 31, 38, 
39, 48, 51, 52, 53, 55, 56, 57. The attitude towards individual symptoms will 
be considered separately. 

There is much practical importance in this matter. Patients wil be 
willing to come to a hospital for treatment if they believe they are ill, but 
they will not stay if they believe thay have some physical ailment which is 
not receiving the attention, surgical or otherwise, which they consider necessary. 
Even in a purely voluntary hospital, it will be seen from the above lists that 
there may be many people who deny that they are ill at all, as well as others 
who maintain that there is nothing about them that calls for treatment in a 
psychiatric or neurological hospital. Even allowing for those who come and 
remain because of pressure from their relatives, etc., it is clear that patients 
may protest they are not ill mentally, and yet have enough perception of their 
disordered state to recognize the desirability or benefit of their being in a quiet 
place, nursed, cared for and medically supervised, if not actively treated bv 
interference. The patient's willingness, in most cases, to give an account of 
his life and his illness, suggest a recognition of the possibility of medical help. 
It is therefore not right to conclude from the patient's statements that he is 
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quite sure he is not ill; furthermore, many such patients vary in their state- 
ments on this point, e.g., E. H— (Case 33) said, “ I'm not ill; my nerves are 
very strong ; its not nerves ”, but also '' Perhaps I'm a little mad ; hadn't I 
better be put in an asylum ” ; A. E. N— (Case 42) said, ‘‘ There isn't really 
anything the matter with me ’’, but also “‘ I wonder if I shall get all right again ’’; 
E. R— (Case 51) said, ‘I’m not ill; I just had this nervous breakdown ”’ ; 
B. S— (Case 53) said, “ I imagined things ”’, but also, “ I didn't come here as a 
patient ’’ ; B. S— (Case 54) said at one time, “ I’m not ill at all, there's nothing 
wrong with me ”’, at another time '' I must be daft " ; similarly B. J—. Where 
patients observe themselves so carefully as does the melancholic, there is at any 
rate a recognition of a changed state, as expressed in complaints of difficulty 
of thinking, etc. ; the difficulty arises where the appreciation of this change 
is given a definite form, as by the hypochondriacs, who believe they have a 
phvsical ailment fer se, and not merely as outcome of their mental illness ; 
and the apprehensive, who insist that they are going mad, less a judgment 
than a fear, almost a delusion, though formally an appreciation of mental 
illness ; and the moral who translate the change, not into terms of health, well 
or ill, but into terms of good and evil: “ It’s not illness but sin or perhaps 
possession " (E. J—, Case 37). Some patients, who deny they are ill, yet 
show a clear appreciation of their own character in its trends and failures, 
e.g., H. C— (Case 10) or M. B— (Case 3), who said, “ I'm not ill; I can see things 
plainly, as they really are ’’, yet she was also aware that there was a change in 
herself, which was to be deplored (cf. A. G—, Case 24). One is driven to 
consider what people mean when they say they are ill; for most, illness is a 
change imposed from without, the hand of God or accident, whereas a change 
in the direction of depression, boredom or restlessness is a failure of their will 
or, at all events, chiefly an internal happening ; but common to both is the 
perception of a change in oneself which is unpleasant; the difference lies in 
the interpretation of how it has come about, and secondarily in its ascription 
to definite organs or essentially to changes in tissue structure. “It’s not 
illness, but I'm afraid I'll lose my reason "' said E. J—. 

Many of these patients use the “ as if ’’ construction, e.g., H. C— (Case 13), 
who said “ I feelasif . . . ";""Iwouldn't have these fanciesif . . . ”’, 
M. S— (Case 52), who said, “ It must be imagination. I feel as if I'm causing 
all the trouble. I don't really think I poisoned the others " ; H. D. H— (Case 
28) said at first, “ I am going mad ”, and then said, “ I am quite healthy and 
well, but I'll go mad if . . . " This idea of going mad was sometimes 
expressed as a delusion with vigour and coloured by the “I’m a fraud ” 
attitude, e.g., J. G— (Case 25) said, “ My brain's a bit off ; the whole truth is 
the brain is all right but the nerves aren't. I haven't any control over it. I 
feigned I was mad. . . . It’s an imaginative complaint, hysteria ". Simi- 
larly M. B— (Case 4) and M. R— (Case 49) who said, “ Fm not genuine, I'm 
a fraud ; I'm not ill at all; I've just pretended. I've ruined my brain by 
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turning things over and over ". W.G— (Case 26) said, “ I am mad, I can't 
control myself " ; M. H— (Case 29) denied that she was ill, but said she was 
not “all there ". R. H— (Case 31) said, ' My head's gone wrong, but I'm 
sane enough to talk of it. I ought to be killed like a mad dog ”. F. N— 
(Case 45), “ I'm not really ill; it's just a weight on my mind ”. 

As to the attitude to particular symptoms, there were no patients who 
insisted on the objective reality of their auditory or visual hallucinations 
(which were vague), though they would act on them occasionally, going out to 
see where the noise came from or the wailing, and so on ; unpleasant olfactory 
experiences they were convinced of, in many cases, as of “ somatic hallucina- 
tions ", hypochondriacal bodily feelings. In many, as already remarked, the 
“as if’’ construction was used. As for delusions, spontaneous utterances and 
the response to objections and reassurance are the chief criteria, together with 
the degree to which the patient acts on his beliefs. The response to reassurance 
has already been discussed, as has also the degree of conviction. But response 
to reassurance and degree of conviction do not always go hand in hand with 
insight ; the patient may regard his false beliefs as morbid phenomena and vet 
be quite certain of their truth—a logical contradiction, but not an impossible 
one psychologically—e.g., E. A— (Case 1) was quite sure her son was changed, 
yet she would add reflectively, and as if by way of a concession, “ The altera- 
tion is really in myself ", D. N— (Case 41) said, “ Detectives follow me ; 
people know all about me ; but they can't really, its my feelings ". Into dis- 
cussions of belief and intelligence, so often introduced into this problem (cf. 
Heilbronner), it is not appropriate to enter here. It is necessary to call 
attention to the comparative infrequency with which these patients conceal 
their beliefs ; concealment implies among other things a recognition of how 
others regard the beliefs, a knowledge that by ordinary standards the beliefs 
are false, and may lead to dissimulation during improvement and convalescence, 
such as has been written about especially in the German literature. Among 
these patients it was well seen in A. N— (Case 43), who declared with indifferent 
success that he thought it had all been imagination, and may have been 
operative in G. M— (Case 39), who seemed well, but went and attempted 
suicide (cf. Bostroem). 

The matter is summed up by Lange, who, speaking of depressive states, 
remarks: ''Vielfach besteht, zumal bei den Leichtkranken, ein lebhaftes 
Krankheitsgefühl, ja, in den spateren Anfallen stehen manche Periodisch- 
Melancholische ihren Krankheitserscheinungen mit voller Einsicht gegenüber. 
Ein mehr oder weniger dunkles Krankheitsbewusstsein fehlt auch in schweren 
Melancholien selten; ja, es kann sich selbst neben ausgesprochenen Ver- 
sündigungs-und anderen Wahnideen geltend machen. Dann betrifft es aller- 
dings meist ausschliesslich den kórperlichen Zustand, wahrend die Móglichkeit 
einer seelischen Veränderung von den Kranken ferngewiesen wird '' (“ Even in 
mild cases there'is often a strong feeling of illness, and in later attacks many 
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patients with periodic melancholia regard their symptoms with complete 
insight. A more or less obscure awareness of illness is rarely absent even in 
severe melancholia; indeed, it can coexist with pronounced delusions; in 
that case, however, it nearly always refers to the bodily state only, while 
the possibility of there being any mental disorder is repudiated.’’) This is 
better than Stoddart's assertion that “all who suffer from insane delusions 
lack insight . . . ; we find insight most characteristically in cases of 
intermittent and periodic insanity, other states associated with depression 

provided always-that the patient has no delusions " ; or Strecker 
aud Ebaugh's “there is usually some degree of insight during the illness, 
though as a rule it is quite faulty ", which may mean anything ; or Yellowlees' 
dictum, already quoted, which cannot be true. 


CHIEF COMPLAINT. 


The subjective experience of the patient is not always deducible from his 
behaviour ; he may, like R. S—, lie quite still and be tormented by inner 
unrest. There may, furthermore, be many features of his condition, which 
seem to him of minor importance, though they bulk largely in observations 
upon him. It is only occasionally that one finds the “ intellectualization à 
outrance ", as Minkowski has called it, in which the patient observes 
himself with detachment and severely scrutinizing criticism, and even that is 
weighted on the side of condemnation. It has seemed desirable therefore to 
consider which are the symptoms that chiefly trouble the patient or of which 
he is most aware ; necessarily a ‘‘ cross-section ” of the mental state at a given 
moment, a static way of considering it as opposed to the dynamic flow of 
phenomena changing and reacting, as portrayed in other parts of this study ; 
but it is only in this way that one can learn what is the patient's hierarchy 
of values, often very different from that of the physician. 

The patient’s spontaneous description of his symptoms, or his replies to 
the question, “ What do you feel the matter with you ? " or “ Why have you 
come into hospital? What do you feel wrong with you ?” or “ What seems to 
be the chief trouble ? ”, form the material from which the following has been 
taken. Theobservations were made generally during the first week in hospital. 


Feeling muddled, puzzled, dazed, dizzy was the complaint of Cases 5, 18, 19, 
38, 40, 48, 51, 52, 53, 57; inability to think properly or to concentrate was com- 
plained of by Cases 35, 45, 48, 52, 55; press of thoughts by Cases 30, 55; feeling 
tired, fed-up, weary, listless by Cases 3, 20, 29, 30, 41, 42 ; Cases 17, 20, 30, 36, 43 
felt run down ; Cases 50 and 55 felt tense and restless; Cases 2, 6, 10, 11, 12, 38, 52 
felt worried ; Cases I, 5, 13, 14, 29, 40 complained that things seemed unreal ; 
Cases 4, 34, 49, 54, 59, 60, 61 were distressed about their wickedness, Cases I2, 
34, 39 about sleeplessness, Cases 14, 29, 31 about irritability, Cases 9, 47, 59, OI 
about their peculiar bodily sensations. In Cases 5, 33, 59, 61 it was the harm 
they might do others that worried them chiefly ; dirt caused great concern to 
Cases 5 and 29; Cases 32, 43, 45 complained of everybody looking at them. Cases 
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I, 7, 56 were chiefly concerned about their going mad, Cases 1 and 8 about the 
illness killing them. Cases 6 and 47 said only that they were terrified ; they did 
not know of what ; Cases 36 and 54 were distressed because they had dissimulated 
illness and had misled people; Cases 35 and 50 because they had neglected their 
homes; Case 49 because she had been inefficient. Cases 38 and 45 said their 
chief trouble was worry about their souls; Case 37 loss of religious feeling, confidence 
in God; Case 1 loss of self-control; Case 55 hopelessness; Case 7 inability to 
‘“ get out of myself " ; Case 43 moodiness; Case 44 a feeling of weight on her head ; 
Case 41, ‘‘I’ve got something on my mind I can't get rid of ” ; Case 39 the floating 
of specks before her eyes all the time; Case 51 her inability to leave off crying. 
Noises either outside or in their heads were the chief complaint in Cases I9, 47, 57. 


If one compares these complaints with the general clinical features in the 
same patients, or even with the account of subjective experiences which could 
be elicited from them by further questioning, it will be seen how different is 
the value and relative importance attached to symptoms by patients from 
that which one would often expect. Something must be allowed for the 
patient's conception of what it is one desires to hear about from him ; but the 
infrequency of complaints about bodily ills would suggest that this is not a 
considerable factor in determining which symptoms he reports. The nature 
of the patient's preoccupation, his self-criticism, the relative distress symptoms 
cause him, and his attitude towards his illness, will be other factors. 


FoobD AND WEIGHT. 


The refusal of food is one of the prominent features of any depressive state. 
It is familiar in ordinary life, and is a regular accompaniment of sadness, frus- 
tration ór indeed any unpleasant affect. In morbid depression it ranges from 
a mild disinclination to an absolute refusal. It may be indirectly or directly 
responsible for the patient's death, and is by some writers regarded as an 
expression of a wish for death—in other words, as a persistent and prolonged 
suicidal attempt. Psycho-analytic writers find in it fruitful material for investi- 
gation and speculation.  Bio-chemists see it as evidence of profound meta- 
bolic disturbance. It may be the manifestation of obscure vegetative changes, 
or of highly elaborated delusional beliefs. It may change quickly, and the 
formerly anorexic, obstinately aphagic patient becomes a ravenous gobbler of 
double portions, a snatcher of remnants and the meals of others (cf. 4. H— 
(Case 27), H. C— (Case 13), E. R. F— (Case 22) and others already mentioned) ; 
the change may occur whenever the patient is under the influence of a narcotic 
drug (cf. E. G. D—, Case 18). These are vagaries, however ; depressive states 
are almost invariably characterized during the greater part of their course by 
disinclination for food. The alleged willingness of the patient to take the food, 
if it is left by his bedside and nobody is watching, has not been seen in these 
patients. Every legitimate device was adopted to induce them to eat spon- 
taneously, but only constant immediate persistence on every occasion was 
effective. Some, hard pressed, resort to subterfuges, e.g., J. C—, who would 
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promise to drink her milk or egg and milk, but would quietly pour it away 
when no one was looking, or who would pretend to sip, letting it run down her 
chest, or not making any swallowing movements, or tilting the glass any higher. 
In all these patients the tendency is for the weight to be lost, and this is the 
only sufficient criterion of whether the patient is having sufficient food. In 
some, however, this criterion fails. Kraepelin and many others have pointed 
out that a steady fall in weight may occur even when the patient is receiving 
sufficient food, and some of these patients defy all attempts to arrest their 
progressive emaciation. The patients in this series whose weight fell, although 
they were unquestionably receiving food of which the caloric value was in 
excess of their requirements, were Cases 4, 5, 6, 7, 13, 15, 27. In all the others 
the loss of weight was no more than might have been accounted for by their 
reduced intake. One does not lightly undertake the tube-feeding of a patient, 
for its psychological effect may be wholly bad, and its main end frustrated by 
the patient's determined efforts to vomit ; several of the patients in this series 
therefore showed a considerable loss of weight, but in none was a steady or 
rapid fall allowed to go on ; in most cases by means of persuasion and insistence 
(in one case following a single tube-feed—L. W—)it was possible to maintain 
the patient's general nutrition. 


SLEEP AND APPRECIATION OF TIME. 


As disorders of these functions were the subject of a special investigation, 
in which some of these patients have been included, it is not proposed to 
discuss them here (see Proc. Roy. Soc. Med., March, 1932). 


FLUCTUATIONS. 


Diurnal variations, in the nature of improvement towards evening, are 
usually stressed as characteristic of true melancholia. Lange, for example, 
speaks of them as invariable (“ bemerkenswerterweise ausnahmsloss "). The 
patients who showed this variety of diurnal fluctuation were Cases 2, 6, 12, 
I4, 20, 29, 34, 39, 42, 53, 01. It is not a symptom to which at the time the 
physician or the nurses paid particular attention ; it is therefore only in cases 
where the evening improvement was striking and constant that there is a record 
of it, either in the medical or the nurses' notes ; it was never directly inquired 
after. In I. W— (Case Or) it is recorded that her levitation-feeling, as though 
she floated in the air, would pass off as the day went on; E. E. T— (Case 56) 
had peculiar sensations in her head only in the morning. A. H— (Case 34) 
said, ' I get clearer in my mind in the afternoon and evening ; in the night 
hours I get very despondent. I am awfullv depressed in the mornings. I 


fecl a bit happier in the evenings ”. Yet later on, when he was a patient in a 
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mental hospital, it is recorded that exactly the reverse was the case. H. C— 
(Case 10) said that he always felt worst in the small hours, as most people do. 
This matter of daily variation received much attention in the early davs. 

If one was dealing with a periodic illness, might there not be other evidences 
of periodicity ? For example, during the course of the day ? Melancholics, 
it was concluded from various experiments by Kraepelin and others, show, 
as compared with healthy people, in the afternoon a greater increase of 
ability to calculate, of muscular strength, and of grasp, with qualitative 
improvement in tests of choosing. Lange goes on to make the matter one 
of diagnostic importance, and describes as common what is, on the whole, 
rather rare: “ Ausserordentlich häufig und in dieser Form wohl nur bei 
Zirkularen vorkommend, sind vor allem die alltäglichen Zustandsschwan- 
kungen. In der grossen Mehrzahl der Fille sind Verstimmung und Hemmung 
morgens am meisten ausgesprochen, und zwar haufig in besonders erheblichem 
Ausmasse, wenn die vorangehenden Nachte gut waren. Im Laufe des Tages 
nimmt, selbst bei schweren Graden der Erkrankung, die Hemmung ebenso wie 
die Verstimmung ab. Die Kranken verlangen dann aufzustehen, beschäftigen 
sich etwas, sind viel leichter zum Sprechen, ja selbst zum Lachen zu bringen. 
Sehr selten ist der gerade umgekehrte Verlauf der Tageskurve ” 

(“ Daily fluctuations are extraordinarily frequent, and in this form are found 
only in circular cases. In the majority depression and retardation are most 
evident in the morning, often especially so following a good night. As the day 
goes on the depression and retardation lessen, even in severe cases. The patients 
want to get up, they occupy themselves a little and can more easily be got to 
talk and even laugh. The reverse diurnal fluctuation is very rare’). 
In his earlier article he savs that if, in psychogenic depression, there are 
phenomena suggesting daily fluctuations, then it is a question of that slow and 
painful waking-up and getting going in the morning that is characteristic 
of psychopaths. But if one regards the cases given above, and applies the 
customary criteria for distinguishing “true melancholics " from “ psycho- 
neurotic depression '’—a fallacious exercise—one finds a predominance of the 
latter among them; A. C— (Case 12), D. C— (Case 14), M. F— (Case 20), 
M. H— (Case 29), A. H— (Case 34), G. M— (Case 39) and A. E. W— (Case 42) 
all exhibited features which Lange and others would regard as psychopathic 
and psychogenic, or, as many would say, using all the possible combinations 
of the Greek words, neurasthenic or psychasthenic. On this point one is 
in complete agreement with Gillespie, who says: “ Diurnal variation of mood 
(and consequently of activity), although common in the autonomous group, 
was not peculiar to it, and was found in the reactive group as well." Riddoch 
has said: “The neurasthenic has periods, which often appear almost 
fortuitously, in which he feels ‘almost himself’. These are more common 
in the afternoon, and with the psychotic it may be so too; but in his case the 
depression only ‘lifts’ to some extent." Of course, one may have brief periods 
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of depression lasting a few hours and then clearing up, and recurring later, or 
they may last a few days (cf. M. T—, Case 57, in whom the depressive attacks 
coincided with her menstrual periods) ; such cases are described by Paskind ; 
but in the cases here reported the change was regular, occurring every day. 
The patients in whom daily variations were observed occurring sporadically 
are considered in connection with the features of personality. There were 
other patients, e.g., M. B— (Case 3), A. C— (Case 11) and R. D— (Case 16), 
who showed variations in their state from day to day, or lasting for only a 
few hours, and apparently independent of any change in their circumstances. 


CHANGE IN CLINICAL FEATURES. 


The detailed summary of sequences in the clinical picture of each patient 
it would be tedious to recapitulate ; it may be said in general that variations 
either from day to day, or within a few days, are common ; actual relapses 
after apparently complete recovery are rare ; the initial symptoms are oftenest 
a feeling of inadequacy, sleeplessness and slight bodily complaints, especially 
headache (a proportion of the patients have previously been treated for bodily 
ailments by the general practitioners and hospital out-patient physicians, who 
have referred them to this hospital) ; the changes from “ retarded ’’ depression 
to agitation or '" stupor ” are seldom sudden, though a change of ward may 
sometimes be associated with a sudden aggravation of severity in the clinical 
picture, as where a patient who appears likely to attempt suicide is transferred 
from a private room to the “acute ward". The sequence of clinical states, 
however, is anything but uniform, and the same may be said of the duration 
of the various phases; one would need a very much larger number of cases 
before one could apply any statistical criteria. It has seemed best to indicate 
in broad outline, the sequence of states by the use of initial letters : D, depres- 
sion; S, selfreproach ; St, stupor; F, fatigue, anergia, listlessness ; P, 
paranoid, “ sensitive " ; M, muddled, confused; R, restless; A, agitated, 
anxious; Hyp, hypomanic ; Ma, manic ; Hc, hyponchondriacal ; U, unreality 
feelings ; I, improvement. 


Case 2: D, AP, St, D, I. 

Case 4: DF, AS, St, A, 

Case 5: M, S, St, AP, I. 

Case 6: D, A, I, A, I. 

Case 11: FD, A, St, A, D Hyp, Ma. 
Case 13: F, D, R, A, I, RA, I. 
Case 15: DA, I, DAS. 

Case 16: DS, I, DSA. 

Case 18: F, D, P, A Hc, I, DA, A Hc, Hc. 
Case 19: W, A, St, I. 

Case 24: DS, P, I. 

Case 25: F, SR, A. 

Case 26: FD, PM, D, I. 

Case 27: AS, I, MA. 
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Case 30: AD, P I. 

Case 36: A, I, AM, I, AM. 

Case 38: DS, RA, I. 

Case 40: DF, DU, I. 

Case 41: SF, ASP, I. 

Case 42: FD, I, Hc. 

Case 43: F, DA, P, I. 

Case 45: P, DS, D Hvp P, F. 

Case 46: AD, St, A, D, I. 

Case 47: D, ASM, FI. u 
Case 49: F, ASF, D Hyp, Hyp, I. 

Case 50: F, D, I, 

Case 52: DA, S, MSt, S, St, S, I. 

Case 54: DFS, RA. P 
Case 55: A, ADF, He, I. 

Case 58: DS, P, I. 

Case 61: DS, PS, I. 


In Case 10 sudden changes occurred after visits from his wife; in Case 
57 at the time of her periods. To consider the changes in content of delusions 
would not serve any purpose. One remarkable change worth recording is 
that from refusal of food to voracity, such as was observed in Cases 13, 22 
and 27; neither in these cases, nor in others in whom it has been observed, 
does it seem to be associated with any other notable change, or to have any 
unfavourable prognostic significance ; it may last only a week or two or be 
continued for months. Dependent as one is on history, it is very difficult to 
obtain satisfactory information about the initial symptoms; there is often 
discrepancy between the respective statements of the family doctor, the patient 
and the relatives ; and from so small a series of cases, statistically considered, 
it does not appear justifiable to draw any conclusions on this point. As to 
the suddenness or gradual nature of the onset, there are similar difficulties ; 
so far as one could ascertain the following were the relations: sudden or fairly 
sudden onset in Cases I, 5, 8, 14, 15, 18, 19, 23, 25, 28, 30, 31, 35, 39, 40, 48, 
51, 54, 56 ; in therest, gradual. In saying that the onset was sudden, however, 
no more is implied than that definite symptoms of illness appeared within a 
short time, where previously the patient had appeared well; in the majoritv 
of these with “ sudden i 
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onset there had been painful rumination, “ worry ”’, 
for some time previously ; or they had been dissatisfied with their environ- 
"ment or aware of an inner perturbation, more a background to their daily 
activity than a part of it. 

There were a number of patients who were not well when they left hospital, 
but who recovered at home. They are considered below in connection with 
the outcome of the illness. 


SCHIZOPHRENIC FEATURES. 


The extent to which schizophrenic features are found in depressive con- 
ditions, and their form, will necessarily depend on the requirements for making 
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the diagnosis of the depressive state, and the features regarded as essentially 
schizophrenic. There is, of course, a depressive variety of schizophrenia, but 
it is not in this purely descriptive sense that the term “ depressive state ” and 
“ depressive reaction ” has been used here. One can learn little more from an 
analysis of the schizophrenic features in depressive states than one's own 
diagnostic criteria. It may be said that nowadays the characteristics of schizo- 
phrenia are well defined ; in a sense it is so ; as a total reaction it can be recog- 
nized with as much certainty as many an illness with a known (structural or 
chemical) pathological picture ; but when the reaction is as clear and sweeping 
as this, one no longer describes the condition in which it occurs as a “ depressive 
state ”’, but rather as a schizophrenic one, with depressive colouring (and none 
such have been included here). The recognition of isolated symptoms as 
schizophrenic, however, is quite another matter. There are no pathogno- 
monic signs, no unequivocal marks of the schizophrenic symptom. Even 
where the whole picture is schizophrenic, much difference may occur in the 
Judgment of good observers; for example, at the Boston Psychopathic 
Hospital the percentage of patients diagnosed schizophrenic has diminished 
by one-third (from 43% to 2895) in a decade, and the discrepancy in diagnosis 
of schizophrenia in the same patient between the Boston Psychopathic Hospital 
and the State Hospital to which the patient had been transferred increased 
by 15% in the same period. There are two ways open in assessing a given 
symptom or even group of symptoms—one may say “ It is my impression that 
this is schizophrenic ; it conforms to my previous experience and judgment ”’ 
—essentially an intuitive diagnosis—or one may appeal to the rather formal 
lists of schizophrenic primary symptoms, as given by Bleuler and by 
Gruhle and Mayer-Gross. Secondary symptoms, the results of pathoplastic 
influences are clearly of little significance. But if one accepts Bleuler's 
or Gruhle's formulations one accepts, it may be said, the implication that 
these primary symptoms are the evidences of a structural change, the 
“ process ". This is not necessarily an objection. These primary symptoms 
are, in essence, the irreducible, not further explicable, features supposed to be 
the fundamental, ultimate manifestations of schizophrenia ; those of Bleuler, 
of course, are not exactly the same as those of Gruhle, nor arrived at 
along the same line of thought, but in both they are the result of a searching 
clinical and psychological analysis. The American formulations are looser 
(cf. Campbell, though agreeing in clinical essentials with those of the 
German writers. The British view, essentially clinical (cf. Mapother), tends 
to lay stress on the bizarre quality of behaviour and thought. This is 
no place for a discussion of these complicated issues or for an expression of 
personal judgment. It may be said, however, that the chief criteria here 
employed were. first, disorders of thought or of conduct into which it was 
impossible for the observer to enter except by an intellectual process, rather 
than from understanding through comparable experience; and second, a 
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severe disturbance of the relationship between person and surroundings, 
especially persistent self-reference. Hallucinations, though regarded by all 
writers as primary schizophrenic phenomena, have not received consideration, 
since they may, of course, occur in other than schizophrenic phenomena, 


and it is not appropriate to enter into the differential diagnosis between 
schizophrenic hallucinations and others. 


The patients who were thought to show schizophrenic characteristics were 
Cases 5, 6, II, 13, 18, IQ, 2I, 22, 24, 26, 27, 32, 33, 34, 38, 43, 47, 51, 52, 53, 59, 
60 and 61. Of these the following were included because of their ideas of reference : 
Cases 6, 24, 32, 33, 43, 51, 52. Thus M. S— (Case 52), in repeating the cowbov 
story said that she was the dog; it was meant for her; L. A. H— (Case 32) thought 
people made signs in the street, that “ PRTY ” on a bag of flour was a sign to 
indicate her death, and that the word '' Charmian " in a song referred to her. 
A. G— (Case 24) said: '' There's a lot of suggestion here in words and gestures; 
people made signs. . . . The idea was put in my head when I came here.” 
M. C— (Case 6) saw signs in everything ; her wedding ring was changed, for 
example, and that meant she could never go home. There were many others with 
ideas of reference (Eigenbeziehung), either already quoted in connection with 
delusions or included in the larger group of schizophrenic symptoms, now to be 
described. 

E. B— (Case 5) grimaced occasionally ; she said her eyes influenced other 
people and hurt them; she was making the world ; she had swallowed everything ; 
she seemed to be drinking her own urine, she felt ; her thoughts were being read; 
she was in Hell; there were electric shocks running through her; she was half 
man and half woman; these symptoms were not obtrusive, and appeared only 
incidentally, amid characteristic melancholic utterances. A. C— (Case 11) during 
the transition from melancholia to mania felt as though suckling animals were 
moving about inside her (and had many well-defined auditory hallucinations). 
H. C— (Case 13) covered her eyes because by looking at the sun she could put it 
out; her behaviour in suddenly banging doors, etc, was at times very odd, con- 
sidering the total situation. E.G. D— (Case 18) believed that food exuded through 
his skin and caused a foul smell ; R. D— (Case 19) with his bewilderment, anxiety 
and auditory hallucinations was considered at a clinical meeting to be schizophrenic, 
but the diagnosis was revised, as also in the case of E. P— (Case 47), who had said 
her hands were canary’s claws, and who thought the behaviour of the other patients 
was a sign to her. E. W— (Case 60) thought that the illness of the others, para- 
graphs in the paper, the doctor's visits, were all staged to teach her some lesson ; 
she imputed curious mystical qualities to the number 7. A. F— (Case 21) had 
bizarre beliefs about her body, and declared that there was an eruption on her 
face in spite of all evidence to the contrary ; likewise E. R. F— (Case 22). W. G— 
(Case 26) once pulled all his bedding out into the middle of the floor and later said 
that he did so because ' something seems to come over me that whatsername 
way”; “my mind is so hard " ; he showed occasional sudden variations of mood, 
laughing without, evident cause on a few occasions; he said there was to be a 
war between England and America, because his mother was English and his grand- 
mother American ; he saw references to himself in the papers. A. H— (Case 27) 
was at times blindly negativistic; she would smile at one in the midst of her 
agitation. A. H— (Case 34) said that the seed (semen) represented the Holy 
Spirit in man, and voiced other somewhat mystical religio-sexual notions (largely 
the product of ill-digested reading, it seemed, in accordance with certain trends). 
B. S— (Case 53) said there were some pulling her one wav, some pulling another. 
C. W— (Case 59) expressed bizarre beliefs about her body having rotted awav. 


I. W— (Case 61) persisted in believing that there were jokes put in Punch especially 
on her account. 
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It is recognized that to wrench symptoms from their setting in the 
above fashion, to quote isolated utterances and single actions, is to make 
it impossible for the reader to form his own opinion about the value of the 
phenomena and their significance. But it would be going too far afield if 
one did otherwise. As in Greenacre’s paper, no more has been attempted 
than to deal with the schizophrenic content, leaving the dynamic aspects of 
the symptoms alone. With her collection of schizophrenic features, though 
not entirely with her grouping, the above observations agree, viz., distortions 
and misinterpretations of actual occurrences, influence and passivity feelings, 
hallucinations, gross distortions of body sense and body appreciation, incon- 
gruous behaviour occurring either episodically or not in keeping with or 
apparently motivated by the prevailing affect. Greenacre, however, has 
included rather more as schizophrenic than has been done here. It need 
hardly be said that the question schizophrenic or manic-depressive is not one 
that can be considered important either from a prognostic or therapeutic point 
of view, unless much else be taken into account. 

The literature on this subject is very large, and concerned with problems of 
constitution, inheritance, and clinical differentiation, into which one cannot 
enter here. It is sufficient to say that, as may be seen in the above records, 
schizophrenic features are by no means infrequent in depressive states, and 
their occurrence is usually to be accounted for if one examines the family 
history (cf. E. P— and E. R. F— and others), the previous personality (cf. 
A. H—, Case 34, E. W—, Case 60 and others) and the general trends prevailing 
during the illness (especially in the hypochondriacal patients). 


ANXIETY. 


The relation of anxiety to depression is intimate. '' Among the varieties 
of depression,” says Bleuler, ‘‘ anxiety occupies a particular place ". Mapother 
remarks similarly: '' When depression is well marked its exact form 
varies greatly, grief finding causes for unhappiness in the past, fear which 
seeks them in the future, and a simple sense of wretchedness about the present, 
seem the primary types. The melancholic is, of course, apt to experience all 
these varieties of depression."  Delmas, to take a distinguished French 
writer, declares: “ Le délire mélancolique est à base d'anxiété, car l'anxiété 
existe toujours à quelque degré quand il y a délire, et comme l'anxiété est 
l'état emotionnel afflictif qui se rapporte à un mal à venir, le délire mélan- 
colique est toujours un délire d'attente, méme lorsque le mélancolique semble 
délirer sur le passé" (‘‘ The melancholic delusional state rests on anxiety 
because anxiety always exists in some degree when there is a delusional state, 
and as anxiety is the painful emotional state concerned with harm to come, 
melancholic delusions are always directed towards the future even when the 
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melancholic seems to have them about the past’’). And Lange, following 
Kraepelin, says: “ Sehr haüfig, viel häufiger, als es den spontanen Ausser- 
ungen der Kranken entnommen werden kann, ist der Stimmung Angst in dieser 
oder jener Form gesellt. Bald ist es nur eine leichte Angstlichkeit, ein nur 
mitunter sich bemerkbar machendes Gefühl unbestimmbarer inhaltloser Angst, 
die den Kranken befallt. Oft aber ist eine allgemeine mehr oder weniger tiefe 
Angst der Kern auch aller anderen dysphorischen Gefühle ” (‘‘ Very often, 
oftener indeed than one would gather from the spontaneous utterances of the 
patient, there is anxiety in some form or other. Sometimes it is only a mild 
occasional feeling of indefinable vague anxiety, but often a general profound 
anxiety is the very nucleus of all other unpleasant feelings ”’). 

The purpose of collecting this weight of authoritative opinion from various 
schools is to establish—what is barely indicated in current British text-books 
—that anxiety is a common and probably integral part of the depressive 
reaction, and to permit of a consideration of the nature of anxiety, at the purelv 
descriptive level (for the discussion of its psycho-pathology is far too large a 
matter to enter into here). 

The words of psychiatry are often unjust stewards, sorry guardians of 
meaning, workers of deception. ‘‘ Delirium " is something very different in 
English from the French “délire”, the “ amentia" of Meynert from the 
"amentia " of Tredgold, yet one occasionally encounters the mistranslation. 
One suspects something of the same sort with regard to anxiety. In the 
older British text-books of psychiatry anxiety as a technical term does not 
occur, e.g., in Craig’s text-book of 1905 one finds frequent reference to “ morbid 
fears ”’, but only casual use of the word “ anxious ” or “ anxiety '’, whereas in 
the edition of 1926 there is a chapter on anxiety-states, in which the word 1s 
used to denominate an affect and to characterize a syndrome. What has 
produced the change ? One surmises that it was the influence of the Germans, 
especially the psycho-analytical writers in that tongue. But the German 
word '' Angst ” is not so easily to be rendered into English as “ anxiety ”. A 
German patient will naturallv use the word '' Angst " to describe his state 
where an English patient would say he was scared or worried or frightened, or 
that he felt something terrible was going to happen. It is uncommon for a 
patient to use the word “ anxiety " spontaneously as a description of his 
condition, unless he has been under the care of a psychotherapist and has learnt 
his language. This would be no objection to the technical use of the term, if 
it were not that in German '' Angst ’’ covers a much wider field than “ anxiety ”’ 
in either literary, colloquial or ordinary medical English. The distinction 
between anxiety and fear, psychiatrically, must consist in the presence and 
reality of the thing apprehended; in ordinary English “ frightened " or 
“ afraid ” can, of course, be used where the object of the fear is quite uncertain, 
e.g., ‘I feel afraid of what's going to happen next ". The German position 
with regard to the two words “ Angst " and “ Furcht "' is clearly laid down in 
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Schulte's paper. But there is no such clarity about the use of the words 
in English, except among the psycho-analysts, who have adopted the German 
significations exactly (cf. Rickman No. 14 (1), general remarks). Craig 
and Beaton, for example, say “ anxiety is a state of expectancy dominated 
by fear. Psychologically it is the acutely displeasing feeling tone which 
accompanies a threat to the well-being or self-regard ” (the latter part possibly 
adapted from Hoche's assertion in 19ro, ‘‘ Angst stellt dar die subjektive 
Seite der bedrohten Tendenz nach Selbstbehauptung ’’) (‘‘ Anxiety represents 
the subjective side of the threatened tendency to self-affirmation’’). Gillespie 
and Henderson define it : "Anxiety as a technical term is a fear of danger, usually 
from within, e.g., impending physical illness. It may occur either as a continued 
state of fear or (more commonly) in episodic attacks. . . . Apprehension 
is usually confined to the fear of external danger." But later on in their 
text-book they write: “The commonest conscious emotional symptom is 
‘fear’ in the special form of distressful apprehension usually designated 
‘anxiety '" ; and again, "anxiety states . . . with the external focus 
of the anxiety varying ". The confusion as to the precise meaning of the word 
has led to much misconception ; and it is therefore of some importance to 
examine it before going on to consider the occurrence of the state it connotes. 
“ Anxiety ’’ is used in this paper as indicating an unpleasant (affective) state 
with expectation, but not certainty, of something unpleasant happening. Inthis 
sense anxiety will be seen to be a common symptom in depressive states ; under 
the heading “ Agitation’ the forms in which it is associated with disorder 
of motor activity, restlessness, have been considered, and the patients who 
showed apprehension enumerated. There remain for consideration the patients 
in whom the anxiety manifested itself in attacks, with the characteristic 
physical concomitants—sweating, tremulousness, palpitation, tachycardia, etc. 
The patients who had “ anxiety attacks ” were Cases 3, II, 15, IO, 29, 36, 
47. In addition, two patients were particularly troubled by anxiety-dreams, 
E. N— and A. M. P— (Cases 44 and 46). R. R. S— (Case 55) complained 
that “ his stomach turned over” and that he sweated and felt he was going 
to collapse ; “it’s fear "", but his state was constant rather than episodic. In 
B. J— (Case 36) it was hard to know how far his diseased heart was respon- 
sible for his attacks of dyspnoea, sweating, palpitation, and fear of imminent 
death. The association of anxiety with substernal tension (‘‘ Prácordialangst ’’) 
is stressed by many writers on depression, but the symptom was less often 
reported by the patient than, sav, Lange's or Benon's accounts would lead 
one to expect. The former goes so far as to agree with Westermann that 
this feeling of oppression in the breast (often referred to the heart) is part 
of the feeling of sadness—may even be independent of anxiety: “ Westermann 
behauptet dies nun auch für die Traurigkeit der endogenen Depression. Es 
Ist ihm darin zweifellos beizustimmen, nur dass ich vielfach keine rechten 
Unterschiede zwischen der Traurigkeit und der Angst der Melancholischen 
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finde . . . Jenes eigenartige Oppressionsgefühl in der Brust, in der 
Herzgegend heraus, das immer von neuem an leichte stenokardische Erschei- 
nungen gemahnt, das aber durchaus nicht als Angst erlebt zu werden braucht 

’ (“ Westermann affirms this with regard to the sadness of endogenous 
depression. Doubtless he is right in this, but I can often find no proper 
differences between the sadness and the anxiety of the melancholic. That 
peculiar feeling of oppression in the chest, so suggestive of slight cardiac 
symptoms, but not necessarily experienced as anxiety at all"). Since reading 
this assertion of Lange's, it has been my custom to question every 
depressed patient seen for the first time in the out-patient department as to 
the presence of any such feelings of discomfort in the chest, but in only a small 
number has a description of them or of other feelings of pressure or weight 
been obtained. This is surprising, since Paskind has found such sensations 
to be common in a group of patients similar in many respects to those whom 
one sees in the out-patient department. 

It is unnecessary to say that the bodily concomitants of an “ anxiety 
attack ” are equally to be observed in the more prolonged anxiety states which 
have been described in connection with “ agitation ’’ and '' apprehension ”’. 
But there the symptoms do not come on with such dramatic suddenness, and 
are often not so striking, as in the “ anxiety attack ". The bodily features are 
as much parts of the anxiety reaction as are the mental, and in making the 
distinction one is doing violence to the facts for the sake of convenience 
of thought (one of Vaihinger’s "as if” constructions, so plentifullv 
used in the descriptive examination of symptoms, '' psychological entities "' 
and other products of artificial division). Clearly the whole organism 
participates in the reaction, and the James-Lange theory need not detain 
one. 

The attacks in some of the patients enumerated above occurred in response 
to a painful situation. Thus A. C— (Case 11) had an attack of anxiety when- 
ever an injection was made; on one occasion an injection of ergamine was 
responsible, and on another occasion one of omnopon. It happened that 
M. B— (Case 3) was lying in the bed opposite when A. C— had one of these 
attacks, in which she became very pale; M. B— thereupon had a severe 
anxiety attack herself, in which she trembled violently, sweated, felt most 
apprehensive, and had a rapid pulse; she had another attack of the same 
kind that evening. M. C— (Case 15) had an attack when venepuncture was 
performed ; R. D— (Case r9) during an interview in which he was being 
questioned about his earlier life. E. P— (Case 47) had had an attack shortly 
before her baby was born. 

Anxiety is, of course, a normal psychological experience ; it is, however, 
present in these patients (all who showed anxiety whether in attacks or as a 
lasting state) in excessive strength and without any occasion that would 
ordinarily be adequate. An injection, for example, cannot be regarded as an 
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adequate occasion for the manifestation of severe anxiety. Anxiety is not the 
prerogative or the characteristic feature of any psychosis or neurosis : it is more 
prominent in some than in others; it may be less associated with other signs of 
mental disorder, or may be clearly related to a certain type of personality ; it 
may be more frequently found in people at the climacteric who are facing finality 
and completion, away from growth and hope; but to call conditions of one 
kind ''anxiety-neuroses ” and of another kind “ anxiety-psychoses ” because 
anxiety bulks largely in their manifestation is a matter of nosological con- 
venience, not of essential nature and distinction. If one is making one's 
differentiation on pathogenetic grounds, into which questions of “ mechanism ”’ 
enter, one is still accounting for the symptom anxiety wherever it may appear 
and not setting it up as an independent type of reaction ; much as with de- 
personalization, one must take into account the concomitant manifestations 
of the organism's response before one can evaluate the symptom “ anxiety "' 
in its total setting. This is a matter which will come up again when the 
relations of depressive states to other types of reaction is considered. One 
may, however, quote here Birnbaum: “ Die psychisch reaktiven Angst- 
syndrome lassen sich von der klinischen Erfahrung aus noch nicht gentigend 
sicher als psychogenetisch einheitliche Gruppe abhandeln, sofern man nicht 
schematisch die relativ starren vorwiegend sexual-psychogenetischen und 
phvsiogenetischen Erklárungen der Psychoanalyse übernimmt. . . . Die 
Unterscheidung dieser psychogenen Angstzustande von den zweifellos organisch 
bedingten scheint vorlàufig nur kausalgenetisch sicher zu gewinnen. Die nahe 
liegende phánomenologische Differenzierung im Sinn der von Schneider für 
die psvchogenen Depressionen versuchten, welche die ersteren in die Schicht 
der seelischen, die letzteren in die der kórperlichen Vitalgefühle zu verlegen 
und demgemáss voneinander zu sondern hatte, erscheint hier nicht so beweis- 
kräftig durchführbar ’’ (‘‘ Clinical experience does not yet permit the setting- 
up of the reactive anxiety-svndromes as a psvchogenetically unitary group, 
unless one accepts schematically the relatively rigid psycho-analytic explana- 
tions which are predominantly sexual. . . . For the present it is only on 
causal grounds that one can differentiate these psychogenic anxiety-states from 
organic ones. One cannot here so conclusively carry out a phenomenological 
differentiation of the kind attempted bv Schneider in respect of psychogenic 
depressions, which would distinguish between those at the level of the psychic 
vital feelings and those at the level of the somatic ’’). 


" NEUROTIC '" SYMPTOMS. 


The records were gone through and a note made of the presence of any 
“neurotic " symptoms, other than those of compulsion and anxiety. It is 
easier to carry out such a search than to give the precise grounds for the decision 
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as to which symptoms are “‘ neurotic ". The concept is a loose one, and its 
use can be justified here only on the ground that many writers have insisted on 
a distinction between “true melancholia ” and '' psychoneurotic depression '' ; 
it has therefore become necessary to consider what features commonlv occur- 
ring in “ psychoneuroses ” were present in these patients to lend colour to 
such a differentiation. Buzzard, deploring the neglect of text-books to pav 
due regard to the “ features which distinguish neurotic from psychotic forms 
of depression "', referred to the ' motley of neurasthenic symptoms ' ; motley 
was the jester's wear, and if it be not straining the metaphor, one might sav 
that here the motley of the garb is no more variable and bewildering than the 
names and identity of what it covers ; “ neurasthenia ’’, ‘‘ neurosis ", '' psycho- 
neurosis ’’, “ psychasthenia ’’, “ constitutional nervousness ’’, here is a medley 
of names emblematic of the hodge-podge of symptoms in which they are 
bodied forth. 

The chief features which have been subsumed here under this head are 
‘aches and pains”, descriptions of indeterminate bodily discomforts, not 
obviously delusional or hypochondriacal ; symptoms of a “ conversion ” tv pe, 
such as vomiting or headache, when confronted with an unwelcome situation ; 
histrionic behaviour or melodramatic exaggerated talk ; an attitude of depen- 
dence, attachment or otherwise “ reaching out " ; wandering away to avoid 
difficulties ; feelings that the eyes are fixed and staring, etc. It is emphasized 
that features of anxiety and compulsion are discussed elsewhere. Some of 
the symptoms just enumerated have also been dealt with in another connection, 
but it seemed advisable to collect them together here. 


4 


The patients who showed these symptoms were: Cases 5, 7, 8, 9, 13, 14, 15, 
17, 19, 20, 21, 23, 28, 29, 30, 34, 35, 37, 38, 39, 40, 41, 42, 44, 45, 47, 48, 51, 52, 
54, 57, 60. 

The symptoms shown in individual cases were varied. R. S— (Case 35) 
developed splitting headaches and odd pains as soon as she was told to get up or 
go home ; her descriptions were exaggerated, her mood varied somewhat and she 
responded to her environment. M. H— (Case 29) had much vomiting at the onset 
of her illness ; she felt weight upon her head; her head felt numb; at times she 
felt she wanted to dance ; she worried about her eves, felt irritable and dissatisfied ; 
she varied with her surroundings, and from day to day. E. J— (Case 37) had 
vomiting after every meal at the beginning of her illness. A. H— (Case 34) 
stammered a good deal, and was anxious to impress one with his knowledge of 
medical terms. E. J. F— (Case 23) stuttered after having a vaginal douche; 
her manner at one time was histrionic and artificial ; she complained of a lump in 
her throat. F. N— (Case 45) wandered away from home for two days; he got 
into strong affective relationship with those around him. E. W. D— (Case r7) 
also wandered away, in order to avoid going into hospital for an operation. F. H— 
(Case 30) was exaggerated and histrionic ; she felt she could not stand. E. P— 
(Case 47) had '' deliberately tried to fall " whenever she was got on to her feet in 
the earlier stage of her illness. D. C— (Case 14) likewise tottered and stumbled : 
she was very irritable and histrionic, and she desired sympathy ; she complained 
of pains in her back, face, etc. L. L. C— (Case 9) fainted in shops, had ** hysterical 
outbursts ” ; she wrote in exaggerated high-flown style with endearments and 
cajolery ; she threatened to ''hunger-strike ", having heard another patient do 
so; she clutched one's arm and was appealing in her manner ; she said the other 
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patients depressed her. E. W— (Case 60) sought for sympathy; seemed at times 
to take pleasure in relating her great wickedness ; she responded to changes in 
her surroundings. G. S— (Case 54) was histrionic and stilted, both in speech and 
manner; she talked with pedantic formality, like a bad caricature of Dr. Johnson, 
e.g., she said, '' Sir, a catastrophe has occurred." D. N— (Case 41) was melo- 
dramatic in the expression of her sufferings, and intimate and appealing in her 
manner ; her letters read like novelettes. M. L— (Case 38) got into strong affective 
relations with those around her, at one time professing a strong attachment, which 
later became active dislike; she was dependent on the physician ; she was irre- 
solute, and constantly deterred from action by scruples. A. F— (Case 21) was 
always seeking for attention, asking for interviews. M. F— (Case 20) was self- 
pitying ; she gave highly-coloured descriptions of her agonies and suffering, and 
would show the same symptoms as her neighbours ; she would occasionally laugh 
and cry alternately, both without giving an impression of much “ depth ". J. C— 
(Case 8) was very self-pitying, calling out for attention, and even appropriating 
another patient's pillow. E. R— (Case 51) had vague pains in her head, and in 
various joints and muscles; she was dissatisfied. E. N. (Case 44) said she had a 
pain in her heart and a pricking in her left breast and pains in her legs, indigestion, 
a feeling of weight on her head and headache. A. E. N— (Case 42) had headaches, 
abdominal discomfort and pains. I. M— (Case 40) said she got pains in her head 
whenever she tried to do anything; she called attention to herself a lot, asked for 
interviews, and was appealing and confiding, and complained of abdominal and 
other pains which cleared up quickly. G. M—’s illness (Case 39) had set in with 
sudden tiredness and pains in her left side, where her ribs had been fractured ; 
she felt breathless during the night (her sister had had consumption) ; she worried 
about her eyes, and later about her ears, and said she felt pain on taking a deep 
breath though the injury to her chest had occurred 16 months before, and there 
was no evidence of any local cause for her pain. H. O. H— (Case 28) had a feeling 
of tightness in her throat. R. D— (Case 19) felt a sudden blank feeling in his head ; 
he was dependent and sought reassurance. M. C— (Case r5) complained of pain 
over the top of her head and of peculiar feelings in her head. H. C— (Case 13) 
complained of pains in her head and back when she was agitated. L. C— (Case 7) 
likewise, and M. T— (Case 57); the latter also felt that her eyes '' were fixed ’’. 
D. P— (Case 48) felt pressure in her head and her eves felt fixed in her head. 
E. B— (Case 5) said her eyes kept revolving in her head, at other times that they 
felt staring. This is a neurotic symptom to which Abraham has called parti- 
cular attention. M. S— (Case 52) was stated by her uncle, a doctor, to have 
shown some symptoms of conversion hysteria. 


If it be objected that these symptoms can be accounted for otherwise than 
as part of the psychoneurotic reaction, there is no reply. Many of them have 
been, in other parts of this study. These heterogeneous symptoms have been 
collected together here because many British and German psvchiatrists insist 
on a differentiation to which they are indispensable (unless clinical groupings 
and reaction types are to be classified and determined solelv on criteria of 
pre-psvchotic personality and inferences as to “ mechanism ” of development). 
Reference need only be made to the two English discussions already alluded to, 
one in February, 1930, at which only one speaker refused to distinguish sharply 
between psycho-neuroses and psvchoses, and the earlier one in 1926, at which 
sharp and unanimous exception was taken to Mapother's view that there 
was no essential difference between the “ manic-depressive ’’ and the “ psycho- 
neurotic " syndromes (such as " anxiety-neurosis '). Buzzard, for example, 
said that '' the distinction between these two conditions, although sometimes 
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difficult, was of fundamental importance in regard to prognosis and treatment, 
as well as in the interests of academic accuracy ". Since these views have their 
origin in the teaching of Kraepelin and his followers (adapting the dégéné- 
ration and folie circulaire groupings of the French), and have obtained their 
most effective expression at the hands of German writers, it will be as well to 
see what has been the development of these conceptions in Germany. Krae- 
pelin began by differentiating “ konstitutionelle Erregung” and “ kon- 
stitutionelle Verstimmung ” from manic-depressive insanity ; later he included 
these groupings, as fundamental states (Grundzustände), in the new disease. 
These Grundzustände were really types of personality which showed the pre- 
disposition to the particular disorder. Then Bumke suggested on various 
grounds that manic-depressive insanity and the “ degenerative ” conditions 
should be included under one grouping. Reiss wrote a famous paper in I910 
in which he described the depressive personality ('' die konstitutionelle Ver- 
stimmung "') with considerable skill, and incidentally pointed out that reactive 
depression could occur in persons of such a make-up, and that there was no 
satisfactory clinical means of distinguishing such reactive depression from 
" endogenous ” depression ; further, that in these people the resulting illness 
might have either “ sensitive ’’, “ psychasthenic ’’, “ obsessional?’ features or 
‘hysterical " ones. Thus, amid a welter of controversy about cyclothymia, 
depressive disposition and reactive depression, the view emerged that the manic- 
depressive psychosis occurred in people of a certain make-up in whom the illness 
might be a response to situations without or an apparently endogenous one, 
and that “ neurotic " or “ degenerative ” features might occur. The view 
was not accepted. Alzheimer rejected it vigorously. The concept of cyclo- 
thymia received further attention. Lange and K. Schneider entered the 
field, the one with a clinical, genetic and constitutional study of thirty-one 
depressive cases, divided into endogenous, psychically provoked, reactive 
and psychogenic depressions, the other with a formulation based on Scheler's 
philosophy, and with insistence on the “ vital" character of endogenous 
depression, as contrasted with the reactive psychopathic variety. Lange’s 
views were largely in accordance with Kretschmer's; Schneider's found an 
enthusiastic advocate in Otto Kant. Meanwhile Bonhoeffer, Dattner, 
Stocker, Kleist and others attacked the problem from different points 
of view. Now one finds Lange in his recent monograph taking up a less 
emphatic standpoint, certainly not claiming that there is any fundamental 
distinction. Bumke, Kraepelin's sucessor in Munich, writes in the 1929 
edition of his text-book: “ Wohl aber vermischen sich die verschiedenen endo- 
genen Formen so sehr, dass es oft eine sache der Willkür ist, ob man noch von 
blosser Nervósitát oder schon von manisch-depressivem Irresein bzw. von 
Hysterie sprechen will . . . Insofern scheint uns die oft aufgeworfene 
Frage, ob sich eine leichte ' Melancholie' und ein nervóser Depressions- 
zustand grundsatzlich voneinander unterscheiden liessen, überhaupt falsch 
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gestellt zu sein ’’ (" But there is such a mixing-up of the endogenous forms 
that it is often quite arbitrary whether one speaks of mere nervousness or of 
manic-depressive psychosis or hysteria. . . . To this extent the not 
infrequent question as to whether there is a fundamental distinction between 
mild melancholia and neurotic depression seems to me a false one (or wrongly 
posited) "). These, then, are the changes which German psychiatry has gone 
through in regard to this matter; in this country a lingering formalism 
has persisted, with its roots in the outworn notion of endogenous-physical 
constitutional factors in psychosis as against environmental-psychic and con- 
stitutional factors in neurosis; Gillespie's study of depressive reactions, 
for example, follows close in the footsteps of Lange and Cimbal; while 
contesting Lange's view that endogenous depressions run a course independent 
of environmental factors, he vet calls one of his own groups autonomous, and 
describes it as '' showing no reactivity beyond at most an initial precipitation "'. 
The discussions referred to above indicate that the distinction is regarded by 
many British psychiatrists as fundamental, with a decisive bearing on 
treatment. 

There can be little doubt that this view is false. Every illness is the product 
of two factors—of environment working on the organism ; whether the con- 
stitutional factor is the predominant and determining influence, or the environ- 
mental one, is never a question of kind, never a question to be dealt with as 
an '' either-or " problem ; there will be a great number of possible combinations 
according to the individual inherited endowment and training, and the par- 
ticular constellation of environmental forces. To set up a sharp distinction 
“in the interests of academic accuracy ’’ when the distinction is not found in 
nature and is no help to thought or action, when it is accurate only so long 
as it remains rigidly academic, but elsewhere inaccurate and misleading— 
this is not the current conception of the purpose of psychiatric classification, 
which essays to delimit onlv types of reaction, with every possibility of inter- 
mingling, and no certain independence. Biological and genetic studies have 
not confirmed the existence of separate and independent types of reaction or 
even diseases, but have indicated the great complexity of the constitutional 
factors and predispositions. '' Pure ” syndromes and reaction-types are less 
and less often found as more careful examination of the patient and his illness 
is made. No one has declared this more emphatically than Adolf Meyer. 
In his paper on the interrelations of the domain of neuro-psychiatry he made 
it clear that no sharp line could be drawn between the psychoses and the 
neuroses; many neuroses represented a more far-reaching disturbance in 
the general adjustive equilibrium of the individual than some psychoses. If 
the occurrence of compulsive, anxiety, and other “ psycho-neurotic " symptoms 
be considered, as enumerated in the preceding sections of this study, the 
inapplicability of any other view, except on pragmatic grounds of didactic 
value, etc., is clear. 
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COMPULSIVE SYMPTOMS. 


€ ) 


Whether one uses the term “ obsession " or “ compulsion " is immaterial 
if to both the same meaning be given. The difficulties in the way of adequate 
definition of these terms are notoriously great. The most satisfactory appears 
to be: '' Contents of consciousness, which occur accompanied by an experience 
of subjective compulsion and which cannot be got rid of, although at quiet 
times they are recognized as senseless or as dominating without cause." This 
is a rather clumsy translation of Schneider's definition ; he gives a careful 
survey of the whole position with regard to compulsive symptoms, and with 
his conclusions one is in agreement. The relation of compulsive symptoms to 
anxiety needs no stressing. 


The following patients showed compulsive features during their illness: Cases 
5, 7, 9, 13, 23, 25, 29, 33, 37, 38, 46, 52, 61. E. B— (Case 5) was obliged to make 
clicking movements with her tongue and to utter obscene words ; obscene thoughts 
came into her mind against her will and distressed her. L. C— (Case 7) scratched 
her gum until it bled, and when remonstrated with, replied: ''Ifeel I must do that ; 
I know it's wrong: I try not to." E. J— (Case 37) said: ‘‘ Thoughts keep coming 
up and worrying me. I have tried to put it right, but I don't feel satisfied.’’ 
E. H— (Case 33) said: ‘‘ I try as hard as I can to put these thoughts out of mind, 
but I can't. I can't keep my thoughts off my private parts, and it's dreadful ; 
its abnormal. I try to fight it down." A. M. P— had numerous repetitive 
compulsions with doubt, scruples and much anxiety; the latter were prominent 
symptoms also in M. L— (Case 38). H. C— (Case 13) would suddenly utter a 


rude remark, e.g. ‘‘ Get about your business ", or would clutch a door handle 
tightly, so that one could not open the door; she said, '' I don't know why I do it; 
I can’t help it . . . these silly things I do". She also washed with excessive 


frequency. This continual washing was also observed in Cases 9, 23, 25, 27, 52, OI. 
E. J. F— (Case 23) felt obliged to make a sucking noise with her tongue continually 
though she tried not to. M. H. (Case 29), in addition to washing herself, took to 
washing her house with superfluous assiduity; ''she had a mania for cleaning— 
washed the floors twice over”. M. S— (Case 52), in addition to washing, also kept 
picking her lower lip until it was excoriated ; she said she didn't want to do it, 
but couldn't help it. 


The dividing line between stereotyped actions, the picking and rubbing 
movements of the agitated, on the one hand, and compulsive phenomena on 
the other, is difficult to mark ; the subjective experience of compulsion is the 
chief criterion, and by this the above would be regarded as compulsive. Many 
cases in which the compulsions were franker and more prominent, associated 
with a depressive type of reaction, were excluded from this study on diagnostic 
grounds; Bonhoeffer, however, in his well-known paper on the relation of 
compulsive ideas to manic-depressive disorders, goes so far as to say that the 
periodicity and other features of many obsessional illnesses make it probable 
that the occurrence of compulsive ideas has extraordinarily intimate relations 
to the manic-depressive disposition, and that in many cases the compulsive 
symptoms are prominent because the depressive patient is troubled most by 
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them and therefore puts them in the foreground ; the depressive symptom- 
complex that so commonly accompanies obsessions is not secondary, a con- 
sequence of them, but rather the essential illness; the patients view it, of 
course, otherwise, and many doctors, even psychiatrists, are misled by the 
patient's insistence on the primary nature of the obsessions : “ bei dem depres- 
siven Symptomenkomplex bei den Zwangsvorstellungen handelt es sich nicht un 
eine psychologische Folgeerscheinung sondern um eine innere kilnische Bezie- 
hung " (‘“‘ Where there is a depressive syndrome with obsessional ideas it is not a 
matter of a psychological consequence or secondary phenomenon, but of an in- 
trinsic clinical relation"). Bonhoeffer also points out the obsessional features in 
the ideas of poverty and self-reproach which melancholics express though aware 
of their falsity, and he adduces the close relations between manic-depressive 
features in one generation and compulsive in another, just as Abraham 
has done. The views of this distinguished psychiatrist on the question 
coincided with those of Heilbronner, and have been confirmed or arrived 
at independently by Dattner, Strauss, Stócker and Mapother (the last 
of whom considers that “like the allusions (the obsessions) are as a rule 
of the readily intelligible type”. The point deserves a little labouring, 
because it is not mentioned in British works on psychiatry (though the psycho- 
analysts, following Abraham, give it prominence), and has actually been regarded 
by one psychiatrist (Gillespie) as a recent and novel observation (“ that 
‘obsessions were common in melancholics ' was an original observation which 
he would have liked to see expanded"). There can be no doubt that compulsive 
phenomena occur in “ true " melancholia ; how far this is to be regarded as 
indicative of a close relation in manner of development is a more difficult 
question. Bumke (who makes a clear, rather too formal distinction 
between '' dominant ideas '", '' compulsive ideas’’, “ overvalued ideas " and 
" delusions ") points out that the periodic occurrence of obsessional states, 
often commented on, is not in itself a reason for including them among the 
manic-depressive disorders, since periodicity is a normal property of the human 
psyche, but he adds that melancholia can certainly be accompanied or ushered 
in by compulsive phenomena: “ ausserdem aber besteht eine—meines Erach- 
tens freilich mehr áussere— Beziehung zu den zirkularen Depressionen, insofern 
als sich bei manchen Zwangsvorstellungskranken ein Depressionszustand sich 
schon vor den pathologischen Vorstellungen nachweisen lässt” (‘‘ There is, 
besides a relationship to the circular depressions—in my opinion not an essential 
one—in so far as in many obsessional patients a depresssive state could be 
demonstrated as having preceded the obsessions’’). There is another point 
which must be mentioned in this connection. Gillespie insisted on the 
therapeutic criterion: “ The distinction between neuroses and psychoses 
rested not upon the problem of certification so much as upon the problem 
of treatment. The treatment that was suitable for a manic-depressive 
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was fatal to a psychoneurotic "; similarly Ross, on the same occasion, 
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“absolutely controverted the view that the two states showed no difference 
in reaction to treatment’’. But there is not merely the evidence of many 
cases in this series who got rid of '' psychoneurotic’’ symptoms (manifest 
not only during the illness, but also in the pre-psychotic personality) after a 
period of treatment in which no “ active " psychotherapy was employed (see 
discussion below) ; there is also the opinion of a psychiatrist of the eminence 
of Bonhoeffer, who writes: “ Eine Bestätigung der hier ausgesprochenen 
Auffassung von der nosologischen Stellung der Zwangsvorstellungen ist viel- 
leicht auch darin zu erblicken, dass die therapeutischen Erfolge eine grosse 
Übereinstimmung mit denen der echten Depression zeigen. Hier wie dort hat 
derjenige den Heilerfolg, der das Glück hat, den Patienten in der Zeit zu 
bekommen, in welcher die Krankheit nach den unbekannten Gesetzen des 
endogenen Prozesses spontan ihrem Ende zuneigt. In dieser Phase pflegt 
dann auch alles sich nützlich zu zeigen, was in einer andern Phase der 
Erkrankung versagt hat ?” (" A confirmation of the view here presented as to 
the nosological position of obsessions is perhaps also to be seen in the similarity 
between genuine depressions and obsessional states in the matter of therapeutic 
successes. In both the credit goes to the therapist who has the luck to get 
the patient at the time when the disorder, according to the unknown laws of 
endogenous illness, is spontaneously tending to end. In this phase everything 
appears useful that in another phase was futile ''). 

One would expect that compulsive features would be more common in those 
who had had similar tendencies or symptoms before they felt ill. This was 
found to be the case. The patients who showed obsessive character-traits or 
frank obsessive symptoms were Cases 4, 5, 6, 7, 9, IO, I3, I9, 20, 23, 25, 20, 37, 
38, 41, 46, 51, 55, 61. Of these, Cases 9, 20, 29, 38 and 41 had had many doubts 
and scruples: they often went back to make sure of having turned off the gas 
or locked the door; they repeated actions which seemed trivial or purposeless 
and did not know why. R. R. S— (Case 55) had a horror of trains and closed 
spaces. E. B— (Case 5) was often worried by questioning thoughts about the 
origin and nature of things—thoughts which never came to an end and were 
not to be'escaped from. A strong desire to keep everything excessively clean 
and orderly, to have things always in the same place, to wash frequently, were 
reported in the following cases: 6, 7, 9, 10, 13, I9, 23, 25, 29, 35, 41, 46, 51, 
55, 61. Extreme conscientiousness had been a characteristic of Cases 4, 8, 10, 
I3, 26, 28, 34, 37, 38, 54. These are features of the “ obsessive character ’”’ 
described, with different preconceptions, by Schneider as '"anankasten"' (or 
" selbstunsichere"), by Kretschmer as "sensitive", by Abraham as anal- 
erotic (or, in part, oral-erotic). It will be seen that the relation between 
the pre-psychotic and the psychotic features is striking. In all but one of the 
patients who had compulsive symptoms during their illness, the tendency was 
recognizable in their ordinary conduct before they had fallen ill. (The solitary 
exception, M. S—, was a girl, about whom it was difficult to obtain any adequate 
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and reliable description of the pre-psychotic personality, so that it might well 
be only a matter of an inadequate record.) There are the patients who, with 
obsessive characteristics, showed no compulsive features during their illness. 
It has been suggested by Lange that it is only in atypical mixed states 
that the requirements for the occurrence of compulsive symptoms obtain ; 
this is speculative, however, as he admits. Investigations on a larger, specially 
selected case-material are being conducted, but as the number of these cases 
that have been included in the 61 is small, one cannot say more here than that 
it appears that it is almost always possible, by careful inquiry, to discover 
compulsive features during the psychosis in patients who previously had shown 
such tendencies. 

It is worth recording that W. J. Pinard, working at the Maudsley 
Hospital, on the lines of Spearman’s psychological researches, has found that 
depressive states, paranoid states and obsessional states all have a high 
correlation with strong “ perseveration '' (“‘ perseveration ” in Wiersma's sense). 


PERSONALITY. 


No thorough examination of personality is contemplated in this paper, for 
reasons given elsewhere. It seems necessary to give a brief reference to some 
features of character, not already enumerated in connection with the clinical 
features, which need brief mention. Hoch and others have emphasized 
the frequency with which a gloomy, pessimistic, worrying disposition is found 
in those patients; in the present series it was reported in the following: Cases 
I, 3, 5, 6, 7, 11, 15, 18, IQ, 20, 23, 24, 27, 29, 34, 33, 38, 41, 45, 47, 44, 49, 42, 
43, 46, 53, 55, 56, 57, 60. Variability of mood was found in the following : 
Cases 44, 28, 29, 30, 3I, 40, 45, 47, 48, 49, 22, 27, 38, 42, 51, 7, 20, 39, 46. Sensi- 
tiveness, '' touchiness ’’, in the following: Cases 53, 59, 61, 16, 26, 44, 28, 29, 
30, 40, 45, 47, 48, 15, 25, 17, 22, 34, 27, 4, 33, 38, 43, 51, 57, 5, 7, 20, 24, 3, 
56, 46. The patients who had always been rather suspicious were: Cases 15, 17, 
24, 43, 45, 46, 47, 51, 60; while the seclusive, shy, unsociable were: Cases 
2, 3, 6, 8, II, 14, 15, 24, 29, 33, 43, 52. 

The inadequacy of this affixing of epithets is so great that it was proposed 
to abstain from it in favour of the more plastic delineation of the reactions of 
the personality, but as it has some bearing on the paranoid features of the illness 
alluded to above, it has been included. 


ASPECTS OMITTED. 


An intentional omission of much that is of the first importance in psychiatry 
calls for some explanation. Neither therapeutics, nor prognosis nor per- 
sonality have received any but casual mention ; the occurrence of previous 
illnesses, especially similar ones, the childhood, the sexual life, the physical 
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and metabolic changes, the outcome, the duration and the family history have 
been left untouched. This is not because they are considered unimportant. 
On the contrary, they are more important than the comparatively static and 
descriptive investigation of clinical features. But the last is not a useless 
exercise, but rather an essential part of the whole. On large sections of the 
omitted material conclusions have been reached in the course of the present 
and other investigations, but 1t seemed best to limit this paper definitely. The 
general attitude of the writer towards the dynamic aspects of the disorder, 
which may seem to have received scanty consideration, may be gathered from 
the following section. 


REACTION, PSYCHOGENESIS. 


As the result of the investigations of Bonhoeffer, the teachings of 
Adolf Meyer, and the growing influence of constitutional and genetic con- 
ceptions, it is now customary to speak of depressive as well as other psycho- 
pathological states as typesof reaction. It is assumed that people of a certain 
make-up will react to certain situations, both external and internal, in this 
typical way. But this is a biological conception ; and wherever else in medicine 
such biological views of reaction to a situation are considered, they have a 
strong teleological bias. Inflammation, fever and other morbid processes 
are regarded as beneficial reactions tending to preserve the organism from harm : 
“ Where damage has been done or the conditions are abnormal, a series of 
reactive processes come into play. They have for their object the getting rid 
of the irritant or abnormal state, and the repair of the damage. The reactions 
are thus defensive and reparative in nature." They may prove inadequate, 
but that is nothing against their purpose. 

Psychiatry as a branch of medicine uses the medical conceptions of symptoms 
as evidence of disordered function, reaction as an attempt to deal with noxa, 
usually to the benefit of theorganism. The end of mental, as of physical disorder, 
if the painful dichotomy may be permitted for a moment, is harmonious 
adaptation to the conditions of the environment. Mental disorder therefore 
tends to result in a change of the individual or a change in the environment 
which may make each tolerable to the other. Nowhere is such a relation more 
clearly seen than in depressive states. Schizophrenia, one might say, offers 
as many difficulties to this point of view in psychopathology as does tumour- 
formations in general pathology. But depressive states might almost be a 
paradigm. Many result in a complete recovery, in which the patient seems 
better than he has been for years; it is exemplified in many patients of this 
series. Others, removed from their noxious environment, speedily repair the 
damage, and the organism can again cope for a time with a renewal of those 
irritant situations, for example, on discharge from hospital, by a number of 
minor symptoms, or, less effectively, by a renewal of the whole process, only 
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effective in so far as it brings the organism again into an easier environment. 
Still others are comparable to such damaging extreme processes as keloid 
formation or pyemia. There is, however, no need of comparisons. Unless 
didactic ends intervene or a fatalistic conception of genetics, there is general 
agreement as to the adaptive nature of the reactions; the form of the 
adaptation may be determined by a system of values different from that of the 
physician or of society generally, but it is difficult to hold the dynamic 
view without seeing an end to the “ dynamism ’’, a purpose to which, however 
obscurely, it works. Into the problems of entelechy, libido, élan vital, and 
other more or less metaphysical explanations, this is not the place to enter. 
It is assumed here that the patterns of reaction are inherent in the organism, but 
are susceptible of infinite variety through combination of elements—what the 
elements are is a problem to be solved by researches in heredity, what the 
determinants of their form by studies in constitution and the influence of 
environment. 

Many writers who hold the dynamic views describe varieties of depression, 
which they designate “ autonomous” and “reactive” (Gillespie), '' con- 
stitutional'" and "' reactive” (Dawson), “vital” and “ psychoneurotic "' 
or “ psychogenic’’ (Schneider, Kant). But this appears to be unjustified. 
Its justification would lie in the possibility of separating most cases of depres- 
sion into one or other group. Though there were a continuous graded series 
between them, there would be good pragmatic grounds for the distinction if 
one could usually say of any case that it was one or the other ; the exceptions 
would be material for a special study, much like mixed manic-depressive 
schizophrenic states, which do not prevent us from grouping cases in these 
two categories. The writers are aware of this. Thus Dawson writes: 
“ Although in a sense most depressions are reactive, in so far as the individual 
is depressed as a result of difficulties within himself or in his environment, a 
special group may be distinguished in which the precipitating factors are 
adequate and outstanding, and in which the depression appears clearly to follow 
upon a certain situation." If these be the criteria of a reactive depression, 
they are surely most difficult of application. What is an “ adequate ” situation 
to precipitate mental disorder? Inasmuch as many others have passed 
through similar situations without showing mental disorder, the situation for 
those who did must appear adequate only if one takes into consideration their 
tendencies, their previous personality, their inherited endowment and their 
disposition to certain forms of reaction. The attempt was made in the course 
of the present investigation to decide with regard to each case whether there 
was a definite situational factor responsible for the precipitating or the main- 
tenance of the symptoms. The criteria were the previous good health of 
the patient before this situation arose, the temporal relationship between the 
situation and the beginning of the illness, and the apparent adequacy of 
the situation from a " common-sense" point of view. As Wertham has 
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pointed out in connection with “ reactive mania ’’, the adequacy of environ- 
mental factors must be assessed by ordinary experience—so-called “ common 
sense” —since the attribution of great significance to trivial happenings because 
of their emotional value for the patient, though perfectly correct psycho- 
pathologically, is foreign to the implications of the term “ reactive " in this 
connection. Dawson remarks that precipitating situations should always 
be: considered in the light of their meaning to the patient; “in this way 
apparently trivial incidents may lead to widespread emotional changes,” 
but this is very different from “adequate and outstanding precipitating 
factors ”’ 

The criteria just mentioned were applied to the 61 cases. But the more 
one knew about the patient, the harder this became. A very small group 
emerged about whom one was almost satisfied— Cases 5, IO, 14, 20, 31, 44, 48, 
56, 59. Although one had to invoke much more than the situation to account 
for the psychosis, it could be said that the situation in these cases had been an 
indispensable efficient cause for this attack—perhaps the main precipitating 
cause. There was a small group in whom one could not in the least discover 
anything in their environment which could have been held responsible for the 
outbreak of the attacks: Case 3, 4, 7, II, I2, 25, 32, 37, 58, 61. But all the 
others were understandable examples of the interaction of organism and 
environment, i.e., personality and situation ; it was impossible to say which 
of the factors was decidedly preponderant. It is to be emphasized that con- 
siderable pains were taken to elucidate the development of the illness in all 
these cases; the available data, as collected by lengthy and detailed question- 
ing of the patient and of the relatives, inquiries from employers, secretaries 
of clubs, etc., were in most cases copious, and short of an analytical technique, 
employing free association, it is doubtful whether in any large series of cases 
it would be possible to collect more relevant material; in spite of this there 
were ten patients in whom onehad not the slightest inkling of why the illness had 
broken out; this may reasonably be attributed to the reticence of the patient 
and the relatives, or to the importance for the patient of events, not striking 
to the observer, but “ conditioned ” for the patient by previous experience. 
Apart from these one could always recognize some of the factors operative. 
But to resolve the whole problem of causation is not possible ; comprehensible 
relations, which were recognized with relative ease, are by no means the same 
as causal relations. 

There are, to be sure, other criteria of a “ reactive ” disorder besides those 
mentioned. Jaspers gives as his criteria: (1) The illness must be deter- 
mined by a psychogenic factor; (2) there must be corresponding uniformity 
of the content of the psychoses with the causal factor; (3) the course of the 
psychoses must be dependent on changes in the situation ; (4) the morbid 
phenomena must disappear, with unconditional return to the normal state, 
when the traumatic factor is got rid of. It may as well be said at once that not 
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a single patient was found in whose illness these requirements were satisfied. 
The second requirement was met in such cases as E. B— (Case 5), L. C— 
(Case 9), E. I— (Case 56) and others; the third requirement was satisfied in 
R. D— (Case 16), M. F— (Case 20), A. N— (Case 43), E. N— (Case 44), the 
fourth in H. C— (Case ro), S. R— (Case 50), but in no patient were they all 
satisfied. | 

It would appear that the effort at subdivision is, on the one hand, a setting 
up of types or ideal forms (Hilfskonstruktionen), a concession to the require- 
ments of convenient thinking in categories, and, on the other hand, a relic of 
Kraepelinian nosology, mediated largely through his pupils and successors, 
like Lange. The straits to which writers are put who wish to do justice to the 
great variety of clinical appearances can be well seen in Lange's generally 
admired paper of 1926, where he divides depressive states into endogenous 
melancholia, psychically provoked melancholia, reactive melancholia and 
psychogenic depression. Gillespie, though  professedly a follower of 
Adolf Meyer, has manifestly been greatly influenced by the nosological 
views of Kraepelinians like Lange and Cimbal, and he divides reactive 
depressions into psychoneurotic depression and depressions in constitutional 
psychopaths ; the difficulties involved in his differentiation have already been 
considered in connection with “reactivity ", and are manifest in the conclusions 
at the end of his original paper ; he remarks, moreover, that “ precipitating 
causes were rather frequently traceable in both groups (autonomous and 
reactive) and were of a similar kind ”’. 

Dawson remarks of constitutional depressions that the depression here 
“results from a lack of inner harmony, from conflicting impulses, from a 
failure to achieve certain ideals, to a large extent apparently independently of 
adverse environmental conditions. Since these individuals have been grap- 
pling with personality problems for many years, they come to the clinic for 
the most part with an exacerbation of a long-continued state rather than with 
a more or less clear-cut attack. There are rarely any prominent precipitating 
factors". (He includes among them the paranoid cases.) Here an important 
aspect of the problem is touched on. In attempting to discover the psycho- 
genic and the constitutional cases among these Or, a note was made in each 
case as to whether there had been any symptoms of mental disorder prior to 
the occurrence of what might reasonably have been regarded as a psychogenic 
happening. The more intimate the knowledge of the patient’s previous 
behaviour, the more definitely did such prodromal features become evident. 
Of the large number of patients in whom a disturbing experience (being jilted, 
the death of a near relative, a painful overt sexual experience, abortion, loss of 
wealth or occupation, etc.) appeared at first sight to have precipitated the illness 
and to have influenced its content, there was a considerable proportion in 
whom antecedent disorder was found to have been evident ; the patient had 
been tired, irritable, quarrelsome, quieter, rather worried, a little preoccupied, 
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‘not quite herself’’, “nothing much, but just a bit off colour ’’, "worried about 
things rather ’’, “ didn't seem to be his usual self ’’, “ a bit nervous". State- 
ments such as these were obtained about Cases 4, 6, 8, 9, 14, 16, 19, 23, 27, 28, 
32, 39, 44, 45, 46, 51, 53, 55, 60. If one examined these one found that in some 
there was a cumulative situation, as it were; each difficulty had reduced the 
patient's good spirits and capacitv, and over a period of weeks, months or 
even years (cf. A. H—, Case 27) there had been a gradually increasing worrv, 
irritability, depression, inadequacy ; finally the burden became so heavy that 
the patient was referred to a hospital. In others the personality had alwavs 
been a mild, persistent picture of depression—pessimistic, hesitating, gloomy, 
anxious, unreliant ; where the personality stopped and the illness began was 
a point calling for skilful casuistry, if thought worth deciding at all. One was 
impressed with the purely temporal relation of the apparent psvchogenic 
factor with the onset of the illness in some cases, with its purely pathoplastic 
or rationalizing use in others, where it formed the manifest content of the 
psychosis. If the patient reports a recent sexual trauma which colours all 
her psychotic life (cf. E. B—), and which was promptly followed by the out- 
break of the psychosis, one calls it a psychogenic factor; if the patient reports 
a remote sexual trauma which now colours all her psychotic life (cf. H. D. H—), 
but was followed only after an interval of years by the outbreak of the psvchosis, 
one scarcely calls it psychogenic ; but surely the only difference is a temporal 
one. This is well exemplified in such cases as that of D. N— (Case 41), where 
the physician who saw the girl first in the out-patient department was misled 
by the patient's and her mother's insistence on the importance of a false accusa- 
tion of fornication that had been made, so that he put this down as the psvcho- 
genic factor in a reactive depression ; later, when it was discovered that between 
the accusation referred to and the onset of the psychosis there was an interval of 
a vear or more, it was regarded as an example of the familiar phenomenon 
of the patient bringing up remote happenings, peccadilloes and slights, and 
interpreting them in the light of present mood. In many the earlier episode 
will fit well into a less rigid conception of the development of the disorder, 
figuring as a contributory cause, one of a chain of events, leading to the illness 
as one sees it on admission. Similarly if the illness occurs during the puer- 
perium, this is regarded as establishing a probable etiological relationship, 
as well as a temporal one, even though the patient had passed through previous 
confinements without any illness; and if one takes into account the many 
additional factors, both environmental and “ psychic ”, that have been opera- 
tive during the interval between the two confinements, one is recognizing the 
` pluridimensional nature of the “ illness ” and the multiplicity of its “ causes "' 
One does not call the last straw the cause of the camel's broken back, at anv rate 
if one is talking scientific language. The “ influenzal’’ cases and the “ post- 
operative ” cases (cf. Cases 15, 25, 2I, 22, 50) are in large measure illustrations 
of this. 
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Since, therefore, the delimitation of “ reactive’’ depression is justifiable 
only so far as it is serviceable and approximates to the facts (the pragmatic 
requirements), the discovery that it clouds the issue, makes difficulties that 
are not intrinsic in the data, and is unequivocally applicable only to a small 
percentage of the cases (Bonhoeffer found among 117 mild depressive states 
only 8 or ro that were reactive, i.e., psychogenic, according to Reiss’s 
definition), all this suggests that the term and the grouping it denotes would 
be better done away with. Gillespie thinks the delimitation of it is of 
value in determining therapy; his views are not confirmed by the cases 
here under consideration. Since Reiss first set up this group of reactive 
depressions, it has been subject to criticisms, especially from Bonhoeffer, 
Birnbaum and Stransky. 

Another aspect of the problem that is often sacrificed to apparent lucidity 
is the fluidity of personality, modifying and being modified by environment. 
It is the great merit of William Stern in recent years to have emphasized 
that human personality is neither static nor secluded ; it exists only in virtue 
of its environment, and in order to react on that environment, adapting 
it and being itself adapted. When, therefore, one says environmental 
factors did this and personality factors did that, one is again using an 
artificial construction, useful no doubt, but full of pitfalls. The personality 
often makes the situation, as it were, and then is appalled by it—a reciprocal 
action, not easily reducible to descriptive terms, but comprehensible as 
a sequence in which neither is independent or itself responsible for the 
product. 

It may appear that too much attention has been paid to the reactive types 
and too little to the constitutional or autonomous. But what are the criteria 
ofthe latter ? Periodicity ?—it is a function of all the activities of the organism 
Recurrence ?—it occurs in the most clearly psychogenic. So do ''autono- 
mous ” course and apparent freedom from modifiability by extraneous factors. 
What remains is negative; there is no evident psychogenesis, and the illness 
does not respond to any treatment but that of care and abstention from all 
interference (except that needed to preserve life). Such cases unquestionably 
occur. The absence of psychogenesis or environmental influence, largely 
apparent, is due to our distinction between somatic and psychic, and our 
inability or disinclination to probe deeply into the total previous experience 
and reactions of the sick man; the autonomous course is a particular 
aspect of the general problem of illness. How far one does good, other- 
wise than by removing painful stimuli, whether outside or in the organism, 
is always dubious, and the tendency of the process, as suggested above, 
is towards recovery, Le. harmonious adaptation. Von Monakow has 
insisted on the chronogenic as well as the spatial determinism of the 
organism ; this applies not only to growth, one would say, but also to variation 
of function in unfavourable circumstances ; the time factor is as important as 
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the form factor in determining the course of an illness. On this point, as on 
many others in connection with the problem of “ psychogenic ” and “ autono- 
mous °’ mental illnesses, I am in agreement with Erwin Straus's subtle 
and profound analysis of the problem. No doubt there are changes in the 
internal structure of the body, its chemical and vegetative regulation which 
play a great part in determining its course. But these are only part of the 
total reaction of the organism, and it is by no means in denial of their 
fundamental importance in the illness that one refuses them independent and 
preponderant significance, either atiologically or as part of the process of 
the illness. With justice does Rosenfeld in his Referat on the vegetative and 
endocrine changes say “ Da psychische und physische Funktionen nicht bloss 
bezüglich der sexuellen Reaktionsteile zu einer unlósbaren Einheit verbunden 
sind, so werden auch bei den endogenen Geistesstórungen lebhafte Wechsel- 
wirkungen zwischen den psychischen Vorgangen bzw. bei den Prozesspsychosen 
den Gehirnvorgangen und den endokrinen Systemen bestehen können. Es 
wird oft schwierig, ja vielleicht unmöglich sein zu entscheiden, welche Vor- 
gànge als die primären zu betrachten sind." (‘‘ Since physical and psychic 
functions are fused into an indissoluble unity—and not only in respect of sex— 
there will also be possible in endogenous psychoses an active interplay between 
the psychic processes, the cerebral processes and the endocrines. It will often 
be difficult, perhaps impossible, to decide which processes are to be regarded 
as primary ’’). 

Finally, Lange and others, including Gillespie, have laid down clinical 
criteria by which one may distinguish endogenous and reactive depressions, 
e.g., loss of weight, attitude towards illness and towards environment, nature 
of retardation, etc.; Gillespie even gives a table showing the differences, 
so that the general practitioner and the student can carry out the diagnostic 
exercise readily. But it has been made sufhciently apparent in the various 
sections of this study that these criteria fail; they may be combined in the 
most varied ways, and the factors which determine them are by no means the 
factors concerned in the antithesis environment— person. It may be said 
that sixty-one cases are not many; but they are varied, and they 
are more than either Lange or Gillespie included in their studies. The 
conclusion would seem to be that reached by J. H. Schultz, who can 
scarcely be accused of bias against the differentiation of psvchoneurotic or 
reactive conditions: “ Die oft zu schematisch gestellte Frage, ob reaktiv oder 
endogen, dürfte mit mehr Sinn so formuliert werden wie weit in dem 
vorliegenden Fall reaktive Vorgange weitesten Sinnes beteiligt sind, oder 
unklare Schicksalhaftigkeiten erbbiologischer oder auch somatischer Art ” 
(" The question whether an illness is reactive or endogenous is often put too 
schematically ; it might more sensibly be formulated as: How far are reactive 
processes, in the widest sense, concerned in this case, and how far obscure 
hereditary or somatic determinants of a fateful sort ? ’’). 
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CONCLUSION. 


It has been the object of this study to determine the clinical features of 
“ depressive states". From a series of personally observed cases, in which 
the diagnosis might fairly be regarded as unexceptionable, a fuller description 
of the range and form of the clinical features has been obtained than has been 
available in English. The consideration of relevant writings in English, 
German and French has been full because of the great diversity of statement 
about matters of observation, as well as of theory. The findings have com- 
pelled divergence in many points from the accepted views, as presented in 
text-books and monographs, or amplification of them ; these are discussed at 
length in the body of the paper, and do not permit of brief recapitulation. ` 
Particular reference, however, may be made to the discussion of several matters 
in which the divergence was great or the necessity for more adequate differen- 
tiation striking; such may be found in the sections dealing with paranoid 
features and the patient’s attitude to his environment; the phenomena 
generally grouped under the heading ' retardation " ; feelings of unreality ; 
anxiety and compulsive symptoms ; and the validity of current grouping of 
the types of depression. 

It has to be pointed out that this paper was originally written in 1931. 
Its publication has been deferred until now, when a prognostic study of the 
patients in question can with propriety also be put forward. 
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BLOOD AND URINE CHEMISTRY DURING THE SPECIFIC 
DYNAMIC ACTION OF GLYCINE IN NORMAL 
SUBJECTS AND IN SCHIZOPHRENICS. 


By CHARLES REID,* M.A., D.Sc., M.D., D.P.H. 


(From the Central Pathological Laboratory of the London County Mental Hospitals.) 


IT has been stated that in schizophrenia the usual specific dynamic action 
(S.D.A) of foodstuffs is not shown. In order to be certain that the S.D.A. 
of foodstuffs is less in schizophrenics than in normal subjects, it was considered 
desirable to attempt a form of examination in which information would be 
available not only concerning the rate of absorption of the ingested material, 
but also concerning the excretion of products of metabolism which would be 
increased during and after the period in which the S.D.A. was evident. Accord- 
ingly the results dealt with in this paper are based entirely on the findings 
of chemical changes in the blood and urine of the subjects investigated after 
administration of the selected agent. 

In order to obtain a prompt and pronounced effect it was decided to use one 
of the amino-acids in concentrated solution rather than a bulky preparation 
of one of the chief protein-containing foodstuffs. Amino-acetic acid (glycine) 
was chosen as it can be readily obtained in a pure state, and can be given by 
mouth in comparatively large doses. Further, as its molecule does not 
contain sulphur, the evidence obtained by studying sulphate excretion in the 
urine rather than that of nitrogen might serve as a more reliable index of the 
induced change in the rate of metabolism. 

Some cases were also examined by means of the Benedict- Roth respiratory 
metabolism apparatus, but this method was not largely used, as it usually 
takes considerable time to ensure that basal conditions are actually being 
observed. In these experiments a special two-way nosepiece was used with a 
minimal amount of dead space. 


DOSE OF GLYCINE. 


The dose of glycine used was 22:5 grm. per square metre of body surface. 
Surface area was determined from a d'Ocagne nomogram permitting direct 
estimation of surface area from height and weight according to the DuBois 
formula. The glycine was dissolved in 150 c.c. water at 38? C. and given by 
mouth at that temperature. No flavouring agent was used. 
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METHOD OF EXAMINATION OF SUBJECT. 


Thirty healthy male subjects were examined during the post-absorptive 
phase, i.e., during 15 to 25 hours after the previous meal. These subjects, who 
were convalescent patients on the ordinary diet of the hospital, were kept warm 
in bed throughout the period of examination in a room of even temperature 
(about 20? C.) in which they were under the writer's supervision. No food was 
allowed on the day of examination until after the last blood and urine samples 
had been obtained. Their ages varied between 17 and 5r years. 

The bladder was emptied between 7.30 and 9 a.m. and the time noted. Two 
hours later the bladder was again emptied and the urine sample measured 
when cool and retained for analysis. A blood sample of about 20 c.c. was 
obtained by vein puncture and dealt with as described later. The amino-acid 
was then given by mouth in the requisite dose. Further blood samples were 
obtained in the 2nd or 3rd hours, and about 6 or 7 hours after the adminis- 
tration'of glycine. Intermediate blood samples were obtained in addition in 
some cases. The total urine samples excreted during the first 3 hours and from 
the 4th to the 7th hours after glycine feeding were kept, measured and analysed. 
If the subject complained of thirst roo c.c. water at 38? C. were given at the 
beginning of the 4th hour. 

Six control subjects were also examined in the same way, with the omission 
of glycine feeding. ‘ 

All the above subjects were being fed on the ordinary hospital dietary. 
Drugs were not allowed for several days previous to the test day. 


CHEMICAL TECHNIQUE. 


About 20 c.c. of blood were drawn off by vein puncture at the elbow into a 
clean dry syringe containing a minimal amount of powdered neutral potassium 
oxalate (A.R.) and Io c.c. transferred to a 10 c.c. measuring cylinder. It was 
found inadvisable to use fluoride as an anti-coagulant if the blood or blood filtrate 
was to be used subsequently for urea determination, although Boyd, Irish and Roe 
(1927) claimed that the retarding action of fluoride could be abolished by diluting 
the blood 7 to 1o times. Deproteinization was effected by Hawkins and Van 
Slyke's (1928) modification of the Folin-Wu procedure, viz., one volume of 10°, 
sodium tungstate, accurately neutralized if necessary, mixed with 8 volumes of 
N /12 H,SO,, and added slowly with shaking to one volume of blood. The combined 
deproteinizing mixture was made on the day of use. 

The blood filtrates were analysed for total nitrogen by the micro-Kjeldahl 
method of Folin and Wu (1919), urea nitrogen by kKarr's (1924) direct Nesslerization 
as modified by Looney (1930), amino-nitrogen by Folin's (1922) method, and blood 
glucose and non-glucose reducing substances by Benedict's (1928, 1931) technique. 

The analyses were done as far as possible in duplicate, and blank experiments 
run occasionally on the reagents. Most of the methods were checked by the 
manometric technique. 

Blood glucose and non-glucose reducing substances were determined immediately 
on completion of filtration. Six Folin-Wu blood-sugar tubes were used for each 
filtrate to allow of duplicate determinations with the Benedict copper and copper- 
bisulphite reagents. The stock Benedict copper solution with alanine was kept in 
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the refrigerator, and made up fresh monthly. The sodium bisulphite solution 
was made fresh weekly, and added as required on the day of use. 

The urine samples were filtered through Whatman No. 1 filter-paper to remove 
mucus, and analysed for non-protein nitrogen by the direct Nesslerization method 
of Folin and Denis (1916), and amino-nitrogen by the colorimetric method of 
Folin (1922). Urea-nitrogen was determined by Marshall's (1913) urease method. 
B.D.H. urease tablets were used, and the titration value of the tablet allowed for. 
When this was done, the practical results with pure urea solutions approached to 
within 1 or 2% of the theoretical. 

The filtered urine was also examined qualitatively for the presence of sugar 
and protein. 

Inorganic and total sulphates were determined by Fiske’s (1921) benzidine 
titration method. Twenty-five c.c. instead of 5 c.c. of the phosphate-free filtered 
urine were used, and correspondingly larger amounts of the subsequent reagents. 
The benzidine sulphate precipitate was filtered off in a Gooch crucible packed with 
a thin laver of prepared asbestos instead of using the special Fiske filtration tube 
with a thin mat ot paper pulp. The flask was rinsed with three 5 c.c. portions of 
96°% acetone, which were transferred to the crucible. The precipitate was then 
washed with six 5 c.c. portions of acetone, allowed to dry, and washed with the 
asbestos into the original flask with about 50 c.c. water. The titration values of 
blank analyses were always less than 0:3 c.c. of 0102 N NaOH. Titration values for 
the portions of the urine analysed for sulphate in this way usually lay between 1o 
and 20 c.c. of 0'02 N NaOH. 

The sensitivity of Benedict's method for sugar was tested as follows : A series 
of glucose solutions, containing 100, 102°5, . . 115 mg./IOO c.c., were made 
and estimated for sugar according to the Benedict technique. Ten readings were 
taken on the colorimeter for each, and, from the means, the following results were 
obtained : 100, 102:8, 105, 1058, 1076, 1136, 116°2 mgrm./100 c.c. respectively. 


SUBJECTIVE AND OBJECTIVE SYMPTOMS. 


The average dose of glycine given was 38 grm. Undesirable effects were not 
observed in the majority of subjects (30). Three subjects vomited about two 
to three hours after, and another had one violent action of the bowels two and a 
half hours after its administration, but larger doses (25 grm. per sq. m. of body 
surface) have been taken by the writer and others without untoward effects. 
Most subjects complained of thirst and a feeling of warmth and sweating— 
usually most evident in the 2nd and 3rd hours. Occasionally headache was 
complained of, and the pulse was usually above the basal rate for a short 
period. Others experienced a sense of well-being, more particularly during 
the 2nd and 3rd hours after glycine, and the writer can testify to the accuracy 


of this observation. 
RESULTS. 
Amino-nitrogen. 


Blood.—The average amino-N content of the blood in the post-absorptive 
phase was 6-0 mgrm./100 c.c. ; 75° of the values obtained lay between 5:5 
and 6:5 mgrm. After the ingestion of glycine in the appropriate dose, the 
amino-N attained its maximum about the end of the 2nd hour or near the 
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beginning of the 3rd. Thereafter the amino-N content fell gradually to nearly 
normal shortly after the 7th hour, the average value at the 6th hour being about 
0:7 mgrm. above the mean fasting level (Fig. 1). 

It must be clearly understood that considerable variations were observed 
in different cases. The maximal increases observed varied between 3:0 and 
6-5 mgrm. in different cases. Likewise the rate at which the amino-N content 
of the blood returned to normal was not the same in all, as was shown by the 
different increases in the amino-N above the initial fasting value in different 
cases at the end of the period of observation. 


Mgrm./100 0.0. 
20 


15 


10 


0 1 2 3 4 5 6 7 HR. 


Fic. 1.—Lines represent mean blood values in mgrm. /100 c.c. of amino-N and urea-N 
after glvcine; twenty normal subjects, glycine at o hr. 22.5 grm. per sq. m. body surface; 
average dose 38 grm. in 150 c.c. H,O at 38° C. Dotted lines represent six controls, 
given 150 c.c. H,O at 38° C. at o hr. 


The blood amino-N of 6 controls, who received 150 c.c. water or I5 grm. 
urea in I50 c.c. water, remained practically constant or decreased slightly 
throughout a similar period of observation. 

Urine.—The average fasting excretion of amino-N was about 5 to Io mgrm. 
per hour. It increased on the average to about 24 mgrm. per hour for the first 
3 hours after taking glycine and fell to about 18 mgrm. per hour for the 
succeeding 4 hours, but there were considerable variations from case to case, 
e.g., 20 to 50 mgrm. and 12 to 30 mgrm. per hour respectively (Fig. 2). 

In controls the amino-N excretion averaged less than 10 mgrm. per hour 
in the post-absorptive phase; most commonly it was about 6-7 mgrm. It 
varied slightly with the diuresis promoted either by the ingestion of water or 
urea in water (Table I). 
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TABLE I.—Control No. 2: J. D—, et. 33. 68 Rgrm. 


Time in Rate of excretion Amino-N excre- Blood amino-N, 
haus of urine in c.c. tion, mgrm. mgrm./ 100 
` per hour. per hour. C.C. 
0—I : 176 ; 7:9 ; 6-40 
I-4 , I95 : 71 ; 6-12 
4-6 : 64 : 6-0 ; 6-20 


250 c.c. water given at o hr. 


Discussion.—In Control No. 2, 37:22 mgrm. amino-N were excreted in 
6 hours, while the blood amino-N decreased 0-2 mgrm./1oo c.c. If we assume 
a blood volume of the order of 4,000 c.c. for the above individual, it can be 
seen at once that the amount excreted is much greater than the decrease in 
circulating amino-N. 

During a period of active absorption of amino-acid from the intestine, it is 
more difficult to assess the part played by diuresis in determining the amino-N 
content of the blood. During a period of 7 hours after the ingestion of glycine, 
the amount of amino-N excreted in the urine varied in round figures between 
100 and 250 mgrm. in different individuals. The excess amino-N excretion 
accordingly would lie between 50 and 200 mgrm. approximately and is a 
small fraction of the amount ingested. As the blood amino-N has returned 
nearly to normal and as the rate of excretion is not much above normal in the 
7th hour, it is likely that absorption from the gut is complete or nearly so. 
Most of the amino-acid administered, therefore, has been removed by the 
tissues from the blood. 

In view of the large proportion of the ingested amino-acid dealt with by the 
tissues, it is unlikely that the kidneys will control to a marked extent the 
amino-N content of the blood. It can be stated, as a generalization only, that 
the greater the rate of diuresis after the ingestion of amino-acid, the greater 
is the amount excreted. But the actual increase in the amino-N content of the 
blood is only to a slight extent dependent on the rate of diuresis and the amount 
of amino-N lost through the kidneys (Table II). 

The experiment of amino-acid ingestion has been repeated on several of the 
experimental subjects, but variations were slight on repetition. In one subject 
(No. 4), for example, given 39:0 grm. glycine on January 25, 1933, and March 8, 
1933, blood amino-N increased from 6:20 and 6:29 mgrm. to 12:30 and 11:94 
mgrm./Io00 c.c. in 2 and 2} hours respectively, with a total amino-N excretion of 
95 and 76 mgrm. for a period of 5 hours. 

The differing increases in various subjects in the amino-N content of the 
blood after glycine may be explained by several factors, among which may be 
mentioned varying emptying times of the stomach, different rates of absorption 
from the gut, differences in the amount or condition of the tissues capable of 
dealing with circulating amino-acid, different circulatory conditions, etc. The 
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point to be noted is that wide variations were found amongst apparently normal 
subjects. 


TABLE II.—Amino-N Excretion after Glycine with Urinary Excretion Rates 
Above and Below 150 c.c. per Hour. 


No. of Average total Urine excretion Average increase 
i amino-N rate in in mgrm. in blood 
CA excreted in mgrim. c.c. per hr. amino-N at 5°2 hr. 
8 : 72 wi 181 ; 3:9 
IO A 55 Š IO4 ` 4°4 


Amino-N Excretion 1n the same 18 Cases after Glycine: Cases Sub- 
divided into Two Classes, those Excreting (a) more than 60 mgrm., 
(b) less than 60 mgrm. in 2} hours. 


7 : 86 : 164 : 3:8 
II ; 47 122 : 46 


Blood and Urine Urea. 


The average value of the fasting blood urea-N was 10:8 mgrmj/roo c.c. 
(9:2 mgrm. to 12:5 mgrm.). 

After glycine, the blood urea rose slowly or remained stationary during the 
first two hours. The maximal increase (average about 4 mgrm./r1oo c.c.) was 
found in the last sample of blood during the observation period—taken in the 
6th or 7th hour (Fig. 1). Large variations (2 to 7; mgrm.) were found in the 
increase in blood urea-N of different individuals during the 7th hour. 

The average initial value of the urea-N excretion was between 400 and 500 
mgrm. per hour. The peak of urea excretion was usually attained between the 
2nd and 4th hours after amino-acid feeding, the rate of excretion being nearly 
double that found in controls for the corresponding period (Table III). 

In controls with a urine excretion rate of the same order maintained for 
the same period, blood urea decreased about I mgrm./100 c.c. (Fig. 1), and urea 
excretion fell approximately from 500 mgrm. to 400 mgrm. (Table III). 

Discussion.—Luck and Seth (1925) injected a dog (10 kgrm.) intravenously 
with r-o grm. glycine, and observed its rapid withdrawal by the tissues 
and a slow formation of urea which followed much later. Urea excretion, 
however, was not studied. Early formation of urea would be masked, in 
the writer's glycine ingestion experiments, by the increased rate of urea 
excretion which was observed even during the first hour. It is likely that 
an early formation of urea occurs after the ingestion of glycine, since in 
controls the blood urea and urine urea tend to fall slightly, whereas after 
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glycine even in the first hour urea excretion increases, although the blood urea 
may or may not increase. That urea formation continued for many hours is 
evident from the rising blood urea several hours afterwards and the raised rate 
of urea excretion, whereas controls shoWed a slight decrease in blood urea and a 
lowered urea excretion. 

Generally those cases with larger outputs of urea-N during the 7-hour period 
after glycine ingestion had smaller increases in blood urea, and it was found by 
giving water to drink occasionally after glycine that the increase in blood urea 
depended entirely on the diuresis maintained. Hence it would seem unsound 
to base conclusions on the extent of the specific dynamic action of glycine in 
individuals, or to look for a possible deviation in regard to protein breakdown 
by a study of the blood urea changes alone. 


TABLE III.—Urea-N Excretion in mgrm. per hour|Urine Rate in c.c. ber. Hour. 


Initial. 0—3 hrs. 3-6 hrs. 
After glycine . . 464/78 . 040/147 . 733/76 Twenty subjects. 
Controls A . 460/104 . 393/154 . 368/69 Six subjects. 


Non-Protein Nitrogen of Blood and Urine (Less urea-N and amino-N). 


The blood non-protein-N less the urea- and amino-N fractions averaged 
12-2 mgrm./r10o c.c. initially. In the 3rd hour after glycine the average value 
had increased by about 3 or 4 mgrm., and decreased in the course of the 7th 
hour to about 14 mgrm. 

The hourly rate of excretion of the above N fraction increased from 50- 
I00 mgrm. to values between 100-300 mgrm. for the 3-7-hour period after 
glycine. N 

Controls showed a slight decrease of this fraction in both blood and urine. 

Discussion.—It is true that the increase in the non-urea and amino-N 
fraction is small after glycine. Control cases, however, showed a slight de- 
crease in this N fraction of the blood. Further, the hourly rate of excretion 
decreased slightly in controls or remained stationary, whereas glycine-fed cases 
showed a large increase. It is probable, therefore, that the blood content of 
this undetermined N is increased during the $.D.A of glycine. Whether this 
is due to an actual increased production or elimination by the tissues is not 
clear. Both factors may operate. Berglund, Derick and Folin (1924) consider 
that the temporary increase in the uric acid excretion after amino-acid injec- 
tion represents an increased elimination, but Leathes (1906-7) and Doisy and 
Lewis (1918) are of opinion that increased tissue metabolism in fever and after 
amino-acid administration respectively is shown by a rise in the excretion of 


uric acid. 
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Blood Glucose and Non-glucose Reducing Substances. 


: The administration of glycine produced in the course of 2 or 3 hours a 
decrease in the blood sugar of about ro to 15 mgrm./1oo c.c. This decrease 
was followed by a slow rise towards the initial fasting level. 

The blood-sugar of controls did not show similar changes. 
The variations in the non-glucose reducing substances during the same 


periods were small. There was no decrease, but the changes did not appear 
significant. 


Excretion of Sulphate. 


Both the inorganic and total sulphate excretion was estimated for the usual 
periods, but, as the inorganic sulphate usually comprised over 90°% of the 
total sulphate, and as variations in the proportion of inorganic to total sulphate 
were slight, no attempt has been made to attach significance to these variations. 

In the statement of results the value 100 is taken as representing the hourly 
excretion of total sulphate for the initial period preceding the administration 
of glycine or water. Hourly excretion rates for subsequent periods are 
expressed as percentages. 

In controls the excretion of sulphate fell during the post-absorptive period 
despite the maintenance of diuresis by water. If 1oo be taken as the hourly 
initial excretion rate of sulphate for a particular case, the value decreased to 
about 70 for the last three-hour period of examination. In glycine-fed indi- 
viduals the excretion value of sulphate was maintained about that obtaining 
during the initial period (Table IV). This indicates that (1) sulphate is formed 
in the tissues and excreted in increasing amounts during the specific dynamic 
action of glycine in the post-absorptive period, or (2) is excreted in increasing 
amounts after glycine due to the subsequent diuresis. 


TABLE IV.—Sulphate Excretion. (100 Represents the Amount of Sulphate 
Excreted in the Initial Period.) 


Initial. 0—3 hrs. 3-6 hrs. 
Normal cases (20) (glycine fed) . ; . i100. 07 . IOI 
Controls (3) (water diuresis) ; . IOO . 74 . . 70 
Controls (3) (urea diuresis) : . . 100. ZI 3 67 
Normal cases (3) : 
(Breakfast + glycine) . i ; . 100 .  IOÓ . IIO 
(Breakfast only) . ; . : . 100 . 07 . 96 


(Breakfast + urea) . ; , . Io . 98. 95 


Further, the sulphate excretion was examined in three cases under the 
following conditions : On one day a breakfast of one egg, bread and tea was 
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allowed. On a subsequent day the same breakfast was given, followed one hour 
later by glycine in the appropriate dose. On another day the same breakfast 
was given, followed one hour later by 15:0 grm. urea in 100 c.c. water. Urine 
samples were collected and analysed for inorganic and total sulphate for the 
following periods: 2 hours before breakfast, o to 3 and 3 to 7 hours after 
breakfast. 

The sulphate excretion rate was found to be highest when the standard 
breakfast was followed by the ingestion of glycine. This indicates that during 
the specific dynamic action of glycine sulphate excretion is increased, and is not 
largely dependent on the increased diuresis usually observed after glycine, but 
is associated with chemical reactions occurring in the tissues. 


RESULTS IN SCHIZOPHRENICS. 


These subjects were examined in exactly the same way as the normal cases. 
Over a dozen cases of recent origin were given glycine, but complete records 
were not obtained from more than 10. Three of them, of whom two 
were males, were tested with glycine on more than one occasion, but the bio- 
chemical findings in the repeated tests were entirely confirmatory of the initial 
examination. Their ages varied between 20 and 38. 

The ordinary hospital diet was given to these psychotics. The adminis- 
tration of all drugs was stopped for several days previous to the test. 


Amino-Nitrogen. 


Blood.—The mean fasting amino-N content of the blood was 6:56 mgrm. /100 
c.c. After glycine administration the amino-N attained its maximum during 
the 3rd hour. Thereafter the amino-N decreased, until in the 7th hour the 
average value was 1:20 mgrm. above the initial value (Fig. 2). 

Urine.—The average initial excretion of amino-N lay between 5 and ro 
mgrm. per hour (7:5 mgrm.). For the 3rd hour after the administration of 
glycine the rate of excretion was 37 mgrm., but fell to about ro mgrm. for the 
7th hour (Fig. 2). 

Discussion.—If the mean amino-N content of the blood of normal subjects 
be contrasted with that for schizophrenics after glycine feeding, it will be seen 
on reference to Fig. 2 that apparently the mean increase for the latter is slower 
and smaller than for the former, and that the rate of decrease during 3 or 4 
hours after the peak has been reached is less for schizophrenics. Several 
possibilities suggest themselves to account for this: 

(1) Delayed emptying of the stomach with normal absorption; (2) delayed 
absorption from the gut due to a less efficient vascular supply as compared 
with normal subjects ; (3) enhanced retention of amino-acid by the liver during 
the period of absorption of amino-acid from the gut. 
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If reference is made to the mean excretion curves of amino-N for normal 
‘cases and schizophrenics (Fig. 2), it will be seen that in the period from the 
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Concomitant with this there exists a higher mean 


3rd to 7th hours after glycine administration the mean hourly excretion is 


higher for schizophrenics. 
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value of circulating amino-acid. These points indicate at least a divergence 
from the normal, or at least from those normal subjects with rapid absorption, 
in the group of abnormal cases examined, as regards the mechanism for dealing 
with the large dose of amino-acid ingested, and, more particularly, when refer- 
ence is made to the individual protocols, a more marked divergence in some 
cases than in others. If the above interpretation of the difference between 
the mean curves of normals and schizophrenics is correct, the resulting specific 
dynamic action would be expected to be less evident in the latter. This point 
will be dealt with later in the discussion on the excretion of sulphates. 


Blood and Urine Urea. 


The average fasting blood urea-N was 12:62 mgrm./rioo c.c. (9.0-18:5 
mgrm.). This is slightly higher than what was found for normal cases, but the 
higher mean value is largely due to the inclusion of one or two cases which had 
somewhat higher blood urea contents. 

After glycine the mean blood urea curve did not differ greatly from 
that obtained in normal subjects, the mean value in the 7th hour being 4:08 
mgrm. above the initial fasting value. - 

As for the urea excretion, it may be stated generally that the initial urea 
excretion before glycine was less than for the normal subjects, but the average 
weight of the schizophrenic subject examined was less. After glycine the 
hourly rate of urea excretion was increased considerably. In several cases the 
initial urea excretion per hour was more than doubled for 3-6 hours aíter 
glycine. Asfor normal cases, it can be stated generally that those schizophrenics 
who showed the larger increases in blood urea after glycine had a smaller urea 
output and vice versa. 

Discussion.—It is clear that the schizophrenic subject is well able to 
deaminate amino-acids, to form urea from the NH, group removed, and to 
excrete the urea thus formed. Here again it is clear that the blood urea content 
after glycine is largely or entirely dependent on the diuresis supervening after 
the ingestion of amino-acid. It is true that some cases showed a considerable 
increase in the blood urea after several hours, while others did not. On reference, 
however, to the total urea excretion figures for the period of observation of 
these cases, it is clear that the increase in blood urea is largely dependent 
inversely on the amount of diuresis induced. Why schizophrenic subjects 
should exhibit considerably different degrees of diuresis after glycine is not 
clear. Probably the available fluid for excretion varied greatly in different 
cases at different times. But it must be remembered that apparently normal 
subjects exhibit considerable variations. At any rate it was possible in one 
schizophrenic not only to prevent a marked rise of 7 to 8 mgrm. blood urea-N 
in 6 hours after glycine by the previous administration of adequate amounts of 
fluid, but also to increase the total urea excretion for the period of observation. 
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Davies and Lockwood (1932) thought that some deviation might be ob- 
served in psychotics in regard to protein breakdown, and blood urea curves 
characteristic of different psychotic conditions are given. In the absence of 
estimations of the output of urea in the urine during the period of examination 
these must be held to be valueless. Likewise Witts (1929) failed to make urea 
output examinations in his observations. A further point arises in regard to 
Davies and Lockwood's results. The pathological subjects investigated were 
aged 17 to 55, but the controls were apparently healthy young adults. Controls 
should belong as far as possible to the same age-groups. The author has 
observed in a “ healthy ’’ man of 68 a blood urea content of 20 mgrm./10o c.c. 
(normal fasting 12 mgrm.) 6 hours after the appropriate dose of glycine. 

The average dose of glycine was 38 and 32 grm. (ie., 7x1 and 6:0 grm. N 
approximately) for normal (20) and schizophrenic (ro) subjects respectivelv, 
and the average extra urea-N output for 6 hours after glycine, i.e., the total 
urea-N output minus the initial, was 1-62 and 1:26 grm. It is readily seen that 
the proportion of N eliminated as urea-N to that ingested is 0:23 for normals 
and o-21 for schizophrenics. 

The retention of urea in some schizophrenics must be considered due to 
lack of available fluid for excretion, as a result of a lessened fluid intake as 
compared with that for normal subjects. This factor would lower the fraction 
0:21, and the difference from 0°23 might then be significant. It could be 
explained, however, by slower absorption in the psychotics. On the whole, the 
comparative nearness of the fractions indicates that the functions of urea 
formation and elimination are performed efficiently in the group of schizo- 
phrenics examined. 


Total Nitrogen Excretion. 


In some schizophrenics the total nitrogen excretion after glycine was in- 
creased to a greater extent than was found in others, and in normal subjects. 
For example, an initial total nitrogen excretion of 300 mgrm. per hour was 
followed by a rate of about 900 mgrm. or over for the 4th to the 6th hours after 
glycine (Protocol No. 3). Several factors could account for this, e.g. : 

(1) Delayed absorption of glycine, with consequent delay in the 
onset of the subsequent diuresis. 

(2) Previous nitrogen retention due to an individual diminished 
fluid intake. 

(3) Incomplete emptying of the bladder at the collection of urine 
samples. 

One case (No. 8) which showed this large increase in the nitrogen excretion 
was given extra fluids for a day or two previous to a second glycine dosage. 
The second test, however, was substantially similar to the first. Further, the 
comparative similarity of the amounts of total nitrogen and urea-N from the 
two tests would be a point against (3) being a factor. It was significant that 
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in both tests the blood amino-N was still 2 mgrm. above the initial value 6 
hours after the glycine feed. This could be explained by absorption delay. 


Undetermined Non-Protein Nitrogen of Blood and Urine. 


The results obtained from the estimation of these substances by difference 
values do not call for any comment; it was not possible to state that any 
valid difference existed between the values of this nitrogen fraction in the 
blood and urine of normal and of schizophrenic subjects after glycine. 


Blood Glucose and Non-Glucose Reducing Substances. 


Estimations of blood glucose and non-glucose reducing substances after 
glycine in schizophrenics did not exhibit any significant differences from 
the results obtained in normal subjects. The average fall in blood glucose 
was about 8 mgrm./1oo c.c. as compared with a decrease of 10-15 mgrm./100 
c.c. in normal subjects. 


Excretion of Sulphate. 


Sulphate excretion in schizophrenics may be reckoned (Table V) by taking 
100 as the hourly excretion value for sulphate in the initial period. The 
hourly values for the subsequent periods of observation are expressed as 
percentages. 


TABLE V. 
Initial. 0—3 hrs. 3—6 hrs. 
Normal cases (20) (after glycine) . , . IOO . 97 . IOI 
Controls (3) (no glycine)  . ; : . Io . 74 . 70 
Schizophrenics (10) (after glycine) : . I0 . 94 . 89 


The figures are for the total sulphate excretion. No significant difference 
from the normal was observed in the ratio of inorganic to total sulphate. 

Discussion.—From Table V it is clear that in normal controls the total 
sulphate excretion fell during the period of observation, i.e., from 17th to 24th 
hour of the post-absorptive period. With glycine the sulphate excretion was 
maintained in normal subjects at or near the initial value found. With schizo- 
phrenics the sulphate excretion was less than in normal subjects, but greater 
than in normal controls without glycine. 

If schizophrenics did not respond to the specific dynamic action of glycine, 
, the sulphate excretion should decrease as in the starved controls. The decrease 
observed, however, is much smaller. It is clear that there is a difference in 
the response of normal and schizophrenic subjects to glycine as evidenced 
by the total sulphate excretion. The sulphate excretion is not maintained at 
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the higher level of the normal subject after glycine. The failure to do so may 
be explained by : 
(1) Differences in the rate of absorption of glycine from the intestine. 
(2) A qualitative or quantitative difference in the response of schizo- 
phrenics to the specific dynamic action of glycine. 


O | 0's 1 15 2 IIR. 


Fic. 3.— Three normal and three schizophrenic subjects given r5'o grm. urea at o hr. ; 
blood urea-N values in mgrm.; 100 c.c. indicated by small circles for normals and crosses 
for schizophrenics. 


The reasons for suggesting that a specific dynamic effect can be elicited in 
schizophrenics by glycine are evident from a consideration of the sulphate 


han onmáz:Ó:wabaÍl NAP. M e a 


1934. ] BY CHARLES REID, M.D. 303: 


excretion under different conditions (Table IV). Sulphur is not present in the 
glycine molecule. If the excretion of sulphate is increased after glycine as. 
compared with its excretion when glycine is withheld, the increased sulphate 
must come from increased catabolism in the tissues. Diuresis alone without 
glycine does not appreciably increase the sulphate excretion. 

There remains the further possibility that the uptake of glycine by the 
tissues might facilitate the removal of sulphur, already catabolized as sulphate, 
from the tissues and its consequent excretion. Such a possibility is remote. 

The diminished sulphate excretion of schizophrenics may be taken as 
evidence of decreased specific dynamic action after the appropriate dose of 
glycine. This may well be-explained by a decreased absorption from the gut 
due to derangement of the normal intestinal processes concerned in facilitating 
the absorption of ingested foodstuffs. A comparison of the mean amino-N 
content of the blood after glycine ingestion with that from normal healthy 
subjects favours this suggestion. 

In a small series of experiments the absorption of another substance, urea, 
with a molecular weight of the same order as that of glycine, was compared 
in 3 normal subjects and in 3 schizophrenics during the post-absorptive period. 
Fifteen grammes of urea were given in 100 c.c. water. A preliminary sample of 
blood was obtained by finger-prick, and further samples at short intervals of 
about I5 minutes for 2 hours. i 

It is evident on reference to Fig. 3 that the mean curve of urea absorption 
is less steep than that of normal subjects. The slower increase in blood urea 
is not due to increased excretion of urea by the schizophrenics. Although all 
the schizophrenics who were tested by glycine were not available for the urea 
absorption test, the above finding favours the assumption that the con- 
centration of certain ingested substances in the systemic circulation increases 
more slowly in some schizophrenics as compared with normals. Further, 
it emphasizes the point that it is useless to attempt to differentiate psychotic 
cases by means of specific dynamic action tests based on observations which 
may be affected by different individual rates of absorption from the intestine. 

It is probable that rates of absorption from the intestine vary in different 
classes of psychotics, and it would be interesting to know how far this 
would account for Fischer’s (1927, 1928, 1928, 1933, etc.) claims to differentiate 
between classes of psychotics according to their apparently different reactions. 
to agents inducing specific dynamic action. 


PROTOCOL No. 1: NORMAL SUBJECT. 


CASE 29.—-Et. 32 years; male. Body surface r:6 sq. m. Blood samples 
at hr. 09:25 (1), 12°05 (2), 15°25 (3. Bladder emptied at 07:20 hr. Urine samples 
at hr. 09:20 (1), 12°00 (2), 15:00 (3). 36 grm. glycine at 09:30 hr. in 150 c.c. water 
at 38? C. 
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Blood Analyses. 


Sample No. 


Total N.P.N. . : . . 31°20 ; 38:00 ; 35'04 
Amino-N . ; ‘ : . 5°81 : 8:27 ; 6°51 
Urea-N . : " ‘ .  I2*I4 , 12°96 i 13°50 
N.P.N. less amino- and urea-N. 13°25 ; 16°77 , I5'03 
Glucose . í ; : . 87:00 ; 73:80 : 76°13 
Non-glucose reducing s . 10°80 , 9'00 , 10°77 
Urine Analyses. 
Excretion mgrm. per hr. 
EET | TES, 

Sample No. : : s : (1) i (2) ; (3) 
Rate c.c. per hr. , : , 86 ; 156 i 72 
Total N è s , - 472 ; 770 ; 862 
Amino-N , ; . ; 7 , 56 š 23 
Urea-N . . . ; - . 433 ; 650 ; 759 
“ Rest "-N , ; ; ; 32 ‘ 64 ; 80 
Sulphate . i ; š ; 19°8 ! I9'O . 22'3 
Protein . ; . ; : o : o ; o 
Glucose . ; ; " : re) , re) : o) 


PROTOCOL NO. 2: NORMAL CONTROL. 
CASE CONTROL 2.—/Et. 33; male. Blood samples at hr. 09°30 (1), 12°30 


(2), 15°00 (3). Bladder emptied at o9:15 hr. Urine samples at hr. 1015 (1), 
12°35 (2), 15°05 (3). 150 c.c. water (38° C.) at 10°20 hr. 


Blood Analyses. 


E L 


Sample No. 
Total N.P.N. 
Amino-N . 
Urea-N 


N.P.N. less aminós and üreacN 


Glucose 


Non-glucose reducing 


Sample No. 


Rate c.c. per hr. 


Total N 
Amino-N . 
Urea-N 
“ Rest "-N 
Sulphate . 
Protein 
Glucose 


(1) 
39° 34 
6°47 
9°54 
14°33 
87:60 
8:98 


Urine Analyses. 


(1) 

176 
682 

7'9 
579 
95 
35 
o 


o 


Mgrm. ; 100 C.C. 


Excretion mgrm. per hr. 


(2) 
195 
408 
7I 
412 
49 
20 
o 
o 
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PROTOCOL No. 3: SCHIZOPHRENIC. 


CasE 7.—Schizophrenic; æt. 23; male. Body surface r4 sq. m. Blood 
samples at hr. 09°30 (1), 12705 (2), 15°10 (3). Bladder emptied at o7:20 hr. Urine 
samples at hr. 09°20 (1), 12°00 (2), 15°05 (3). 32 grm. glycine in 150 c.c. water at 
38^ C. at 09°35 hr. 


Blood Analyses. 


Mgrm./10o c.c. 


:-————ÉÁ——————À— 
Sample No. . : : ; (1) : (2) ; (3) 
Total N.P.N. . T , - 35:37 > 40°90 ; 38:94 
Amino-N . ; à ‘ . 6°50 : 8:50 : 7:80 
Urea-N . : . : . 18:37 . I9'74 ; 19°62 
N.P.N. less amino- and urea-N . 10°50 i 12:76 ] II'52 
Glucose . 3 , ‘ . 92 : 85 : 89 
Non-glucose reducing E E. , 8 . I2 


Urine Analyses. 


Excretion mgrm. per hr. 


ee are 
Sample No. f . , (1) (2) (3) 
Rate c.c. per hr. ] ] , 66 : 60 ; 75 
Total N . s à ; . 292 ; 737 ; 932 
Amino-N . , ; ; ; 9 ; 24 à 30 
UreaN . , š . . 246 ; 525 s 764 
“ Rest -N : . : ; 37 ‘ 188 E 138 
Sulphate . j : : : 28 : 25 : 25 
Protein . ; : i : O ; o š o 
Glucose . ; , i , o . o ; o 


CONCLUSIONS. 


Twenty normal subjects have been investigated in order to observe the 
chemical changes in the blood and urine during the specific dynamic action of 
glycine. The dose of glycine used was 22:5 grm. per sq. m. body surface. 

Six controls were given water instead of glycine. 

After glycine (average dose 38 grm.) the amino-N content of the blood reached 
its maximum near the end of the 2nd hour. In the 7th hour it was usually 
less than 1 mgrm. above the fasting level, but there were considerable individual 
variations. 

Blood urea-N increased slowly and steadily during the period of observation. 
The mean increase in the 7th hour after glycine was about 4:0 mgrm./I00 c.c., 
but the actual increase in a particular case appeared to depend entirely on 
diuresis and the urea excreted. 

Blood-sugar decreased about 10-15 mgrm. per 100 c.c. after glycine ingestion, 
but tended to approach the fasting level in the course of 6 to 7 hours. The 
non-glucose reducing substances were not significantly altered. 

The non-protein nitrogen fraction (non-urea and amino-N) of the blood 
was increased after glycine administration. 

Nitrogen elimination was much increased after glycine. Approximately 
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the excess urea-N excretion during 6 hours of the post-glycine period amounted 
to 0:23 of the nitrogen given as glycine. 

The total nitrogen of the urine (less the amino- and urea-N fractions) was 
increased after glycine feeding. This was due either to increased elimination 
or to increased production in the tissues, or to both. 

Sulphate excretion after glycine was maintained at a higher level than was 
found for controls during the post-absorptive period. 

It appeared that the sulphate excretion provided a more reliable index of 
specific dynamic action than the nitrogen excretion during the period of 
observation in the experiments dealt with in this paper. 

The examination of schizophrenics after glycine ingestion (average dose 
32 grm.) did not reveal any striking deviation as regards their blood and urine 
chemistry from the results in normal subjects. The character of the mean 
blood amino-N and urine amino-N curves suggested delay in the absorption of 
the ingested material as compared with normal. 

Blood nitrogen and urine nitrogen estimations were not significantly 
different in schizophrenics from normal subjects for the period of examination 
dealt with in this investigation. 

Approximately the excess urea-N excretion after glycine amounted to 0-21 
of the nitrogen ingested as glycine. 

Sulphate excretion on the whole was less for schizophrenics than for normal 
subjects after glycine. This result could be due to decreased specific dynamic 
action in these psychotics or to a diminished absorption rate of the ingested 
material. 

Blood urea values in schizophrenics and in normal controls after the 
administration of 15 grm. urea in 100 c.c. were suggestive of delayed absorption, 
since the rise in blood urea was slower in the former. 

It is considered that conclusions based on blood urea values after 
glycine without consideration of the urea excretion are not justifiable. 

It is further considered that the attempt to demonstrate variations in the 
specific dynamic action of foodstuffs or glycine by ingestion methods in 
psychotics is also unjustifiable, in view of the variations in the processes of 
absorption which have been demonstrated in both normal and psychotic 
subjects. i 
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MENTAL DEFICIENCY PRACTICE AT CATERHAM MENTAL 
HOSPITAL.* 


By Tuomas Linpsay, M.D., F.R.C.S.Ed., D.P.M., 


Medical Superintendent, Caterham Mental Hospital. 


Introductory. 


Caterham Mental Hospital accommodates upwards of 2,000 patients, the great 
majority of whom are defectives. The medical staff numbers 7, and all other statf 
about 500. The patients are of all ages, and are described as '' unimprovable 
adults '" and “ children of school age ". The type of patient has altered very 
little in the past five years, but a hostel has been added which accommodates 34 
high-grade boys. These are selected from the other institutions of the London 
County Council, and, as a certain number prove unsuitable and do not wish to 
return to the institutions they came from, a number of higher grade patients have 
accumulated in the main institution. There are also, on the female side, laundry 
workers of high grade who have been sent for that specific work. 

It will be appreciated from the foregoing that the task of classification is no 
easy one, especially as the buildings are old-fashioned, with large wards, several 
of which accommodate 180 patients. Re-classification is always going on as con- 
ditions change and opportunity arises. Out of the whole 2,000 patients, including 
573 epileptics, at the present time 1,500 are either usefully employed or receiving 
instruction—a very high proportion when the type is taken into account. The 
remaining 500, many of them helpless contracted cripples, are merely being attended 
to, cleaned, fed and maintained in as good a bodily state as possible. 

In a mental deficiency institution the watchwords are occupation and training ; 
getting the highest grades, if suitable, out into the community, socialized and capable 
of earning their keep, gctting the middle grades to do useful work under super- 
vision in the institution, and getting the lowest grades taught, where possible, by 
patience, kindness and perseverance, to be less of a burden to themselves (not that 
they mind at all, but their relatives do) and others. One sometimes gets more 
expression of gratitude for some slight habit improvement in a very low-grade 
patient than for training a high-grade patient to earn his own living. 

If the watchwords are occupation and training, the means to that end, which 
comes first, is personal knowledge of the patients by the medical officers. There 
ought to be no patient in the institution whose name and character are not known 
to at least one member of the medical staft, and there ought to be no patient who 
has any intelligence at all who does not look on one of the doctors as his own 
personal friend. I corresponded regularly with an old murderer, who was at one 
time under my care in the Perth Criminal Lunatic Asylum since 1919 until he died 
last year. 

Staff. 

The staff is of the ordinary type in institutions of this kind ; better on the male 
side because of longer service and more sense of responsibility. The female staff 
is continually changing. Out of 160 male nurses 79 are qualified or exempt, and 
out of 188 females 74 are qualified or exempt. 


* Read at the Quarterly Meeting of the Royal Medico-Psychological Association, February 
22, 1934. 
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There is a live athletic club, and for the men, besides cricket and football, there 
are bowls, swimming, miniature ritle-shooting, billiards, badminton and tennis. 
For the women, hockey, which has just started, tennis, badminton, swimming and 
indoor games, including ping-pong. 

There is an annual sports meeting at the hospital preparatory to the bigger 
inter-hospital event, and comprehensive fixture cards are applicable to each section. 

One of the medical statt is, as far as possible, in charge of each section and keeps 
its machinery running smoothly. A live athletic club is of the very greatest 
importance in bringing the medical statf in touch with the nursing statt, and 
undoubtedly aids materially in the work of the hospital. 


Preliminary Ascertainment. 


Perhaps the first essential in tackling such a mass of material is a thorough 
mental test of each individual. This work is now up to date at Caterham, and all 
new admissions, after a certain settling-down period, are tested. The tests are 
both of the intellectual and the performance variety, both being done on each 
patient. By this testing, hidden talent is not infrequently discovered under the 
most unpromising exteriors ; for example, a paralytic boy with involuntary move- 
ments as regards the upper limbs and head, and nothing to suggest a high-grade 
type, was first taught to write with his foot, and is now turning out on a six-treadle 
loom very excellent weaving with a definite market value. He is only one— 
perhaps the outstanding—example, and he would never have been discovered but 
for the routine mental tests. 

Next in order, every patient should have a complete serological examination, 
and this work also is up to date as regards the blood Wassermann, cerebro-spinal 
Wassermann with cell-counts, albumen and globulin estimations and the gold-sol 
reaction. This is a most useful and essential piece of work, often resulting in the 
relief of illness, on which, apart from a knowledge of the probable specific cause, 
ordinary trcatment has little effect, and if one were to quote an example perhaps 
severe anemia is the best. 

Most important of all would be the family and environmental history, but I 
place this in the third position because notoriously it is so difficult to get accurate 
accounts. ‘There is no welfare or social worker actually attached to the institu- 
tion, and reliance has to be placed on what can be extracted from the relatives 
when they come for the purpose of visiting the patient, not expecting to be closely 
questioned on the intimate details of their past life. One gets the impression 
that many of the visitors would not distinguish themselves if put through the 
same tests as the patients. On the other hand, I have heard it stated that thev 
compare quite favourably with visitors to an ordinary infirmary, but I can hardly 
credit this. 

With regard to the routine physical examination, often with an intricate 
neurological side to it, one can hardly say too much, but I think the importance of 
this is generally recognized. How long has the lump been here ? Has he always 
had a Babinski? Is his immobile pupil of recent date? According to the 
thoroughness or otherwise of the original physical examination these questions can 
or cannot be answered, and an opinion, probablv an accurate one, can be formed of 
a colleague. These opinions are arrived at and become very definite by a process 
analogous to summation of stimuli. 


Occupation. 


It must be recognized that employment of defective patients in some wav, if 
at all possible, is the principal aim in their treatment. [n some patients all that 
seems possible is an attempt to improve their habits, and make them lessof a burden 
to themselves and those who look after them. Ordinary hospital routine goes a 
long way in this direction, which is abundantly proved by the evidence of parents 
who are able to do nothing with the patient at home. 
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There is a class of hopeless idiot and one of psychotic idiot or low-grade imbecile 
for whom it seems possible to do very little. Some institutions, both at home and 
abroad, have a reputation for dealing with these cases, but a very long and interest- 
ing communication from Dr. Simon, detailing his methods with a staff three or 
four times as great as that obtainable i in this country, finishes with the words, '' but 
I think the type of patient you describe is lower than the type I am treating and 
that really very little can be done for it ' 


Hostel. 


This accommodates 34 high-grade boys, who are all trained at house and garden 
work, and after completion of their training go out to work in the district, or are 
put on licence when work is found for them at a distance either by ourselves or 
their relatives. ‘They may also be licensed in the district. The boys are chosen 
by mental test at an interview, and very few mistakes have been made. The 
hostel is about a mile from the institution, and is in charge of a male nurse, whose 
wife does the cooking. There are three other nurses, who work with the boys and 
help to train them, these nurses being relieved from the main institution. The 
bovs are trained in the first place on the farm, where it is found out whether a boy 
will do a good dav’s work and go on doing this for a period of months. The 
number working on the farm is 12, in a rotation, and it has been found possible 
to avoid having to take on new farm hands on three occasions, so that at present 
twelve bovs equal three paid hands, but, of course, do a great deal more work. 
The selection of trainers is very important, and under prevailing conditions very 
difficult. In fact, a great deal of luck enters into the business, which should not 
be the case. 

School. 


About 80 boys under 16 attend the occupation centre, which is at present in 
charge of an occupation supervisor, who is an M.A. of Glasgow University. Her 
work is supervised by the medical officer, who is in charge of what we call the 
psychological department of the hospital. 

Weaving, mat-making, modelling, besides reading and writing, sense-training 
and drill are taught. There are seven or eight teachers, female nurses, who all 
either have or will have their certificates, and are specially selected. 

At present one whole block of buildings is being converted into a school block, 
with the day-room on the ground floor and dormitories above. By this it is hoped 
to avoid much former loss of time due to periods of quarantine, when the bovs 
came from several different wards. The occupation supervisor has trained herself 
in all sorts of handicrafts, and is now instructing a special class of both male and 
female nurses, who are attending voluntarily. 


Workshops. 


In a large room above the recreation hall, tailoring, boot-repairing and making, 
carpentry, basket-making, weaving, mat-making and window-cord making are 
carried on. This room accommodates 100 patients, some of whom are only at the 
looking-on stage. In our estimates of the year is a new workshop on the ground 
floor, where mat-making is to be taught to cripples, the nucleus of the industry 
being already in existence in one of the wards. 


Occupation Centre—Females. 


In a detached building accommodating 38, another occupation centre is run for 
low-grade females under the charge of a second occupation supervisor, who was 
originally a charge nurse in another institution. Weaving, fancy work, etc., i 
done here, and it is a fact that practically everything made is sold, and often the 
articles are made to fulfil orders. The improvement in the general behaviour of 
these patients since this centre started about three years ago has been very 


remarkable. 
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Occupation in Wards. 


On the female side an assistant occupation supervisor, working under the 
supervisor of the female centre, visits every ward each week, and keeps all patients 
occupied who are capable of it. This work is supervised by the chief charge 
nurse of the ward. The older patients knit, or are taught to do so, and some only 
thread beads. 

On the male side there is both a higher grade boys’ gymnastic class and a low- 
grade one, both carried on by nurses who have had military training. The higher 
grade class gives a display at the patients’ annual féte, and in summer time is 
taught to swim. A masseuse will join the staff in the beginning of April, and it is 
hoped that drill and remedial exercises will become a feature of the training. 


Squads. 


The squad method of employing patients is a very useful one and capable of 
expansion. Each squad work under an attendant, who usually has one or two 
higher-grade patients, generally of the type who, although good workers, have to be 
kept under constant observation. 

The largest squad is one of 36, which works on the farm, picking up stones 
(flints, which are used for road-making), pulling up cabbage stumps for burning, 
and turnips, and cropping, hay-making, etc., all simple but important pieces of 
work, which can be accomplished in comparatively little time, and at little expense, 
by these patients. 

There is a coal squad for distributing coal to wards, an ashes squad that takes 
ashes from the boiler and grades them for surfacing paths, and several others. 

Many of the patients are employed about the animals on the farm, cleaning 
and feeding pigs and cows. 

Some help in stoking the boilers of the central heating plant. There is a squad 
on each side which keeps the airing courts really tidy in winter, and in summer 
quite a decorative feature of the institution. 

The cricket field squad—weeding, worfming, and mowing and rolling—is also 
worthy of mention. 


Parole. 


Parole is granted at present to 30 boys from the main institution, a number 
which might be increased, but is kept at 30, so that parole may be looked on as a 
real privilege, and also because if the number were increased considerably more 
risk of unpleasant happenings would have to be run. I think for the generally 
low-grade type of patient probably the number is quite a fair proportion. Two 
boys have had to be deprived of parole for exhibitionistic tendencies, and I fear 
will never recover it. One or two, for petty transgressions, have been stopped for 
short periods, but it is really remarkable how these thirty boys have conducted 
themselves and become socialized. They have to get permission each time thev 
go out, and have a card with them showing that they are on parole. Of course all 
the hostel bovs are allowed to go out when their work is finished if they so desire, 
but most of them prefer to play games in the grounds or to attend to their gardens. 
There are twelve of these small gardens and there is great competition to own one. 
They are designed and worked by the boys, and judged once in each of the summer 
months, and on each occasion by a different person, and a prize is awarded for the 
highest marks. 


Amusements, 


The patients have an annual féte in the summer, which is very greatly appre- 
ciated—in fact talked of all the year. The féte supplies all the entertainments of 
the ordinary country fair. Races are run, and quite a large proportion of the 
personnel get prizes for something or other. 

In the winter there is a fancy dress ball, and again prizes are distributed and 
toys for the children. 
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A feature of Caterham is the holding of ward parties for the patients at Christmas, 
chiefly on the female side, and the medical officers and the officials are all invited 
and expected to take a hand in amusing the patients. Privileged patients from 
other wards are often also present, and some of these put in a very strenuous time 
during the season. The wards are always elaborately decorated at Christmas, one 
sometimes thinks too elaborately, as a considerable expense is borne by the nurses; 
and patients and nurses are occupied for weeks beforehand in making preparations. 

A full fixture list of staff football in winter, and cricket in summer, provides a 
spectacle, usually two days in each week. 

There is an associated dance every Friday, from October to April, and a hospital 
band concert once a week. The hospital concert party also gives various dress 
rehearsals for the benefit of the patients. There are two patients' football teams, 
one hostel and one institution, and quite a number of outside fixtures are obtained, 
and similarly with cricket. 

A cinema is in the otfing, and should materialize in the course of time; but for 
the economic situation it would have been in existence already. 


Work of the Medical Staff. 


The routine work of the hospital is carried on under the Deputy Medical 
Superintendent on the female side, with two assistant medical officers, and under 
' the First Assistant on the male side, likewise with two medical officers. The 
Deputy exercises a general supervision over the whole. Where a senior member 
of the medical staff is in charge of a department of the work of the hospital, the 
recognized principle is that he is always under-studied bv a junior member, the 
aim being to fit the junior member to take full responsibility in case of sickness 
or promotion. This is very important, as many valuable routine and special 
works would suffer and perhaps fall into abevance altogether with changes of staff. 
We have now had the same statf for nearly five years, and cannot expect to continue 
much longer intact. 


Patholégical Department. 


This is supervised by the Deputy because he is skilled and is attracted to the 
work. A new laboratory block, with X-ray plant, is expected within the year, 
but the present small one is fully equipped and, apart from insufficient room for 
more than one or two workers, is doing excellent work. 

The average number of post mortems work out at 38 ; practically every death 
is a post mortem, and practically every post mortem is a thorough macroscopic and 
microscopic examination. The post mortem is a '' parade", and every member 
of the medical staff is expected to be present. The post mortem of an idiot should 
never be missed, if possible, as it frequently reveals some extraordinary features 
unsuspected during life. 

Dysenterv and typhoid are, perhaps, the first charge on the laboratory, as the 
tendency of either to spread alarmingly is only too well appreciated. Stools of 
all suspects are examined as a routine—isolation is enforced, all contacts examined, 
and preventive inoculation carried out thoroughly with vaccine prepared from the 
organisms that have caused previous attacks. This has always in the past checked 
any outbreak of dysentery. Tvphoid has been practically eliminated, but not 
before several cases had occurred and six carriers been discovered. The carriers 
have been transferred to another hospital where, I believe, removal of the gall- 
bladder has proved effective. Dysentery is well under control and only isolated 
Cases occur. 

Scarlet fever and diphtheria occasionally crop up, but are controlled by isolation 
and immunization of all contacts. On four occasions now the first case of scarlet 
has been the last one. It means a strenuous twenty-four hours’ work, but is 
worth it. 

The immunity conferred does not appear to last for more than a month, but, of 
course, stops the outbreak concerned. 
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Congenital Syphilis. 


Much has been written on this subject, and with the material at our disposal we 
have added our contribution to the subject. Incidences of from 4794 to as low 
as 2% have been quoted. We have had the benetit of the wide experience of the 
Central Pathological Laboratory at the Maudsley, which has done all our sero- 
logical work. We are able to check some of the results in our own laboratory. 
Special care is taken at the Central Laboratory in the interpretation of a positive 
Wassermann, where the serum of a child is in question, to exclude false positives, 
which are said to be very hable to occur. We have widened the scope of the exami- 
nation by taking blood and cerebro-spinal fluid, and the M.K.R. has been done asa 
parallel on the blood-serum. The cerebro-spinal fluid has in all cases been examined 
for increase of cells and protein, and a Lange curve done. Physical examinations 
of the positives have been made, and family histories obtained, where possible—a 
truly formidable piece of investigation. Two thousand defectives of all ages on both 
sides have been examined—a complete examination in 1927 cases, and, for various 
reasons, blood only in the remaining 73. Included in this number are 402 children 
under 16, in all of whom both blood and cerebro-spinal fluid were tested. Dr. Paddle 
published the results of the investigation in the British Journal of Children's Diseases 
for October, 1933, and arrived at the following conclusions: (1) The incidence was 
9:295 and (2) positive Wassermann in the serum 6'7, the Wassermann in children 
being much more sensitive than the M.K.R., the reverse being the case in adults. 
One third of congenital syphilitics have abnormal cerebro-spinal fluids. There 
were ten cases that might be classified as juvenile G.P.I. on clinical grounds, 
and in five of these the cerebro-spinal fluid gave strong paretic types of curves 
associated with positive Wassermann reactions and increase of cells and protein. 
The cerebro-spinal fluid of 29 mongolian imbeciles failed to give any type of curve 
with the colloidal gold test. 60% of congenitally syphilitic boys showed retardation 
in descent of testes, contrasting with 39% in a comparable group of non-syphilitics. 

The adult group of r,520, details of which are being analvsed and will shortly 
be published, comprised 860 males and 660 females, the incidence being 4:395 and 
5'0% respectively. 

A case of Banti's disease in a congenital syphilitic woman of 35 (Brit. Med. 
Journ., February, 1932) and one of hydrocephalus and endocarditis (Brit. Journ. 
Ven. Dis., October, 1933) have been published. 


Treatment. 


An interesting point has emerged from the investigation. It was gradually 
impressed on us that a considerable number of mothers of congenital syphilitics, 
still of child-bearing age, were regularly visiting the institution, and the possibility 
of treating these women at once presented itself. A fair proportion, including some 
of the mothers, have voluntarily allowed samples of blood to be taken. 

The confidence of the patients' mothers have been gained during frequent 
inquiries into family history, and it is quite certain in our minds that the most 
effective way of seeing that they should receive treatment would be to offer it at 
the institution. 

If one allows one's imagination to run for a short time, one supposes that each 
child-bearing mother might produce one more normal child instead of a con- 
genitally syphilitic one, and when one recollects the large number of such institu- 
tions throughout the country, some of them dealing exclusively with children, one 
can see a great saving to the State, which would become greater and greater with 
thelapse of time. I would stress the point that I think the treatment must be done 
at the institution where the confidence has been gained as the result of great patience 
and tact. It would be useless where there is no notification and no possibility of 
compulsion merely to advise the patients to seek treatment at the nearest venereal 
clinic or even general infirmary. 
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Psychological Department. 


Whatever may be individual attitudes to the words “ mental testing "', so called, 
there is little real doubt that itis useful. It is becoming increasingly necessary, and 
in the future will be looked on as a sine qua non in all well-administered institutions. 
In its simplest forms it should be made use of by every medical officer as a 
routine. In its more intricate aspects it should be the work of a senior officer who 
has devoted several years’ study to acquiring the technique, and can be designated 
a skilled observer. At Caterham a fair-sized room is set apart for this work. In 
it are all the test materials and a file containing a folder for each patient, with 
details of all the various tests to which he or she has been subjected. There is a 
psychological report form, which I can have supplied to me at short notice, on any 
patient in the hospital, with the exception of recent admissions. 

I would emphasize that such a report is useless unless drawn up by a specially 
skilled individual. I look forward to the time when testing will have become 
universal, so that such a description as '' a stable high-grade patient ageing between 
IO and rr " will mean the same thing to all working at mental deficiency, and such 
a description will accompany all transfers, or be a preliminary to a contemplated 
transfer. 

It will for long be an arguable point whether an individual with long and inti- 
mate experience of defectives of all kinds (an experience difficult to obtain in the 
present state of affairs) or a highly skilled and trained mental assessor will make 
the fewer mistakes, and I know what the answer of the older superintendents 
would be. I have wondered mvself whether the opinion of the medical othcer 
concerned, or of the inspector, is the more trustworthy, but even if the inspector 
has it, and I don't by any means say this is the case, he has been at the business 
for many more vears than the medical officer. 

There is a faculty, to use a much-abused word, which can only be perfected by 
the right individual associating for many years in an intimate way both with his 
peers and with his patients. If he is the wrong individual he will never acquire 
the faculty ; one has to read a lot of the writing of such wrong individuals, and it is 
quite easy to appreciate this without seeing or knowing the writer. 


The Tests. 


The principal test used at Caterham is the Terman revision of the Binet-Simon. 
It is used in all cases of mental age of 3 and over asa routine. It is thought to be 
inaccurate below 4 and above 12. Its verbal and educational character make it 
unreliable in what we call the institutionalized tvpe of defective, 1.e., the defective 
who has been in an institution all his davs or all of them that matter, and whose 
whole mental horizon is bounded by the institution. Their vocabulary is limited 
by environment and illiteracy, and very often by defects of speech. 

It is difficult to obtain a suitable performance battery for patients below high 
F.M. We have tried and discarded several, and are now working on the Caterham 
Mental Hospital battery A: (1) Goodard form board, (2) Kent's modification of 
Koh's block designs, (3) Porteous maze series and Healy II, or I for imbeciles, 
and (4) Goodenough's drawing test. This is found fairly reliable between 5 and 14. 
It is designed to include personality and emotional factors, and to avoid too high 
a premium on discrimination of form as a special ability. 

For high-grade adults the Kent's Shakow form boards are now being used, and 
we think them to be the best single performance test. 

For imbecile children the Merrill Palmer series is used. It is useful for mental 
ages from 2 to 5. It seems to be of little use for adults of about these mental ages, 
except in a few exceptional cases. 

Catell's Dartington Scale o is being used experimentally with imbecile adults. 
It makes little demand on verbal response, but does require some understanding 
of language. We are not using scaled information tests, nor as yet any non-verbal 
non-concrete tests, but hope to do so in the near future. 
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Kent’s emergency oral test is used for higher-grade adults, and is quite useful. 
In all cases observation of behaviour under test and qualitative estimation of the 
responses are considered of the highest importance, and especially so in performance 
tests. 

If the observer is skilled, as much weight should be given to the qualitative as 
to the quantitative side of the test. This applies particularly to the total ability 
of a low-grade adult, and to the suitability of a high-grade adult for return to the 
community. In the former the qualitative result is spoiled by unevenness of 
acquired abilities by the set habits of adult life, and by the poor reaction of such 
subjects to situations involving novelty. In the latter case it must be remembered 
that patients with mental ages of 9 years and over can be said to be fairly 
certified only on their lack of intelligence. Purely quantitative estimations based 
on tests largely or principally influenced by intelligence, containing, i.e., a fairly high 
saturation with “J”, are not a fair expression of their social potentialities. One 
must have qualitative estimates of their general situation response. This is ideally 
obtained by a careful observer over a prolonged period. In practice it is not easily 
obtained, because the nursing and industrial staff who are in daily contact with 
the patients are not sufficiently skilled. 

The alternative is the skilled observation of the reaction to relatively standard 
test situations. 


Sterilization. 


Since the discussion of any benefit to the race from its practice in suitable cases 
of mental deficiency has been prominently before the country for some time, I do 
not propose to dogmatize on the subject, but after the passage of years one comes 
to have fairly clear ideas on the subject. These ideas are quite capable of being 
proved without any foundation in fact to the entire satisfaction of those who set 
out to do so, as I believe they could, with equal ease, prove to a hungry man that 
he has just finished a substantial meal. Environment is brought in to explain 
what might have been put down to heredity in some degree, and environment is 
made to date back to the implantation of the fertilized ovum in the uterine mucosa, 
or even to an earlier date if fertilization takes place in a tube or on the ovary itself. 

It is admitted by anyone who is at all conversant with the subject that steriliza- 
tion will not stamp out deficiency, any more than would the use of a lethal chamber, 
but if it will diminish even in a small proportion the huge number of defectives, I 
think it is worthy of a trial. There is also the purely economic side in the case of 
the married man or woman who has fallen into the hands of the police, often for 
some trivial offence. Either for years has been supporting a family which is now 
thrown on the ratepayer, while the support is sent to a certified institution. 
Such a patient cannot have leave of any kind for fear of procreation. Behaviour 
is often exemplary in the institution—at least it becomes so and continues so. 
Surely here are cases for sterilization and return to the community to support the 
family. There is one case outstanding in Caterham—a married man who has 
had eight children, three of whom are alive and apparently defective. The wife 
is, I think, of a lower grade than the husband, but has so far managed to steer 
clear of the police and of certification. Their three live children are all being cared 
for by ratepayers. She gets 16s. a week relief. If the man were sterilized and 
returned to the community he would again support his family. There must be 
an appreciable number of such cases throughout the country. 


Discussion. 


The PRESIDENT said that the paper had been to him, at least, of extraordinary 
interest, and he was very glad he had prevailed upon Dr. Lindsay to write it and 
deliver it before the Association, as it detailed a valuable experience. 

He would like to know what wages the boys from the hostel received when they 
were engaged on day jobs. And would the reader also say whether trouble had 
been experienced with the boys who were out on licence getting married ? Girls 
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got into trouble without getting married, but the boys out on licence were of the 
kind whom a decent girl would not usually have anything to do with sexually. 
But occasionally the boys showed a tendency to marry girls of their own type. 

He noticed that 25°, of Dr. Lindsay’s inmates were epileptics. He, the 
President, was sorry for him, as that was a high proportion. 

He congratulated the reader sincerely on the amount of occupational energy 
which he was getting out of his boys, because until recently the usual idea had been 
that Caterham consisted of nothing but low-grade cases, for whom it was almost 
hopeless to try to do anything. Dr. Lindsay had proved that such was not the 
case, that in fact it was worth while trying to scheme occupations and industries 
for them. He had seen a defective carrying out knitting with his feet. 

He agreed that the medical officer received more gratitude from relatives and 
friends of low-grade patients for having effected some slight improvement, than in 
respect of high-grade patients whom one had been able to re-socialize so that they 
could go out into the world, for a frequent comment in the latter cases was that 
they need not have had to come into the institution at all. 

Dr. Lindsay must have done an enormous amount of work to get the cerebro- 
spinal fluid and blood Wassermann examinations done, and he would like to know 
whether it had been found necessary to ask the permission of the parents or 
guardians before doing the lumbar punctures. 

Members would have noted the qualifications of the Caterham occupation 
therapy supervisor, especially in view of the discussion which took place at the 
meeting of the Education Committee on the previous day. It had been very 
gratifying to hear Dr. Lindsay say that starting the boys on occupations had 
improved their behaviour very much; with that he, the President, agreed. He 
also agreed that at sports and other contests it was necessary to give a good many 
prizes. 

He enjoyed hearing about the Christmas parties, etc., as he, the President, did 
the same, and enjoyed it as much as anybody. 

He would like to know whether, in his numerous autopsies, the reader had vet 
been able to correlate the condition of the brain found at death with the mental 
age during life. It would be an important piece of work to do. 

With regard to the outbreaks of scarlet fever, he would like to know whether 
Dr. Lindsay carried out a Dick test first. (Dr. Lindsay: We did at first, but we 
concluded that it was a waste of time; it is better to immunize them straight 
away.) He, the President, and his staff had stopped a scarlet fever outbreak in 
the same way, but they Dick-tested the patients first, and only used passive 
immunization for those who were positive. The proportion was 22?$ in a class 
of 90 girls over 1o years of age. 

He had also been interested in what was said about the intelligence tests, but 
he did not agree with Dr. Lindsay about the “ Healy II’’; he regarded it as too 
high a test for defectives. If it were tried on a number of ordinary people, as he 
had tried it, it would be found that the Healy Completion No. II was one on which 
they did not score well. Ordinary folk were too apt to reason out what the 
results should or should not be. He would like to hear more about the Kent 
Shakow test. 


Dr. W. A. Potts (Birmingham) said he wished to thank Dr. Lindsay for his 
very interesting and practical paper. 

He would like to know whether the reader was dealing with his epileptic patients 
by any form of treatment. If so, would he sav what lines of treatment he had 
found useful? The information given about Wassermann tests in syplulitic cases 
was very important, and his scheme for diminishing the birth of subsequent 
syphilitic cases was a very practical one. The speaker's own experience of cases 
attending ordinary V.D. clinics was that the administration was very slack 
in the matter of seeing that the patients attended regularly, and for a sufficient 
time to have the full benefit of the treatment ; and little seemed to be done to get 
other members of the family who might have become infected with syphilis to 
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attend also. If those running these clinics had the energy and the enthusiasm 
of Dr. Lindsay, much preventive work would result. 

One remark which was made about mental tests was important, namely, that 
there were a certain proportion of people who were naturally fitted for doing 
tests, and another proportion who were very unfitted. It seemed to be the 
opinion of some that all that was required was to buy a book of the tests and the 
tests could at once be carried out by anybody. He had seen mental defectives 
examined and certificates written after using mental tests which were not given in 
accordance with the regulations. The repetition of numbers he had often heard 
given at much too rapid a rate. He thought that about 50° of people were able 
to give these tests if they studied them; the other fifty were not well qualified. 
Those best fitted for testing were persons accustomed to teaching and who were 
fond of children. As an instance of how one might get a satisfactory correlation 
if the tests were carried out correctly, he would mention that at the Monyhull 
Institution, near Birmingham, Miss Redfern, who used to be the Head Mistress, 
made a record of the mental ages she found according to the Binet-Simon scale, 
while he used the Terman revision. In 90?, of cases his finding was the same as 
Miss Redfern's. Occasionally there was a little difference, but in practically every 
case in which that happened the date of her report was looked up, and it was found 
that her testing had been done a vear or eighteen months previously, and thus 
the ditterence was explained. After Miss Redfern left the institution he was often 
in disagreement with the mental age-records sent ; but as the lady now doing the 
work had gained more experience, there were more cases of agreement. It was most 
important that those who were called upon to certify cases as being mentally 
defective should realize that their decision must not depend upon tests unless they 
had studied how they were to be applied. The Chairman of the Board of Control 
had said that mental tests were not really, in themselves, a test of mental deficiency ; 
they were simply a means of stating the intellectual capacity of the unfortunate 
person who was found, on other grounds, to be mentally defective. 

He had been very glad to hear what was said about sterilization ; he was in 
complete agreement in thinking that sterilization was no solution of the problem 
of mental defect, but he was certain that in a small number of cases it ought to 
be carried out, and would be an advantage. It would be, he thought, a great 
thing if associations such as this were to pass resolutions approving the Report 
of the Sterilization Committee, and hoping that it would be applied in suitable 
cases, since there was such ditficulty in providing institution care for mental defec- 
tives. In Birmingham the City Treasurer had reduced the estimates for dealing 
with mental defectives by £9,000, which meant that next year that City would be 
able to deal with only twelve new cases. That made it the more important that 
use be made of every means of reducing the number of cases, if only one or two 
per annum. 


Dr. R. M. STEWART said he would like to congratulate Dr. Lindsay on his paper ; 
there was nothing vague or intangible about it. He also congratulated the reader 
on the possession of such keen medical colleagues ; Dr. Lindsay must feel that much 
of the success at the Caterham Institution was due to the team-work which had 
gone on under his direction. 

He wished to ask one or two questions. One point which was not touched 
on in the paper was as to the effect of putting women nurses in charge of male 
defectives. He asked whether the latter were better looked after by women than 
by men; did this nursing by women have a good ettect on low-grade males ? 

He thought that, broadly, defectives could be classified into those who asked for 
their discharge and those who did not. In his experience the placing of patients 
in one or other of those categories was a rough but useful guide to their natura] 
characteristics. Only high-grade patients bothered about their discharge. The 
inditterence of the low-grade seemed to be Nature's compensation for the lack of 
intellectual endowment. An imbecile or low-grade defective lived only for the 
present ; for him the future possessed neither anxieties nor terrors. 
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He would further be glad to know whether Dr. Lindsay found, as the speaker 
himself had done, that a patient, apparently in good health but with a positive 
blood Wassermann test, was best left untreated. In patients who refused to co- 
operate, lumbar puncture was a problem, and at present he was trying to find 
whether some quickly-acting hvpnotic could be used which would produce two or 
three minutes of unconsciousness while the spinal theca was punctured, without 
any distress to the patient. 

It was very interesting to learn that no change had been found in the cerebro- 
spinal fluid of mongols. In r9r5 Stevens, in America, examined the fluid of a 
series of mongols, and found changes, not of the syphilitic tvpe, but a sub-paretic 
curve. The speaker repeated the work and found the same thing. He would be 
interested to know what was the explanation of this divergence in results. It had 
suggested itself to him as a possibility that the colloidal gold was manufactured 
under ditferent methods. Nowadays it was customary to make the solution by 
the rapid potassium oxalate method. He would like to know from Dr. Lindsay 
which method of preparing the colloidal gold was employed in his series. It 
was a delicate reagent, and a slight deviation from neutrality sutficed to give a 
fluid which was inert. 

A good deal was said in the paper about performance tests, and he was sure 
the reader would agree as to the importance of the statement which Mr. Brock, 
the Chairman of the Board of Control, had made, that these tests must be regarded 
more as tests for grading than as reasons for diagnosing the existence of mental 
defect. The ''acid test " was whether by reason of their incomplete development 
of mind they required control or supervision from the outside world. The speaker 
thought that Dr. Lindsay would do a tremendous service to those engaged in mental 
deficiency work if he could bring about some agreement on standardized mental 
tests. The Terman revision of the Binet-Simon was used at Caterham, while the 
speaker employed Prof. Cyril Burt's modification.  Burt's scale was easier, and its 
employment made it much more difficult to find reasons for certification in the 
higher grades. 

He highly appreciated the value of this paper. 


Sir ROBERT ARMSTRONG-JONES wished to add his congratulations to those 
already expressed to the reader of this paper. This being, as Dr. Lindsay modestly 
protested, his first attempt at reading a paper before the Association, it was a very 
successful etfort, and he hoped the President would again command him to render 
a similar service on future occasions. 

What he had heard took him back in thought to his early days at the Earlswood 
Asylum, where he met and learned much from visits by the President's father, 
then the greatest authority on the administration and care of the mentally defective, 
and the present President of the Association had worthily followed in his father's 
footsteps. At Earlswood the medical otticers always received a full account of the 
intellectual capacity of the child from skilled teachers, and this report from the 
schools greatly helped, and was the pioneer of the elaborate process of psychological 
examination being carried out to-day. 

Dr. Stewart had answered the question he, Sir Robert, had wanted to put, as 
to what, if any, treatment was given to patients with a positive Wassermann 
reaction of the cerebro-spinal fluid ? He understood that none was given. Some 
members might remember the statement which had been made as to the frequency 
of this infection, viz., that one in every ten of the people passing along Cheapside 
at lunch-time would, if tested, give a positive Wassermann. He, Sir Robert, had 
seen the old anti-syphilitic remedies—iodide of potassium and mercury— bring 
about a marvellous improvement in some of the older patients at Clavbury who 
had the positive reaction; their arterial pressure was lowered and the mental 
symptoms were much relieved. He did not refer to cases of general paralysis, but 
to cases of syphilitic endarteritis. 


Dr. Linpsay, in reply, said he had been overwhelmed by the kindness with which 
his effort had been received. 
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The hostel boys were allowed to be paid 3d. a week for the first three months, 
and 6d. a week for the second three months. After six months the amount was 
9d. a week. That was from the London County Council as pocket-money. When 
the boys went out to work it was compulsory that they received the local rate for 
unskilled labour for the county, i.e., 7}d. per hour. lf a boy was licensed to the 
employer a modification of the charges would be made. There were no girls in 
hostels under his control. 

With regard to correlation of the condition of the brain-cells with the mental 
age during life, all the post-mortem brains of patients whose mental age had been 
ascertained during life were sent to Dr. Stewart at Leavesden Mental Hospital ; 
he did not doubt that that gentleman was dealing suitably with them. 

He agreed with the President's remark about the testing ; not all normals 
distinguished themselves at it. 

In reply to Dr. Potts, much work was still being done on epilepsy in the institu- 
tion, but nothing had yet been published; two or three medical officers were 
trying to find out whether any one method of treating the disease was superior to 
others. That two persons independently doing the intelligence tests got very 
nearly the same results was not very remarkable, but what was remarkable was 
that they should arrive at the same result to within a month or two when using 
different types of tests, viz., intellectual and performance. 

In reply to Dr. 5tewart, he had no hesitation in saying at the beginning of his 
paper that at Caterham they had a staff which was doing a good deal of work, and 
his own was no more than a guiding share in that work. Female nurses nursed 
male patients up to 16 years of age; but when a patient proved obstreperous or 
his habits were objectionable, he was sent over to the male side. He did not hesitate 
tosay that male nurses managed these cases as well as, if not better than, the female 
nurses. One of the female nurses canvassed the others and endeavoured to 
persuade them to say that nursing the boys had a bad moral effect on them, but 
with very little success. 

At Caterham his colleagues and himself had alwavs set their minds against 
treating positive Wassermanns if the subjects looked healthy ; no case was treated 
merely because his Wassermann was found to be positive. Permission was not 
asked before a lumbar puncture was done ; patients were taught to look upon it as 
part of the routine procedure. He was not aware of any complaint having been 
made by relatives. 

The solutions of colloidal gold used for the Caterham cases were made at the 
Maudsley Hospital and the test carried out there. 

He could not give an idea as to the types of visitors to patients at a mental 
deficiency institution 1n comparison with those visiting mental hospitals, as he had 
so little experience of the latter, but many were obvious defectives. 

With regard to statements made by the Chairman of the Board of Control that 
these mental tests were only of assistance in grading people who had been certified as 
defectives, he did not agree. There was a qualitative as well as a quantitative side 
to these tests, and if done by a good observer the former revealed ample detail for 
certification. He did not contend that the tests were of themselves adequate 
ground for certifying, but they were of very great assistance, and this would 
be enhanced when, as Dr. Stewart suggested, standards had been formulated which 
everyone could use. And that, he thought, would not be very dithcult to accom- 
plish, and it was a matter that might be tackled by the new Mental Deficiency 
Committee of the Association. 
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Occasional Note. 


DEFINITIONS AND EXPLANATORY NOTES ON THE 
CLASSIFICATION OF MENTAL DISORDERS. 


THE Clinical Psychiatry Sub-Committee have compiled the following brief 
notes, etc., on the Classification. These notes, etc., have been adopted by the 
Royal Medico-Psychological Association. It was felt that some guide to 
medical officers and others using the official Classification was necessary. 


DEFINITIONS AND EXPLANATORY NOTES. 
A. OLIGOPHRENIA. 


Mental Deficiency—a condition of arrested or incomplete development 
of mind, whether arising from inherent causes or induced by disease or 


injury. 


B. PSYCHONEUROSES. 


No differentiation 1s here made between neuroses and psychoneuroses. 
(a) This should designate abnormal mental states characterized essentially 
by mental or motor fatigability and irritability. 
(b) This includes the symptoms commonly exhibited by generalized fear. 
(c) In this group should be included phobias where the anxiety is attached 
to some definite object or situation. 
(d) Is a faulty reaction to environment characterized by a variety of 
(1) Motor symptoms. 
(2) Sensory symptoms. 
(3) Mental symptoms. 


C. SCHIZOPHRENIC PSYCHOSES. 


This syndrome includes cases which show remissions and even recoveries 
in addition to cases which show progressive deterioration. 
(a) Dementia pracox. 

(i) Simple.—Cases characterized by defects of interest, gradual 
development of an apathetic state often with peculiar 
behaviour, but without expression of delusions or hallu- 
cinations. 
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(n) Hebephrenic.—Cases showing prominently a tendency to silly 
laughter, grimaces, mannerisms, together with grotesque 
ideas and erratic behaviour. 

(ui) Katatonic.—Cases in which there is a prominence of nega- 
tivistic reaction or peculiarity of conduct, with phases of 
stupor or excitement, sometimes characterized by impulsive 
or stereotyped behaviour, and usually hallucinations. 

(iv) Paranoid.—Cases characterized by unsystematized delusions, 
usually of persecution or grandeur. Hallucinations in 
various fields and a tendency to early dementia. 

(b) Paraphrenia.—Cases in which emotional and volitional disorder is 
slight. Delusions and hallucinations generally grandiose and 
phantastic, but with little effect on ordinary conduct. 


D. PSYCHOPATHIC CONSTITUTION. 


This group includes a large group of pathological personalities, such as may 
be found amongst criminals, tramps, sex perverts, drug addicts, mattoids, 
agitators, etc. The prison psychoses should be included in this group. 

Paranoia.—A delusional syndrome of insidious development. Hallu- 
cinations are absent and there is no deterioration. 


E. AFFECTIVE PSYCHOSES. 


(6) Involutional melancholia comprises the slowly developing depressions 
of middle and later years, characterized by worry, insomnia, 
uneasiness and agitation. States of depressions in arterio-sclerosis 
should be excluded. 


G. EPILEPTIC PSYCHOSES. 


This group includes only what is known as essential or idiopathic epilepsy. 
Cases of organic brain disease with seizures of any kind are not to be 
included. 


H. GENERAL PARALYSIS. 


Cases of cerebral syphilis are excluded. 


. DEMENTIA. 


C 


This group does not include the dementias where the original condition is 
known. The arterio-sclerotic and pre-senile dementias are to be included 
in Group I. 
G. W. T. H. FLEMING, 
Hon. Secretary, 


Clinical Psychiatry Sub-Committee. 
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Medico-Legal Notes. 


REX v. JOSEPH MILLARD. 


THIS case was tried at Birmingham Assizes on December 5, 1933, before 
Sir Ellis Hume-Williams, K.C., Commissioner of Assize. 

The accused, zt. 28, an hotel porter, was charged with the murder of his 
wife and his three children on November 22. He had been unemployed for 
some time. Having complained of inability to perform the work assigned 
to him under a relief scheme he was admitted for observation to Dudley 
Road Hospital on October 8. After about a week he was transferred to 
Erdington House for observation as to his mental condition. Both these 
institutions are under the control of the Public Assistance Committee of the 
Citv of Birmingham. 

Evidence was given that Millard suffered from delusions to the effect that 
the doctors at Dudley Road Hospital had conspired to kill him, and that the 
nurses injected germs of insanity into him. Dr. B. T. Richards, of Erdington 
House, stated that Millard had been violent, and was confined to a padded room 
for about twenty-four hours ; shortly after this he was discharged upon the 
application of his wife. Dr. J. Humphrey, medical officer of Birmingham 
Prison, stated that Millard had delusions, and had undoubtedly been insane at 
the time of the alleged crime. 

A verdict of “ Guilty but Insane ' 
detention was made. 

The Commissioner of Assize is reported as having made certain comments 
upon the accused man's discharge from hospital in so short a period after it 
had been found necessary to confine him in a padded room, and as having 
suggested that further inquiry should be made into this matter. 

On December 13 an inquiry was held by Mr. H. K. Nisbett, Chief Inspector 
of the Ministry of Health, with whom was associated Dr. Rees Thomas, of the 
Board of Control. Evidence was given that Millard was discharged on October 
22, on his own request and upon the application of his wife. Mr. G. A. 
Tennant, relieving officer, stated that he had known Millard for over two 
years. Millard was morose and sullen, but the witness did not regard him 
as a " mental case". Dr. T. M. Anderson, deputy medical superintendent of 
Dudley Road Hospital, said that Millard complained that he was doing work 
for which he was unfit; the witness did not agree, and had had a violent 
struggle with Millard when he tried to escape from a hospital ward. Dr. 
H. J. Kirkland, medical superintendent of Erdington House, had seen Millard 


was returned, and the usual order for 


LXXX. 28 


- 


412 MEDICO-LEGAL NOTES. [April, 


on his admission. A patient admitted, if not under an order, would be entitled 
to ask for his discharge. Violent patients, not lunatics or alleged lunatics, 
were placed in the padded room, but this room had only been used on three 
occasions since September, 1932. Dr. B. T. Richards, who was in charge of 
the ward in which Millard had been placed, said that Millard attacked an 
attendant. Drugs having no effect, Millard was placed in a padded room. 
Millard's wife visited the institution on October 22, and said that she wanted 
her husband out at once as there was " nothing wrong with him”. Mr.’ 
P. Hill, master of Erdington House, said that if an inmate wanted to be 
discharged, that course had to be adopted unless a doctor gave an order. 
In the absence of an order, if an inmate took his discharge against the advice 
of a doctor, the inmate had to sign a “responsibility book " to that effect. 
An attendant gave evidence to the effect that he believed Millard to be malin- 
gering. Counsel urged that Millard had not been insane during his stay in 
Erdington House, and that Dr. Richards would have been entirely unjustified 
had hecertified him as insane. There was a month between Millard's discharge 
and the commission of the crime, and it was the events during that month 
which had brought about the condition found at the Assize trial. 

On February 2, 1934, the Minister of Health promulgated his findings 
on the inquiry. Millard had been properly transferred to Erdington House 
for observation as to his mental condition. He had received appropriate care 
and attention. He had suffered, while at Dudley Road Hospital and Erdington 
House, from an acute mental illness, from which he had made a rapid recoverv. 
The second attack of acute mental illness (during which the crime was com- 
mitted) was separated from the first by a period of more than three weeks, 
during which it was not suggested that mental symptoms were observed which 
would have justified committal to a hospital. Had Millard, at the time of his 
confinement in the padded room, been certified under Sect. 24 of the Lunacy 
Act, 1930, there would have been no question of the propriety of Dr. Richards's 
action. There is, however, no authority for such seclusion of a patient who is 
not of unsound mind. Dr. Richards should have brought the case specially 
to the notice of his superior officer. The justification for Millard's irregular 
seclusion appears to lie in the fact that Erdington House is not equipped with 
any facilities, other than those of the padded rooms, for the isolation of patients, 
either in their own interests, or to avoid the disturbance of other patients ; 
early consideration should be given to improvements in this respect. 

We refrain from comment upon this unfortunate case, our information 
being derived from newspaper reports, which may, or may not be accurate, 
and which are certainly incomplete. But it is patent that the case raises 


questions of great importance as regards the admission of patients to insti- 
tutions and their discharge therefrom. 


— M 
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REX v. WILLIAM JONES. 


THIS case provides an example of an uncommon procedure. 

The accused, et. 53, was formerly Deputy Chief Constable of Glamorgan- 
shire. He was charged with a series of fraudulent conversions of money. 
The case originally came on at the Glamorgan Assizes in November, 1933. 
When the first count in the indictment was put to the accused, he “ did not 
appear to understand ". Two doctors gave evidence as to his state of mind, 
and the jury found him “unfit to plead ". The usual order for detention 
during His Majesty's pleasure was made, and he was removed to Broadmoor 
Criminal Lunatic Asylum. On January ro, 1934, a medical report was made 
to the Home Secretary, who ordered the accused to be tried at the ensuing 
Cardiff Assizes. The case came on for trial on February 14, 1934, before Mr. 
Justice Lawrence. The accused pleaded “ Guilty ". Dr. H. P. Foulerton, 
medical superintendent of Broadmoor Asylum, stated that the accused was 
admitted to that institution on November 23. He appeared to be suffering 
from loss of memory, and he said there was a man in his cell trying to rob 
him. This delusion disappeared within three days, and in a week he appeared 
to be quite rational. The witness regarded the insanity as having been feigned. 
The judge passed a sentence of three years' penal servitude. 

Cases of feigned insanity of this kind are not common. It is to be noted 
that the procedure adopted was possible only because the accused had not 
been tried. When a trial has taken place, and has resulted in a verdict of 
“ guilty but insane ", the case is finally disposed of, the verdict amounting 
in law to an acquittal. Even if it was definitely established that the alleged 
insanity had been feigned, no re-trial would be possible. 


REX v. WILLIAM HUBERT ALLEN. 


THIS case was tried at Leicester Assizes on February I, 1934. The accused, 
zt. 22, who was charged with the murder of a boy, et. 3 years, was stated 
to have the intelligence of a child of 6 years of age, and to be unable to spell 
simple words, such as “ cat " and “at ”. 

Dr. H. A. Grierson, senior medical officer of H.M. Prison, Brixton, gave 
evidence to the effect that the accused was unable to read and write, and that 
his vocabulary was nil; he had no knowledge of the alphabet, and was quite 
unable to count simple money. The witness considered him to be an imbecile. 

The accused was found “ unfit to plead ", and the usual order for detention 
was made. 

There is no history of the accused having committed any previous criminal 
actions ; and the case illustrates the danger of an imbecile being capable of 
sudden acts of violence. 
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REx v. Doris HUNT. 


THIS case came before the Court of Criminal Appeal on March 5, 1934. 

The accused was about 25 years of age. She had been convicted of shop- 
lifting at London County Sessions in January. The facts of the case were 
that she had been seen to secrete a handbag beneath her coat in a London 
shop. There was no question of her inability to pay for the bag. She was 
sentenced to six months' imprisonment in the second division. She had not 
been represented at the original trial, and the sentence was appealed against, 
on the ground that the Court had not been in possession of important facts. 

Counsel for the appellant stated that the accused had suffered a severe 
shock at the age of ten. Her father had been an officer in the Irish 
“ Black and Tans". She had been at supper in a Dublin hotel, with her 
father and mother, when six masked men rushed into the room and started 
finng at the father, some of the bullets grazing the accused. It was urged 
that this experience had arrested her mental development. 

Dr. Watson, for many years a medical officer in H.M. Prison Service, gave 
evidence that he had examined the appellant three times, and had found 
definite evidence of mental instability. She was excited and voluble, and she 
decorated her story with fantasy. Her mental age did not exceed 12 years, 
and in some respects it did not exceed 9 years. 

Counsel for the Crown did not address the Court. The appellant was 
bound over for one year, on an undertaking to reside with and to obey her 
mother, who was also bound over. 

The case illustrates the supreme importance of a court having the fullest 
information before dealing with an accused person. The report in The Times, 
from which the facts of this case are taken, does not make it clear whether 
the appellant had been in custody prior to the original trial. Probably she 
had been allowed bail; for had she been in custody a medical report would 
no doubt have been furnished to the Court. The granting of bail has definite 
disadvantages. M. HAMBLIN SMITH. 
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Part II.—Reviews. 


Report of the Departmental Committee on Sterilization. London: 
H.M. Stationery Office, 1934. Pp. 138. Price 2s. 


The Committee was appointed in June, 1932. As regards its composition, 
the only criticism which can be made is that, while each of its members was 
well qualified to inquire into the questions submitted to it, we might have 
preferred to have seen one or more additional members drawn from amongst 
those whose duties bring them into more immediate connexion with the 
problems involved in the ascertainment, certification and treatment of patients 
suffering from mental deficiency and mental disorders. The Committee has 
now issued its report. 

The report commences with certain general considerations. It draws a 
distinction between therapeutic and eugenic sterilization. The legality of the 
former is not seriously disputed ; but there is grave doubt as to the legality of 
the latter, even when the full consent of the patient concerned has been obtained. 
It is pointed out that general terms such as “‘ mental defect ” or “ feeble- 
mindedness "' represent classes or groups of conditions, and that similarity in 
the end-results must not be allowed to obscure the clinical differences between 
the different groups so as to suggest common causes for conditions which may, 
ultimately, be found to be ztiologically distinguishable. 

The next question taken up is that of our present knowledge of the causation 
of mental defect, with special reference to the influence of heredity. The oft- 
quoted but entirely fallacious findings of investigations into families such as 
the Jukes and the Kallikaks are dismissed into the oblivion to which they 
properly belong. A remarkable consensus of modern opinion leads to the 
conclusion that only a small proportion of defectives have certifiably defective 
parents. The Committee decided to approach the problem in another way. 
An inquiry was instituted into the children of all known defectives, including 
information as to physical defects, and a circular to this effect was issued to all 
local authorities. As was to be expected, the value of the irformation so 
obtained varied widely. Four local authorities stated that they had no record 
of any mental defective every having had a child. But the results of the 
inquirv are of much interest. The total number of cases reported upon was 
3.733. the mother being defective in 3,247 and the father in 486 cases. (The 
defective mother is, of course, more likely to be brought to the notice of the 
local authority than is the defective father.) These defectives had produced 
8,841 children, of whom the large percentage of 22:5 have already died. In the 
analvsis of the figures, children under seven years of age have been excluded, 
because only the lowest grade of mental deficiency can be diagnosed with anv 
certainty in young children. Of the children between seven and thirteen vears 
of age, 16:9?, were classified as defective and 23:5?, as retarded ; only 1:29, 
were superior. Amongst the children over thirteen years of age, 32-4", were 
defective and 13:09, retarded ; only 0:594 were superior. No indication of an 
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abnormally high incidence of defect or retardation amongst the first-born 
children was found. Contrary to a view which is often held, there was no 
evidence of abnormal fertility amongst defectives; nor was there evidence 
that “slum conditions " are, in themselves, responsible for the causation of 
mental deficiency. Selective mating may account for a concentration of 
physical and mental defects and disorders in “ poor ” districts. There is no 
evidence that parental alcoholism is responsible for any appreciable amount 
of mental deficiency. The amount of mental deficiency due to syphilis is 
undetermined. 

The report then proceeds to our present knowledge of the causation of 
mental disorders. Much difficulty arose here from the vagueness of the term 
'" mental disorder ", as well as from the complete lack of agreement on the 
question of classification. Having regard to these difficulties, the Committee 
considers that there is no justification for the restriction of propagation by all 
persons suffering from mental disorder ; a decision can only be made in indi- 
vidual cases, after a careful investigation of all the particular circumstances. 
There is little evidence that alcoholism is a frequent cause of mental disorder ; 
alcoholism is more likely to be a symptom than a cause. 

We come next to the results of sterilization, so far as the patient is con- 
cerned. There is no evidence that any harmful effects occur after vasectomy 
or salpingectomy, either in normal or in mentally defective persons. Some 
forms of mental disorder may be aggravated by a sterilizing operation. On the 
other hand, the dread of having children is often a disturbing psychological 
factor in mental illness. The belief that sterilization would obviate the neces- 
sity for the provision of institutional accommodation is emphaticallv rejected ; 
indeed, sterilization cannot be used as an efficient supplementary measure 
until such time as sufficient accommodation is provided and social care better 
organized. There is no force in the argument that sterilization would lead to 
reduced care in recommending the discharge or licence of defectives. While 
there is no evidence that sterilization would result in any marked increase of 
sexual promiscuity, it is urged that the discharge of sterilized patients, espe- 
cially women, may have most unfortunate social results unless they receive 
that constant and vigilant supervision which their mental condition requires. 

The vexed question of the comparative advantages of compulsorv and 
voluntary sterilization is next considered. The Committee definitely rejects 
compulsion, and the arguments adduced appear to us to be very forcible. 
Firstly, any legislation on compulsory lines would require strong support from 
public opinion, and such support does not, at present, exist. Secondly, any 
connection between institutions and compulsory sterilization would increase the 
existing difficulties of ascertainment and certification, and would aggravate 
the reluctance to enter institutions. Much harm could also be done by creating 
the impression that sterilization might be made a condition for early discharge 
from an institution. An attempt to establish compulsion would also occasion 
opposition, from conscientious reasons, on the part of some whose religious 
views demand and deserve respect. Sterilization is but a partial remedy for 
the harm which is occasioned to society by certain defectives whose anti- 
social tendencies would be more etfectually controlled by segregation. 

But the Committee believes that there is a strong case for the establish- 
ment of a system of voluntary sterilization. And it extends the terms of its 
reference to include certain cases of physical disability, such as deaf-mutism, 
hamophilia, and some forms of blindness. The problem of the “ carrier "" is 
dealt with by the recommendation that the right to sterilization should be 
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extended to all persons whose family history gives reasonable ground (such as 
the birth to such parents of a defective child) for believing that thev may 
transmit mental disorder or defect. Before sterilization could be performed 
the signed consent of the patient (if capable of giving such consent) would be 
essential, and recommendations from two doctors would be required, one of 
whom must, if possible, be the patient's “ family doctor ”, the other being 
selected from a list approved by the Minister of Health. The present “ hap- 
hazard way ” of selecting certifying practitioners is condemned. The recom- 
mendations would be submitted to the Minister of Health, whose written 
consent would be required before any sterilizing procedure could be adopted. 
In mental cases, the Minister of Health would exercise his functions after 
consulting the Board of Control. The Committee rejects the objection that 
this supervision by the central authority would, in practice, amount to nothing 
more than a “ paper control’’. Whether it might not operate in the opposite 
direction is a question which only experience could answer. The medical 
recommendations would include a statement that the effect of the procedure 
had been explained to the patient and that he was capable of understanding it. 
If such comprehension on the part of the patient was precluded by his mental 
condition the full consent of the parent or guardian would be required, and 
such consent would be compulsory in every instance of a patient who had not 
attained the age of legal majority. The procedures advised are vasectomy 
and salpingectomy. X-ray sterilization is not recommended for general use. 
Every operation must be performed in a general hospital. As regards the legal 
protection of the recommending doctors, a protection which would be essential 
if the scheme is to be successful, the Committee believes that protection similar 
in amount to that now provided under Section 16 of the Mental Treatment Act 
is all that can be asked for. Whether such a measure of protection would 
satisfy those who would be called upon to make the recommendations is 
another question. It is probable that the existing medical insurance schemes 
would require amendment. | 

Finally, the Committee insists that further intensive research into the 
problems of inheritance, and into the social consequences of mental defect 
and disorder, is urgently needed ; and it is also urged that no successful 
measures are possible until such time as the ascertainment of defectives 1s 
carried out more completely than is the case at present. 

Some interesting appendices to the report contain most valuable statistics 
of various investigations made under the auspices of the Committee, and some 
useful information in regard to the laws relating to sterilization in other countries. 

One feature of the report is somewhat surprising. It contains no reference 
to the sterilization of sexual offenders. The Committee does not appear to 
have examined any witness who would have been specially competent to express 
an opinion on this question. Probably it was considered undesirable to incor- 
porate anything which might seem to bring sterilization into the position of a 
punitive measure. But we are left in doubt as to the Committee's opinion 
whether a man who had been convicted of a number of sexual offences, and in 
whom the only evidence of mental defect consisted in the tendency to commit 
such offences, could, at his own desire, be sterilized as a possible curative 
measure. Such cases may not be common, but they do occur. 

It will have been seen that the report is of an eminently moderate and 
cautious character. In this respect it will disappoint many who take an interest 
in this question. Some eminent persons have publicly advocated schemes 
which would require a census of intelligence in the entire population, followed 
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by compulsory sterilization of all who did not attain a certain standard. Such 
“wild men ” will certainly regard the Committee's proposals as futile. Even 
rejecting these extremists, there will remain some who will not regard the 
proposals as sufficiently far-reaching. But we are convinced that the members 
of the Committee, who, we are informed, were in complete harmony in their 
conclusions, have acted wisely in adopting a cautious line in their recom- 
mendations. Apart from all other reasons, there is some prospect, even 
if it be a remote prospect, that legislation on the lines of this report may be 
introduced and enacted. M. HAMBLIN SMITH. 


New Introductory Lectures on Psycho-analysis. By SicMuND FREUD. 
Authorized translation by W. J. H. Sprotr. The International Psycho- 
Analytic Library. No. 24. London: The Hogarth Press and the 
Institute of Psycho-Analysis, 1933. Pp. 240. Price ros. 64. 


These lectures are continuations and supplements of those delivered nearlv 
seventeen years ago. Some of them treat of new manipulations of subjects 
previously dealt with, but now requiring another review in the light of a deeper 
knowledge and altered views. Others contain material which either did not 
then exist in psycho-analysis, or about which too little was known to justifv 
at that time a special chapter-heading. These seven lectures, too, have 
never been orally delivered, since a severe surgical operation has rendered Prof. 
Freud incapable of addressing an audience. 

In the lecture on the “ Revision of the Theory of Dreams ”’ it is seen that 
in the many years' interval hardly a single new discovery has been made, and 
later literature on the subject has been mainly confirmatory of the theory 
previously held. In the face of the not infrequent gibe at psycho-analysis that 
experimental proofs of its principles are lacking, it is interesting to note that 
the theory of dream-symbolism has been confirmed in the following way: 
When in a state of deep hvpnosis it is suggested to the subject that he shall 
dream of sexual activities, it was found that in the provoked dream the sexual 
material was represented by the familiar psycho-analytic svmbols. Similar 
results occurred when patients suffering from Korsakov's svndrome were told 
crudely sexual stories and asked to reproduce what they had heard. A great 
. many new symbols, too, have been discovered, but there is little new to tell 
about the nature and meaning of dreams. The most hotly disputed point 
of the whole theory has been the statement that all dreams represent wish- 
fulfilments. In the traumatic neuroses the dream habitually ends in anxiety, 
and it must be admitted that in such cases the function of the dream fails ; 
it may be said, then, that the dream represents an attempted wish-fulfilment. 

In the chapter on “ Dreams and the Occult" some highly interesting 
psvcho-analytic data are given us which pave the way towards a scientific 
acceptation of the validity of telepathic phenomena. It is pointed out that 
in occultism there is a core of facts which has not up to now been recognized, 
and that the dream may help us in grasping the problem. Some illustrations 
of dream interpretation are given, which show that there are such things as 
telepathic dreams. It is not that dreams themselves seem to enlighten us about 
telepathy, but their psvcho-analvtic interpretation. “Telepathy throws no 
new light on the nature of the dream, nor does the dream bear witness for the 
reality of telepathy. Telepathic phenomena are also by no manner of means 
confined to dreams ; they can also manifest themselves during waking life. 
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The only ground for mentioning the connection between dreams and telepathy 
is that the condition of sleep seems to be especially suitable for the reception 
of telepathic communications. If, then, one comes across a so-called tele- 
pathic dream, one can convince oneself by its analysis that the telepathic 
message has played the same role as any other residue of waking life, and as 
such has been altered by the dream-work and made to serve its purpose." 
Psvcho-analysis has prepared the way for the acceptance of such a phenomenon 
as telepathy by inserting the unconscious between the physical and the mental. 
In his clinical work, too, Freud has found evidence in favour of the reality of 
thought transference from the prophecies of professional fortune tellers who 
have thereby given expression to the thoughts and secret wishes of their clients. 
It may be, he says, that if telepathy is a real process, one may suppose, in 
spite of the difficulty of proof, that it is quite a common phenomenon. 

The lecture on the “ Anatomy of the Mental Personality ’’ deals at some 
length with the structural and functional relationships between the ego, the 
super-ego and the id. Here a great amount of new work is expounded—work 
that is of vast importance for the understanding of mental functioning in 
both its normal and morbid aspects. The poor ego is seen to be in no happv 
position : '" Goaded on bv the id, hemmed in by the super-ego, and rebuffed 
bv reality, the ego struggles to cope with its economic task of reducing the 
forces and influences which work in it and upon it to some kind of harmony ; 
and we may well understand how it is that we so often cannot repress the cry, 
‘Life is not easy’. When the ego is forced to acknowledge its weakness, it 
breaks out into anxiety ; reality anxiety in face of the external world, moral 
anxiety in face of the super-ego, and neurotic anxietv in face of the strength 
of the passions in the id."' 

The last-mentioned chapter, and the following one, treating of “ Anxiety and 
Instinctual Life ", will appeal most to the practising clinician. In the latter 
there is some slight recapitulation of the lecture on the subject in the tormer 
series, but subsequently a great deal of new information about hvpotheses on 
the theme of anxiety and the fundamental instincts of the mind.  Satisfactorv 
confirmation has been found that onlv the ego can produce and feel anxiety. 
The three main varieties of anxiety, objective anxiety, neurotic anxietv and 
moral anxiety, can easily be related to the three directions in which the ego 
is dependent—on the external world, on the id, and on the super-ego. Recent 
investigation of anxiety in relation to certain phobias has shown that it is not 
repression that creates the anxiety, but the anxiety pre-exists and creates 
the repression. The fear is primarily that of an external danger—castration 
and is probably phylogenetically reinforced. Fear of castration is one of 
the most frequent and one of the strongest motive forces of repression, and 
therefore of the formation of neuroses. In the opposite sex is, instead, found 
fear of the loss of love. Every stage of development has its own particular 
conditions for anxiety. The danger of mental helplessness corresponds to the 
stage of early immaturity of the ego; the danger of loss of objeet or of love 
corresponds to the dependence of early years of childhood; the danger of 
castration to the phallic phase ; and finally, fear of the super-ego to the period 
of latency. This last named normally should never cease. Much space is 
devoted to the question of how the process of repression is carried out under 
the influence of anxiety and what happens to the libidinal energy in this process. 
Finallv, it is to be noted that the fundamental thing about every danger- 
situation productive of anxiety is that it evokes in mental experience a con- 
dition of intense excitation, which is felt as pain, and which cannot be mastered 
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by discharge. The object of the anxiety is always the emergence of a traumatic 
factor which cannot be dealt with in accordance with the norm of the pleasure- 
principle. 

In discussing the theory of the instincts, much old ground is intentionallv 
covered to form a starting-point for an account of the further advances in 
knowledge. Much new information on the early organizations of the libido 
and a somewhat altered attitude to them are treated of at some length, including 
their relation to character formation. Sadism and masochism present a 
dificult problem. The former is the destructive instinct directed outwards, 
thereby acquiring the character of aggressiveness. The deduction seeminglv 
has to be made that we have to destroy other things and other people in order 
to protect ourselves from the tendency to self-destruction (death instinct). 
“ The limitation of aggression is the first and pose the hardest sacrifice 
which society demands from each individual.” 

Full of highly interesting psycho-analytic data is the lecture on the 
“ Psychology of Women ". It is shown how important it is to estimate the 
pre-cedipal attachment to the mother at its proper value. The early psvcho- 
logical adaptations are much more complicated than in the development of the 
male. The primary mother attachment ends through various factors, but the 
specific one for the girl lies in the fact that her mother is held responsible for 
her lack of a penis. Penis envy, the feminine castration complex, is seen to 
be responsible for much. Three lines of development diverge from it: one 
leads to sexual inhibition or to neurosis, the second to a modification of character 
in the sense of a masculinity complex, and the third to normal femininity. 
Amongst manv points, it is well worthy of note that sexual frigidity in women 
is still insufficiently understood, that sometimes it is psychogenic and at others 
constitutionally conditioned, or even partly caused by an anatomical factor. 
The mental characteristics of mature femininity as found in analytical observa- 
tion are briefly reviewed. 

The practical applications of psycho-analvsis find place in a subsequent 
address, and here Freud points out that in therapeutic practice there has been 
a neglect of the constitutional factor in the neuroses, and that the complete 
inaccessibility of the psychoses to analytic therapy should, in view of their 
close relatonship to the neuroses, moderate our optimism in regard to the 
latter. 

A final lecture fittingly is applied to the inquiry whether psycho-analvsis 
leads to any particular '' Welfanschauung’’ or philosophy of life. Those 
acquainted with Freud's previous works will see much here recalling the contents 
of '' The Future of an Illusion ". Psycho-analytic criticism of religion traces 
its origin to the helplessness of childhood, and its content to the persistence of 
the wishes and needs of childhood into maturity: '' If one attempts to assign 
to religion its place in man's evolution, it seems not so much to be a lasting 
acquisition as a parallel to the neurosis which the civilized individual must pass 
through on his way from childhood to maturity." It can be concluded that 
psycho-analysis, in Freud’s opinion, is not in a position to create a Weltan- 
schauung of its own and one based upon science, in that it limits itself to 
truth and rejects illusions—has negative characteristics. Those who desire 
more for mental peace must look elsewhere. 

Thus is completed a delightful volume from so many points of view. The 
contents are, of course, of intense interest to all psycho-pathologists, while the 
logic, lucidity and generally attractive stvle of Freud's approach to a recondite 
subject give it an added charm. In all probability the great majority of the 
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readers of the Journal of M ental Science are not able to study the voluminous 
psycho-analytic contributions, and keep abreast of the times in this special 
direction. It is therefore all the more useful to have the main theoretical 
advances thus presented in not only a masterly way, but in a way so much 


easier to understand than most psycho-analytical literary material. 
C. STANFORD READ. 


Neurobiologie de Hallucination. By Dr. RAOUL Mocrcue. Foreword by 

HENRI BERGSON. Brussels: Maurice Lamertin, 1932. Pp. 416. 
Price 65 fcs. (French). 

Dr. Mourgue is known to us a5 joint author, with the late C. von Monakow, 

of Introduction biologique à l'étude de la neurologie et de la psychopathologie, 

published in 1928—a work which, partly on account of the novel terminology 


necessarily used for some of the original conceptions put forward, has not so 
In 


far received the attention it deserved among psychiatrists in this country. 
the present exhaustive study the same point of view is applied to the study 
of hallucinations. Dr. Mourgue's profound erudition appears from his list of 
selected references, amounting to well over one thousand items ; while his 
broad outlook and capacity for bold synthesis are shown by the fact that he is 
able to bring together and correlate such apparently diverse studies and views 
as those of Sherrington on the integration of the nervous system, of Pavlov on 
cortical inhibition and of Jaensch on eidetic imagery, as well as those of Freud 


and the analytic school. 
A work such as this cannot be summarized in a way that would be both 


informative and convincing ; but some indication may be given of the lines 
on which the author has pursued his elucidation of the subject. 

He begins by reviewing the history of the various psychological theories 
that have held the field in the past, and shows that the weight of experimental 
evidence is against the notion that a hallucination is an intensified image. 
The central problem of the hallucinatory phenomenon is its objectivity in 
relation to the self. The outstanding importance of the motor attitude 1s 
stressed. Hallucinations are “ psvcho-somatic phenomena ". Further con- 
sideration of personality from a biological point of view leads to the studv 
of the organo-vegetative svstem. Head's classical cases of hallucinations 
associated with cardiac disease are given detailed attention, and their inter- 
pretation brought into correlation with recent work, and particularly with 
Jaensch's tetanoid eidetic type. Next the motor mechanism of sensorv 
adaptation 1s studied, and traced to the vestibular apparatus. A synthesis 
of vegetative and motor phenomena is effected by referring to the vegetative 
innervation of the labyrinth. 

More speculative, and, as the author admits, provisional views follow. 
The basis of hallucinations is an invasion of the “ sphere of orientation and 
causality ” (cortical) by the instinctive sphere (vegetative). The cortical 
function (engram) is subject to complex proprioceptive influences, and the 
proprioceptive element in the motor attitudes previously considered is a 

aramount factor in the process of hallucinatory evocation or ecphoria. Hallu- 
cinations, then, are the product of the instinctive world, which makes use of 
the apparatus for spatial projection that normally serves for orientation in 
the world of reality. 

The author regards his views as, in a sense, an enlargement of those of 
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Freud. It will be seen that Dr. Mourgue's “ instinctive world ” corresponds 
approximately to the Freudian “id ''. 

A consideration of the clinical aspect of hallucinations shows how the 
author's theories are compatible with the various species of hallucinations 
commonly encountered, and with their very varied course and prognosis. 

Finally the author makes brief reference to three philosophical questions on 
which his studies throw light. These are the problem of realitv, that of 
“body and mind ", and the methodology of biological investigation. He 
concludes by stressing the necessity in the biological sciences of considering 
meaning as well as cause. 

This is undoubtedly a book of outstanding importance. It should be 
read by all who are not content to accept uncritically the inadequate explana- 
tions commonly given in text-books, and should ultimately compel a belated 
rc-orientation of the general attitude towards psychopathological phenomena. 

A. WALK. 


d 


Recent Advances in Psychiatry. By Henry Devine, M.D., F.R.C.P. 
Second edition. London: J. & A. Churchill, 1933. Pp. xi + 364. 
Price 12s. 6d. 


The first edition of this book was very well received, and we welcome heartily 
a new edition at the end of just over four years. The author has added three 
new chapters on “ Germinal Inheritance in the Psychoses ’’, “ Mental Distur- 
bances in Pernicious Anemia ", and “ Mental Disorders in Deficient Oxida- 
tion". The best of these three chapters is the one dealing with deficient 
oxidation. This is a most important chapter, and it is probably along these 
lines that progress will result. We think the work of McFarland on “ The 
Psychological Effects of Oxvgen Deprivation (Anoxemia) on the Human 
Behaviour " might well have been mentioned. This author points out that 
many of the abnormal reactions produced in normal subjects by oxvgen 
deprivation closely resemble those found in the mentally ill. We hope that in 
a future edition this chapter will be very much extended. 

In discussing the toxic theories Dr. Devine is careful to point out that focal 
sepsis can scarcely be accepted as a “theory of the psychoses ”, and that 
more evidence is necessary. With this we heartily agree. There is at present 
the greatest need of the investigation of a large number of normal cases. The 
findings of McCowan and of Clark do not confirm the previous statistics showing 
sinusitis present in practically every case. The whole subject requires the 
most careful statistical and scientific investigation, unless we are to lose our 
sense of proportion completely. 

It is rather startling, on looking from the index under ‘‘ Occupational 
Therapy ” to p. 81, to read, “The value of occupational therapy in such cases 
can scarcelv be over-emphasized ". This is all we are given on occupational 
therapy !. 

The name of the drug used for the production of experimental catatonia in 
animals is bulbocafz:"e, not bulbocarpine. Tryparsamide is a derivative of 
p-arsonic, not arsenic, acid. 

These small shortcomings excepted, Dr. Devine is to be congratulated on 
having brought his book up to date and given us a book, of which British 
psychiatry may well be proud. G. W. T. H. FLEMING. 
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A Handbook of Psychiatry. By Jou H. Ewen, M.R.C.P.E., D.P.M. 
London: Bailliére, Tindall & Cox, 1933. Pp. 267. Price 12s. 6d. 


Dr. Ewen’s book represents a gallant effort to do for psvchiatry what 
Hey Groves and Tidy have done for surgery and medicine. These “ classics "', 
however, have set a high standard, and, judged by this, 1t must be said that 
the present work falls short of what may reasonably be expected of a synopsis 
of present-day psychological medicine. 

The subject of mental disorder, indeed, 1s not one that lends itself readily 
to schematic tabulations. In the physical branches of medicine, removal of 
the living flesh may still leave a skeleton which can be reclothed in imagination ; 
here the same process leaves nothing but a heap of ashes. The clinical pictures 
and character types are not made up of isolated symptoms, and pages of dreary 
lists are a poor substitute, even for reference or rapid revision, for the writings, 
whether descriptive or interpretative, of those who are acknowledged masters 
of the subject. Moreover, a list such as that given under '' Schizophrenia 
Simplex ": “Mental Symptoms . . . 3. No sense of responsibility ; 4. 
Childish ; 5. Regression ." gives a misleading idea of the psychiatrist’s 
approach to the patient. The student should not be encouraged to test the 
patient for the presence or absence or childishness, and, having satisfied himself, 
to proceed to apply tests for regression. 

Elsewhere the author contravenes his own principle of providing ''an 
orderly and methodical presentation " of the facts. He gives a list of hypnotics 
in the following order: Bromides, paraldehvde, sulphonal, trional, veronal, 
amylene hydrate, medinal, chloral, hvoscine, aspirin, pyramidon, dial, veramon, 
omnopon—a disarray which a candidate would be ill-advised to reproduce in 
an examination paper. Similarly, pyrifer, T. A.B. and tuberculin are separated 
from each other among the items given under “ pyrotherapy ”, while malaria 
and African tick fever are also separated, and “ intravenous polyvalent 
vaccines ” are given under a separate '' protein therapy ” heading. 

The book ts further marred by a number of minor errors, such as “ blasto- 
phoria ” for ‘‘ blastophthoria ", '"hyperamnesia " for ‘ hypermnesia ” and 
the apparently almost inevitable “ bulbocarpine ' for “ bulbocapnine’’. Some 
of the proper names are also misspelt, e.g. “ Mangan " for “ Magnan ”', 
'" Clauston ” for “ Clouston ", and “ Huntingdon " for ' Huntington ”, and 
elsewhere there is evidence of poor lay-out and faulty proof-reading. 

There appears to be no mention of mental symptoms associated with 
heart disease ; and occupation therapy is only mentioned in connection with 
epilepsy. Otherwise there are no serious omissions, and the book covers the 
ground generally required for examinations in psvchiatry, and contains a 
good selection of references to the more recent advances. It may prove of 
distinct value to the D.P.M. candidate with sufficient experience and previous 
reading to be able to allow for its shortcomings. A. WALK. 


Foundations of Abnormal Psychology. By F. A. Moss, Ph.D., M.D., and 
THELMA Hunt, Ph.D. New York: Prentice Hall, 1932. Pp. xii + 
548. Price $4.50. 

Since both of the writers of this book are professors of psychology, it might 
be anticipated that the psychological method of approach to the problem of 
mental disease would be especially emphasized. It is not, however, the policy 
of these collaborators to expound the increasingly favoured psycho-analvtical 
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and dynamic theories or explanations of mental disease. On the contrarv, 
they are of the opinion that, during the last ten years, the organic factors in 
the psychoses have been largely ignored in the text-books of abnormal 
psychology, and that the functional aspects have been overwhelmingly 
emphasized—a view which has led them to write a book dealing mainly with 
the contributions that the sciences of chemistry, bacteriology, pathology, 
endocrinology and neurology have made to the understanding of mental 
disease. 

There is now, indeed, a sweep of the pendulum in the direction of psycho- 
logical interpretation in mental disease. Some years ago the pioneers of 
psycho-analysis were thoroughly disapproved of by the psychiatrist, but now 
the psycho-pathologist has a “ place in the sun ’’, whilst the pathologist tends 
to be relegated to the shade, this, no doubt, being an eminently suitable place 
to cover his “ flight from the patient ’’. The fact is that no one individual is 
capable of dealing with “the organism as a whole’’, and investigations into 
the physiological behaviour cannot be regarded as a matter of secondary 
importance. The reactions of the psychotic subject must clearly be investigated 
at all levels if we are to solve the problems of mental disease. 

In this book it is the deliberate aim of its authors to stress the somatic 
factors involved in the development of psychotic states. They begin by giving 
the physical agents that produce the disorder ; then next consider the under- 
lying tissue pathology which these agents produce; then discuss the mental 
abnormalities resulting from this tissue pathology ; and finally, they indicate 
methods for preventing the disorder or for curing it when it is acquired. It 
might be assumed that a work on psychiatry in which the emphasis is mainly 
directed to somatic factors would be somewhat heavy, uninspiring, and lackin: E 
in the human or psychological side. This is not the case, however, in this 
particular instance. The book is written in an engaging style, and each 
chapter opens with a quotation from ancient or modern literature which serves 
aptly to illuminate the text. The student will ind much useful information 
in this book. H. DEVINE. 


The Nature and Treatment of Amentia. By L. PIERCE CLARK. London : 
Bailliére, Tindall & Cox, 1933. Pp. 306. Price 12s. 6d. 

It is a tragedy that the author of this books who has had the courage to 
blaze a new trail into the uncharted terrain of the emotional life of the mentally 
defective, died before it was possible for him to see whether the trail would 
become a highway along which these patients might progress towards a more 
satisfactory adaptation to life. 

It is too early in this new approach to dare to criticize or to hazard an 
opinion as to its future uscfulness. 

This stimulating book should be read carefully and thoroughly by all 
those who are interested in the subject, and who have dealings with the 
mentally defective, although it is certain to be the subject of severe criticism 
from those who are not protagonists of psvcho-analvsis. There are, however, 
a number of really valid causes of complaint. In the first place the author 
has condensed into 300 pages an introduction to the theory of psycho-analvsis, 
upon which his work is based, the case-material of 11 patients, a final summary 
of his findings, in which he discusses the social aspects of mental defect, and 


his attitude towards the combination of analytic and educational treatment, 


and a rather inadequate glossary. 
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The introduction to psycho-analysis is compressed into 18 pages, and its 
application to the problem of mental arrest into 22 pages. The author has 
thus only allowed himself 40 pages in all to deal with the fundamental theories 
upon which the interpretation of the following 11 cases depends. It is difficult 
to criticize this introduction because he belonged to the American psycho- 
analvtic school, but it is certain that the present-day English school would 
not agree with all the points which are stressed. It would seem that his. 
analytic approach belongs to the somewhat older school, for primary narcissism 
is stressed continually, especially in conjunction with the term “ weak ego ”’, 
which is neither adequately defined nor explained.  Anxietv is little discussed, 
and likewise the importance of introjection and projection mechanisms in 
connection with repression. The analytic sessions which were reported show 
how the analyst urged the ventilation of aggression and tolerated the effects 
produced rather than attempted to interpret the specific anxiety at the time. 

The case-records are singularly instructive and well selected. They present 
examples of two idiots, five mental defectives of mental ages from 4 to 9 years, 
two cases of mental defect and epilepsv, and two other cases, high-grade mental 
defectives with some psychotic reactions. These are described individually, 
and the results of therapy are critically discussed. 

In his final summary the author stresses the importance of having a 
well-trained staff who are themselves emotionally stable to deal with these 
patients. D. N. HARDCASTLE. 


— — 


Child Psychology. By BuLrorp J. JoOHNsoN. London: Bailliére, Tindall 
& Cox, 1932. Pp. xii + 439. Figs. 50. Price 235. 

This book is a notable addition to the series which deal with the scientific 
observation of children from the very first hours of life up to the end of the. 
school period. 

Prof. Johnson is Professor of Psvchology in the Johns Hopkins University, 
and much of his research was carried out in the Child Institute there. He 
advances no random statements: all his conclusions are based upon controlled. 
observations such as are used in the psychological laboratory. Such an 
approach comes as a welcome corrective in these days, when the problems of 
child development tend, bv some schools of thought, to be approached in a 
highly speculative manner. 

The book is well illustrated by charts, and with some very fascinating 
photographic records of early infant activities—crawling, walking, co-ordination 
of eye movements, and so forth—also there are reproductions of children's 
drawings and block constructions. 

In connection with drawing and the use of play material the author considers. 
“there is some evidence that creative tendencies in outdoor play, block con- 
structions, drawings, paintings and shop work are greater at ages three to six 
years than in later childhood. The child has not become habituated to con- 
formity. His ideas appear phantastic and illogical, but his products are more 
original—early drawings are more imaginative than are those for ages after 
seven years, when the development of perception appears to be more intluential 
upon the products than creative tendencies. Goodenough concludes that up 
to the age of ten years the factor chiefly determining the quality of a child's 
drawing is his intellectual development ". And here again it is emphasized 
that lack of material is very definitely a dwarfing factor for some children in. 
the development of imagination. 
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It is impossible in a brief review to do more than indicate the scope of the 
book: the chapters cover Growth, Learning, Infant Responses, Locomotion, 
Manipulation, Speech, Attention and Perception, Thought, Emotion, Social 
Behaviour and Personality, and Individual Differences, and each is packed 
with valuable observations and conclusions and with suggestions for further 
research. The book may be recommended for all child guidance clinic book- 
shelves. 

A comprehensive bibliography is an added proof of the author's scientific 
attitude and training. D. N. HARDCASILE. 


Nouveau Traité de Psychologie. By GEorGES Dumas. 2nd Vol Paris: 
Felix Alcan, 1932. 612 pp. 


This is the second volume of a great and welcome enterprise edited by 
Prof. Dumas with the assistance of about thirty collaborators. 

This volume treats of the “ Foundations of Mental Life ". The first part 
is composed of a chapter by G. Dumas and H. Piéron, “ Excitation and Move- 
ment”, and a second one bv André Meyer, '' Psychic Excitation and Secretions’’. 
In the second part '' Sensations " are dealt with by B. Bourdon. The third 
part consists of six chapters, of which the first five are by Prof. Dumas: “ The 
Disagreeable and the Agreeable ’’, ‘‘ Pain and Pleasure ”’, * Emotional Shocks ’’, 
“ The Emotions ”, and “ The Urges” (Les besotns). The sixth chapter, " The 
Instinctive Tendencies ", is by Prof. Larguier de Dancels. Part IV by I. 
Meyerson deals with “ Images ". There are bibliographies at the end of each 
chapter, but, although one cannot expect these to be complete, they might 
have been more representative of different views and doctrines. The absence 
of an alphabetical index and of an index of authors is to be regretted. The 
paper and printing are good, much better than the general run of French 
scientific books, and the volume is bound fairly well in cloth. 

In discussing touch Bourdon cites Head and Riber's work on nerve-section 
and their theory of protopathic and epicritic sensibility, but he also mentions 
Trotter and Davies's and Degerine’s dissensions, which are seldom referred to in 
psychological works. ! 

In the third part, " The Affective States ", Dumas distinguishes rightly 
enough between the disagreeable and pain, but he makes a similar distinction 
between the agreeable and pleasure. He does not recognize that pain is a 
sensation, and. calls pain as well as pleasure “ sentiments". Thus the confusion 
arising is as great in another direction as that which has arisen from con- 
founding pain with unpleasure. The bibliographies to these chapters are 
anvthing but up to date. With the exception of a few references to later 
physiological work, most of the psychological references are twenty years and 
more old. English work seems to have been particularly neglected. On 
pp. 283-6 are reproduced photographs of the expression of pain which are 
not easily accessible elsewhere. The chapter on the emotions is, on the whole, 
verv good and full, vet not complete, for such valuable introspective and 
analvtical work as Shand's has been ignored. 

In a fifth chapter Dumas treats the urges ; those of acquisition (respiration, 
hunger and thirst), of evacuation (defecation, urination and vomiting), those 
relative to the species (sexual and the maternal instinct). He discusses urge 
and desire and the socialization of urges. The last chapter of this book bv 
Larguier des Bancels is devoted to the “ Instinctive Tendencies”. It overlaps 
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with the preceding chapter by Dumas and treats a great part of the same subjects 
from a different angle, as, for example, the alimentary instincts, the sexual 
instinct, the parental instinct, the social instinct, the appropriative instinct, 
anda few others. The last book on “ Images ” bv I. Meverson is very good, and 
covers the ground very well. The bibliography is large and representative. 

A. WOHLGEMUTH. 


Psicología. By Drs. Honor1o DELGADO and Mariano IBERICO. Lima, 
Peru: 1933. Pp. 288. Price not stated. 


This is a text-book on psychology, designed for the use of students. The 
dominating idea is that, in psychological as in organic life, the whole rather 
than the parts should be studied, the '' form ” rather than the matter. Psycho- 
logy can be studied from two opposite points of view, the phenomenalistic and 
the integral. The authors maintain that these two aspects are not mutually 
exclusive, although it is difficult to envisage them conjointly. 

After an introduction, in which the connexions between psychology and 
other sciences are defined, the authors take up the usual topics of instinct, 
memory, attention, association, and the like. The exposition is clear and 
precise, and the examples are happily selected. Each chapter contains an 
ample bibliography relating to its subject-matter. We are glad to observe 
that some books published in this country are referred to ; Latin-American 
authors are usually inclined to ignore British contributions to psychology. 
With regard to psycho-analysis, the authors say that the work of Freud has 
enabled our knowledge of the human mind to escape from the “ Procrustean 
bed of phvsiological and experimental psychology ", and that, without 
necessarily accepting all the details of his theory, he may be looked upon as 
having given us a new, “ three-dimensional " psychology. 

We have, on a previous occasion, commented upon the abilitv which Dr. 
Delgado shows in compressing a large amount of information into a com- 
paratively small space. He and his colleague exhibit this desirable charac- 
teristic in the present volume. Peruvian students are to be congratulated 
upon the advantages which the authors have presented to them. We cannot 
recall any British book which covers the same ground in so condensed and vet 
so readable a form. M. HAMBLIN SMITH. 


Religion and History. Bv James CLARK McKERrow, M.B. London: Long- 
mans, Green & Co., 1934. Demy 8vo. Pp. 193. Price 6s. net. 


This book contains two essays: the first, entitled “ Principles of Sociology ”’ 
and the second, “ Evolution in the Light of Religion ". The author's avowed 
purpose is, as in his previous publications (Novius Organum, 1931, and An 
Introduction to Pneumatology, 1932, both reviewed in this Journal, the former 
in No. 320, January, 1932, p. 218, and the latter in No. 325, April, 1933. p. 385), 
to attempt a reconciliation of science and religion. How these two essavs 
mav help in achieving this end is difficult to see. In the essav on Sociologv 
the author discusses the evolution of the social bodv, evolution of social minds, 
economic evolution, world and national economics, etc., all in his own peculiar 
way, and all quite interesting, but of no particular importance to psvchologists 
or psychiatrists. “ democracy, we are told, will offer a guarantee 
against the tyranny of tradition only in so far as it remembers the religious 
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nature of man, for it is religion that is the principle of human freedom; a 
rationalist Utopia would constitute the tyranny of a tradition that dates back 
to aboreal man ; it would be a community more analogous to a termite than 
a human community ”’ 

The second essay is extremely interesting as a discussion on Christian 
origins. The author discusses in turns the origins of gnostic Christianity, the 
sub-Apostolic age, the gnostic Christian period, gnostic Christianity and the 
rise of Catholic Christianity. He has freed himself from dogma, but has 
himself become dogmatic and remains, as in his earlier writings, a mystic. 
In considering evolution in the light of religion he proposes “ to accept religious 
experience as a hard scientific fact, the biological differentia of man, as conscious 
experience is that of the animal, or, at least, of the vertebrate animal. That 
“ religious experience ”’ in many persons is a fact, we all know, and as such has 
been an object of study by the psychologist and the psychiatrist. However, 
one must demur if the author means, as apparently he does, that “ religious 
experience ” is a “ hard scientific fact ” which may serve as a foundation for 
. the construction of a system of knowledge, as is a sense-perception. To him 
who can accept the author's premises his writing: may appeal, but they hardly 
do so to the rationalist. A. WOHLGEMUTH. 
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Part III.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


The Metabolic Cost of Sustained Postures in Normal and Catatonic Subjects. (Brain, 
vol. lvi, p. 282, Sept., 1933.) Gaylor, J. B., and Wishart, G. M. 

The authors carried out investigations under basal conditions and during 
posture on three psychotic patients and five normal subjects imitating the posture. 
A definite increase of metabolism during the posture was observed in both normal 
and pathological cases. On the average the metabolic cost of the posture was 
about one-fifth greater in the normals than in the psychotics. The circulatory 
disturbance due to the posture was considerably greater in the normals. 

G. W. T. H. FLEMING. 


The Cerebral Vegetative Centres and Hematopoiesis (I centri vegetativi cerebrali e 
l'ematopoiesi;. (Riv. Sper. di Freniat., vol. lvii, p. 385, June, - 1933.) 
Milani, G. 

The author investigated 38 cases of various nervous diseases, and found a 
modification of the formed elements in the blood in 35°% of all cases and in 26% 
of the cases of epidemic encephalitis. There was a shift to the left in 22:595. 
He concludes that there is probably a diffuse area in the brain which has a regulating 
effect on the hematopoictic organs. G. W. T. H. FLEMING. 


A Clinical and Experimental Investigation of the Nervous Regulation of the Morpho- 
logical Elements of the Blood | Ricerche cliniche e sperimentali sulla regolazione 
encefalica degli elementi morfologici del sangue). (Riv. di Pat. Nerv. e Ment., 
vol. xlii, p. 389, Sept.-Oct., 1933.) Riccitelli, L. 

The author gives findings from 15 rabbits, 5 of which had injury of the floor 
of the fourth ventricle and 10 of the third ventricle. The results obtained were 
an increase in the number of both red and white cells. Im some cases the leuco- 
cytosis was accompanied by a marked neutrophilia, in others there was a 
lymphocytosis and monocytosis. G. W. T. H. FLEMING. 


Analysts of Sensation in Terms of the Nerve Impulse. (Arch. Neur. and Psvchiat., 
vol. xxxi, p. 34, Jan., 1934.) Hetnbecker, P., Bishop, G. H., and O'Leary, J. 
The authors carried out experiments using procaine instead of cocaine, and 
obtained a differential loss of sensation. They confirmed the findings of Gasser 
and Erlanger that fibres are blocked in order of size, the smallest fibres first. The 
order of sensory loss 1s cold, warmth, pain and touch for skin sensation. Sensibility 
to deep pressure and joint sense disappear at the same stage of narcosis as sensibility 
to touch, and sensibility to deep pain at the same stage as sensibility to superficial 
pain. 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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Sensibility of the skin consists of four fundamental modalities—touch, pricking 
touch, warmth and cold. Pain is the affective quality resulting from a more 
than threshold stimulation of the pricking touch group; hot and burning are the 
aflective qualities resulting from intense stimulation of warmth fibres. Deep 
sensibility consists of two fundamental modalities—pressure and pressure pain. 
The larger nerve-fibres, 15 or more microns down to 5, serve tactile and pressure 
sensations ; the smaller fibres serve pain and temperature sensations. The authors 
consider that their results lend no support to Head's theory that epicritic and 
protopathic sensibilities are conveyed by different groups of fibres. 

G. W. T. H. FLEMING. 


The Conduction of Labvrinthine Impulses to the Cortex. (Journ. Nerv. and Ment. 
Dis., vol. lxxviii, p. 250, Sept., 1933.) Aronson, L. 

The author carried out experiments on cats and dogs on the lines suggested 
by the work of Spiegel. He confirmed the observation that after strychninization 
of the gvri rectus and supra-sylvius posterior, stimulation of the labyrinth could 
produce epileptiform convulsions. One labyrinth was destroyed, and these areas 
strychninized on the same and then on the opposite side. In these experiments 
rotation still produced epileptiform convulsions. These results led to the conclusion 
that each labyrinth is connected with the crossed as well as the homolateral cortex. 
After total severance of the posterior longitudinal fasciculus, rotation still caused 
epileptiform convulsions when the gyri supra- and ecto-sylvius were strychninized. 
The author concludes that labyrinthine impulses reach the cortical centre, not 
only bv way of the posterior longitudinal bundle, but that there exist other tracts 
outside these pathways for conduction. G. W. T. H. FLEMING. 


Ipsilateral Representation in the Motor and Premotor Cortex of Monkevs. (Brain, 
vol. lvi, p. 318, Sept., 1933.) Bucy, P. C., and Fulton, J. F. 

The authors found that ipsilateral responses in the extremities could be readily 
elicited in monkeys by stimulation of the cortex in a restricted region about the 
superior pre-central sulcus. This region lies mainly in Area 6 of Brodmann, but 
may extend into the anterior limit of Area 4. These responses were independent 
of the contralateral responses with which they are often associated, and were 
mediated by a pathway which was entirely ipsilateral. Either Area 4 or 6 alone 
in one hemisphere was capable of cortical integration of movement in all four 
extremities. An animal with Areas 4 and 6 removed from both hemispheres 
is totally incapacitated. There is evidence of ipsilateral innervation of the 
extremities in man, which is probably mediated by a pathway comparable to that 
demonstrable in monkeys. G. W. T. H. FLEMING. 


Reflex Electromyograms [Electromiogramas reflejos]. (Archivos de Neurobiologia, 
vol. xiii, p. 419, May—June, 1934.) Villarta, M. C. 

True periosteal or tendinous reflexes, having their point of origin in the actual 
muscle or tendon, do not exist ; but the blow provokes a rough distension of the 
muscle, and this is the real origin of the reflex. These represent the simplest 
type of reflex found in man, and always remain limited to a single muscle, although 
they may be produced simultaneously in a group of muscles. The electromvo- 
graphic picture is characterized by a clear two-phased wave for each reflex. "There 
sometimes follows a second, one-phased wave, but this is due to a slipping of the 
electrodes on the skin. There exists an intimate relation between these reflexes 
and the voluntary contraction of the muscles in which they originate. The patho- 
logical characteristics of the reflexes are Parkinsonian tremor, choreiform 
movements, fibrillary contractions, etc. One of the most interesting is clonus, 
which shows itself in the form of a series of reflexes to the number of five or six 
per second; hysterical clonus may produce small waves to the number of fifty 
per second. M. HAMBLIN SMITH. 
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Conditioned Withdrawal Responses with Shock as the Conditioning Stimulus in Adult 
Human Subjects. (Psychol. Bulletin, vol. xxxi, p. 111, Feb., 1934.) Razran, 
G. H. S. 


The withdrawal response to an electric shock is of great interest in some special 
problems, but its general value as a method for the discovery of the laws of 
conditioning in adult human beings is very limited. Many of the recorded observa- 
tions indicate that the experiments have not normally yielded results of pure 
conditionability. While conditioned responses are not brought about bv conscious- 
ness, attention and the like, they are affected, much more than the so-called native 
responses, by subjective processes, and their true course is obscured by the latter. 
The supposition that these subjective processes are themselves governed by laws 
which are the same, identical, similar, or derivable from the laws of conditioning 
does not remove the difficulty. M. HAMBLIN SMITH. 


The Irradiation of a Tactile Conditioned Reflex in Man. (Journ. Comp. Psychol., 
vol. xvii, p. 47, Feb., 1934.) Bass, M. J., and Hull, C. L. 

The points of stimulation in these experiments were four in number—the left 
shoulder, the left side of the small of the back, the middle of the left thigh and the 
middle of the left calf. There is a definite spread of cutaneous conditioned 
excitatory tendency from the shoulder towards the feet, and from the calf towards 
the head. There is also a definite analogous spread of the inhibition resulting 
from experimental extinction. In both cases the spread takes the form of a 
gradient, the magnitude of the tendency diminishing progressively with distance 
from the point of origin. The results are in accord with the findings of Anrep, 
in spite of wide differences in the technique of the experiments. The authors 
express scepticism concerning the validity of Pavlov's neurological speculations 
as distinguished from his experimental findings. M. HAMBLIN SMITH. 


The Physiology of Sleep. X : The Effect of Alcohol and Caffeine on Motility and 
Body Temperature During Sleep. (Amer. Journ. Physiol., vol. cvi, p. 478, 
1933.) Mullin, F. J., Kleitnan, N., and Cooperman, N. R. 

In human male subjects 300-375 c.c. of 19% alcohol taken one hour before 
retiring causes a lowering of motility and body temperature during the first half 
of the night, with an increase in both during the last part of the night's sleep. 
Large doses of caffeine (4-6 gr.) produce a marked increase in motility and body 
temperature during sleep. J. F. Lyman (Chem. Abstr.). 


Behaviour in Its Relation to the Development of the Brain. Part I. (Bull. Neur. 
Inst. N.Y., vol. 4, p. 229, June, 1931.) Tilney, F. R., and Kubie, L. S. 


The authors aim to demonstrate the correlation of behaviour and the develop- 
ment of the brain. Their chief purpose is to establish an explanatory basis for 
adjustive reactions in terms of cerebral structure. The plan of the investigation 
is outlined, and is based on the fact that all structures of the body attain adequate 
differentiation before they are capable of specialized reactions. The maturing 
process in six different species—opossum, rat, guinea-pig, pig, cat and man—are to 
be followed in two concurrent studies : (1) The development of the brain ; (2) the 
development of behaviour, with the object of establishing chronological relations 
between the developmental processes. 

In the structural investigation three methods are employed : (1) Organogenetic 
studies by means of the Born method of reconstruction ; (2) histogenetic studies ; 
and (3) myelinogenetic studies. The results of the structural investigation up 
to June, 1931, are reported, including a review of the developmental processes 
in the end-brain of the domestic cat, which result in the formation of the paleo- 
cortex, archicortex and neocortex. It shows that these processes pass successively 
through a three-layer and a four-layer stage, recapitulating respectively icthvopsid 
and reptilian conditions before the ultimate mammalian six-layer cortex is attained. 
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It also traces the development of the tract-beds, which have neocortical connec- 
tions. It concludes with a formula upon which the functional evolution of the 
neocortex in this mammalian species (cat) appears to be based, and suggests that 
the same formula—with certain modifications—may be applied to all "mammals. 
The formula is that the higher evolutional levels in the cortex depend on (a) the 
projection of the senses upon special neocortical areas, in which process general 
body-sense precedes the special senses ; (b) the bilateral association of these senses 
in the two hemispheres, in which again general body-sense takes precedence over 
the special senses; (c) the intimate associations and elaborations within each type 
of sense as well as inter-associations between all of the senses; (d) the efferent 
projection of sensory associations into the somatic effector activities of the animal's 
behaviour. 


Part II : Correlation Between the Development of the Brain and Behaviour in the 
Albino Rat from Embrvonic States to Maturity. (Bull. Neur. Inst. N.Y., 
vol. iii, p. 252, June, 1933.) Tilney, F. R. 

This paper is based on data obtained by serial sections of the central nervous 
system of albino rats from the 8-mm. embryo to the adult, and gn observations 
upon the foetal and post-natal behaviour of the same animal. In the pre-natal 
stages the foctuses were floated out of the uterus into warm saline solution, and the 
reaction studied with the umbilical cord still attached to the placenta in siti. 
Somatic reactions only were studied, the investigation of splanchnic activities 
being postponed for subsequent consideration. The analysis of reactions proceeded 
upon the assumption that a structural adequacy in the nervous system is essential 
to the several activities which make their appearance in the successive stages 
of development, and that such adequacy is founded upon the capacity of the neural 
apparatus for afferent conduction, central integration and etfferent transmission. 
Three significant phases in the development of the cortex were distinguished, 
and each phase represents a distinct period in the up-building of behaviour, and 
serves as an index of the relative degree of specialization in the entire nervous 
System. 

(1) The first phase (general cortical differentiation) covers the embryonic 
and fetal periods. The animal's reactions are at first limited to circumscribed 
muscular twitchings, then more definitely reflex qualities appear, and finally, 
simple but distinctly integrated responses to stimulation occur. In this phase, 
a series of migratory laminations from the mantle layer, with cellular differentiation 
in the strata thus formed, results in the formation of a six-layered neocortex about 
the time of birth. Cortical differentiation occurs in the olfactory bulb and in 
the pakeocortical and archicortical portions of the end-brain. Cellular specializa- 
tion and maturation is much more marked in the spinal cord and brain-stem than 
elsewhere, and in this pre-natal period, structural immaturity in the hemisphere, 
interbrain, midbrain and cerebellum is sutticient to warrant the exclusion of these 
structures from any part in the control of behaviour. Such control must be, 
at this stage, attributed to the spinal cord and caudal portion of the brain-stem. 

(2^ The second phase (divisional cortical ditterentiation) begins at birth and 
continues into the fifth or sixth post-natal day. Such activities as breathing, 
crawling, righting and sucking manifest themselves during this time, and such 
reactions are attributed to the spinal cord, brain-stem and tegmentum, as the 
structure of higher centres is as yet too immature to justifv allocation of functional 
activitv to them. Late in this phase the voung rat develops greater vigour in 
its postural and nutritional activities, and ineffectual attempts at scratching 
are made.  Heasons for associating these later reactions with developments in 
interbrain, corpus striatum and olfactorv cortex are discussed. 

(3) The third phase (local cortical ditterentiation) begins on or about the fifth 
post-natal dav, and is well advanced by the tenth day. It results in the ditterentia- 
tion of thirty-one distinct cortical areas. During this phase the subcortical nuclei, 
the interbrain and the cerebellum attain their full development much earlier 


I934.] PSYCHOLOGY AND PSYCHOPATHOLOGY. 433 


than the neocortex.  Myelinization slowly advances in nerve-roots, spinal cord, 
caudal portions of the brain-stem and cerebellum. Later it affects the midbrain 
and finally the cerebral hemisphere. While local cortical differentiation is in 
process, the animal increases the number and effectiveness of its reactions until 
it displays all the behaviour characteristics of its kind. In many respects the 
cortical differentiation in the adult rat is extremely primitive, and this accounts 
for the comparatively limited réle of the cortex in the control of the somatic 
behaviour of the albino rat. J. L. FAvrr. 


2. Psychology and Psychopathology. 


Trends in Modern Psychology. (Psychol. Bull., vol. xxxi, p. 81, Feb., 1934.) 
Goodenough, F. L. . 


This paper is based upon the proportionate number of publications listed in 
the Psychological Index and noted in Psychological Abstracts. The curve for 
educational psychology rises steadily. There has been a marked increase in papers 
on industrial and personal problems. The increase in papers upon childhood 
and adolescence has been very marked, and this also applies to mental tests ; 
the increase in the latter subject has been greater in America than in other 
countries. Questions of statistical method have increased during recent years. 
Publications on sensation and perception have not kept pace with the increase 
in other topics. Papers on the nervous system show an absolute decrease. The 
employment of philosophical terms in the titles of papers tends to diminish in 
frequency. M. HAMBLIN SMITH. 


A Quantitative Study of Eidetic Imagery. (Brit. Journ. Educ. Psychol., vol. iv, 
f. 56, Feb., 1934.) Teasdale, H. 


The author found that over 60% of children between 10-14 years of age, in 
the locality investigated, failed to get any image on a grey background, after 
regarding a silhouette picture with non-fixation. Less than 10% of the children 
tested had images rich in detail and of several minutes’ duration. Among those 
who did get images there was a gradation from very weak to very strong images. 
When only the richest and most stable images were counted as eidetic images, 
it was found that eidetic ability was most frequent at the youngest ages tested. 
If the standard was made a little lower, so that images of a rather inferior type 
were included, then eidetic images were found to be most frequent from 11-12 
years. It appears that there are two types of eidetic imagery, one which is very 
prevalent among young children and decreases with increasing age, and one which 
is not so rich in detail, which does not show such marked divergencies from normal 
after-images, and which becomes more frequent with increasing age up to 14 years. 

G. W. T. H. FLEMING. 


Noises and Colours in Relation to Mental Hygiene [Los ruidos y los colores desde 
el punto de vista de la higiene mental]. (La Semana Méd., vol. xli, p. 252, 
Jan. 18, 1934.) Gorriti, F. 

The plague of noise, so marked in great cities, is highly prejudicial in certain 
cases, and should be made the subject of mental hygiene propaganda. Constant 
noises may precipitate the occurrence of psychoses and may produce or aggravate 
nervous states. Delusions of persecution may be traced to the influence of oft- 
repeated noises. The influence of colours upon mental state is well known, and 
has long been employed in theatres. We should make use of this influence in 
mental hospitals. Wards for the treatment of maniacal patients should have 
windows of blue glass, while red glass should be used for melancholics and dements. 
By planting gardens with flowers of these respective colours, we may extend the 
therapeutic use of colour to patients when out of doors. M. HAMBLIN SMITH. 
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A Description and Classification of the Responses of the Newborn Infant. (Psychol. 
Bull., vol. xxxi, p. 5, Jan., 1934.) Dennis, W. 

Many of the response forms cannot have been acquired by pre-natal practice, 
and many stimulus connections of the responses cannot be attributed to a learning 
process. Behaviour development must be partly due to a maturation process. 
Theories which hold that the stimulus-response connections are chaotic, unspecific 
and random must be rejected ; stimuli under defined conditions have consistent 
effects. The repertoire of the infant is surprisingly large, and each response is 
“patterned " ; there are at least fifteen responses which involve every member 
of the body. It is suggested that the number of differentiated responses is directly 
related to the number of total integrated responses with which the organism begins 
its life-history. Literature on the newborn is weak in naturalistic description, 
and in interest and familiarity with the material. Watson's reports seem to be 
little more than statements of his impressions and theories. 

M. HAMBLIN SMITH. 


Experimental Investigations of Childhood Play. (Psychol. Bull., vol. xxxi, p. 47, 
Jan., 1934.) Hurlock, E. B. 


During the first year the baby, in experimenting with the various sense-organs, 
derives great satisfaction from their stimulation. Desire for sensations leads to 
the earliest form of play, which is simple and subject to constant repetition. At 
about three years the child tends to play with other children, and shows 
the rudiments of team play. At five years the child finds the end-result more 
important than the activity, and play develops into simple kinds of construction. 
The collection of trivial things begins at three years and lasts to about eight vears. 
At four years a preference for companions of the same sex begins to be shown. 
There is a marked tendency to the phantasy of imaginary companions. The play 
of children from '' good ” neighbourhoods shows greater initiative and spontaneitv. 
Boys prefer plaving with dogs, as contrasted with a preference of girls for cats. 
Mental age, rather than calendar age, is responsible for grouping of bovs into 
“ gangs '". Children of high intelligence tend to be solitary in their play and to 
avoid physical activity of a strenuous nature. M. HAMBLIN SMITH. 


The Only Child of Age Five. (Psychol. Clin., vol. xxii, p. 73, June-Aug., 1933.) 
Witty, P. A. 

Much of the generally accepted views as regards the phvsical and mental health 
of only children may be dismissed as superstition. The author's studies show that 
only children are physically superior to unselected children. The evidence negates 
the common opinion that the only child tends to be socially maladjusted. We 
must be careful not to over-simplify a complex phenomenon, and we must not 
regard a single tangible factor as a cause. The somewhat superior social and 
economic status, and the apparent mental superiority of the parents of only 
children, must be duly allowed for in our findings. M. HAMBLIN SMITH. 


An Experimental Study of Rivalry in Young Children. (Journ. Comp. Psvchol., 
vol. xvi, p. 367, Dec., 1933.) Leuba, C. 

Thirty-two children, ranging from two to six vears of age, were experimented 
with at a nursery school. The policy of the school is not to encourage rivalrv 
in any way. The children were given a simple task to perform, that of putting 
pegs of uniform colour into a peg-board. The children worked first singly and then 
in pairs. Three stages were observed. With two-year-olds there was little reaction 
to the presence of another child at the same task. With three- and four-vear-olds 
rivalry responses were noted in some cases, with a lessened output in the together 
situation. With five-vear-olds rivalry responses were usually dominant in the 
presence of the other child, and the output was materially increased. There were 
no noticeable sex differences. M. HAMBLIN SMITH. 
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Teachers’ Reactions to Maladjustments of School-Children. (Brit. Journ. Educ. 
Psychol., vol. iv, p. 11, Feb., 1934.) Lavcock, S. R. 

As the result of a questionnaire submitted to 167 elementary school teachers, 
the author found that the teachers laid more emphasis on violations of general 
standards of morality and integrity, transgressions against authority, violations 
of school and classroom regulations and other school-work regulations than on 
pupils difficulties with other children or on undesirable personality traits. The 
ratings of a Canadian group for seriousness were compared with Wickman's findings 
for a group of mental hygienists, who almost reverse the ratings of the teachers. 


The writer pleads for the training of teachers in mental hygiene. 
G. W. T. H. FLEMING. 


Behaviour and Personality Difficulties in School-Children. (Brit. Journ. Educ. 
Psychol., vol. iv, p. 30, Feb., 1934.) McFie, B. S. 

From the experience of the Department of Psychological Medicine at Guy's 
Hospital, it was found that personality difficulties in school-children were drawn 
unduly from the group of active behaviour disorders or habit disorders of a type 
disturbing to parents. Personality deviations were not recognized for their full 
significance in all cases; they exist to a disturbing extent in our school-children. 
The figure yielded by the survey, made in this paper by school teachers, of 46% 
must be taken as a considerable under-estimate, since many difficulties cannot 
be discovered by observation at schools. G. W. T. H. FLEMING. 


Mental Ability and its Relation to Physical Health and Social Economic Status. 
(Psychol. Clin., vol. xxii, p. 101, June-Aug., 1933.). Maller, J. B. 

The study is based upon the investigation of 100,098 fifth-grade pupils enrolled 
jn 579 New York public schools. The populations of these schools were found to 
differ enormously in regard to mental ability and phvsical health. Similar varia- 
bility was found among the neighbourhoods of the city, with regard to vital indices 
and social economic measures. Mental ability was found to correlate positively 
with measures of health and with index of social economic status. Even when 
social economic status is held constant, the correlation between intelligence and 
health remains significantly positive. Mental ability was found to correlate 
negatively with death-rate, birth-rate, infant mortality and juvenile delinquency. 
There is some reason to suspect the presence of a factor common to measures of 


intelligence, physical vitality and vocational and social adjustment. 
M. HAMBLIN SMITH. 


Further Data on the Stanford-Binet VIII- and I X-Y'ear Tests. (Psychol. Clin., vol. 
xxii, p. 94, June-Aug., 1933.) Wallin, J. E. W. 

Some of these tests are too easv and some are too difficult. This part of the 
Stanford-Binet scale is in need of thorough revision. Life and experience exert 
a positive influence on some tests. The reactions to psychological tests may differ 
for normal, subnormal and mentally deficient children of the same intelligence 
(Binet) level. The “ unselected " groups of children, on which norms are usually 
based, and which are assumed to represent symmetrical distributions of cases, 
may, in fact, be based upon highly '' skewed ” distributions. The Stanford-Binet 


scale is a less valid measure of intelligence for adults than for children. 
M. HAMBLIN SMITH. 


Another Attempt at Measures of Extraversion-Introversion. (Psychol. Clin., vol. xxii, 
f. 88, June-Aug., 1933.) Roberts, C. S., and Fisher, V. E. 

The usual tests upon which these measures are based are not even theoretically 
valid ; the tests do not place the subject in an actual situation, but only require 
him to imagine it. Further, many of the tests have a wholly insignificant coethcient 
of correlation with each other. The authors experimented with 35 universitv 
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students. Each was first interviewed, for 30 to 60 minutes, and graded, as 
regards extraversion-introversion, on a linear scale. Each then filled out a 
Bernreuter '' personality inventory ". Finally, each was tested with a modifica- 
tion of Snoddy's mirror-tracing device. The results show that the personality 
inventory and the mirror-tracing test are not measuring the same thing. On the 
other hand, there was a significant correlation between the personal judgment 
ratings and the time in the mirror-tracing test. The validity of the inventory 
type of test is highly questionable. M. HAMBLIN SMITH. 


The Reaction of Native White Convicts to the Bernreuter Personality Inventory. 
(Psychol. Clin., vol. xxii, p. 138, June-Aug., 1933.) Hargan, J. 

The inventory was administered to 100 consecutive white admissions to Sing 
Sing Prison, New York. The results show that this inventory possesses distinct 
value in the case of subjects of a mental age of twelve years or more, so that 
there is no trouble with reading the questions. The research will be continued. In 
all these investigations we must remember that we are dealing with a convicted 
group, and that the findings do not necessarily apply to the '' criminal " group 
as a whole. ; M. HAMBLIN SMITH. 


A Review of Experiments on Humour. (Psychol. Bull., vol. xxx, p. 752, Dec., 1933.) 
Perl, R. E. 


Many different types of statements, anecdotes and situations have been 
considered funny, and have been classified according to their appeal. Neither 
intelligence nor personality type are closely connected with appreciation of humour 
in general, but the preferred jokes seem to be influenced by these factors. The 
surprise element ranks high with children. College students appreciate naive jokes, 
or those based upon the inferiority of another person. Extraverts prefer jokes 
based upon superiority of the exposure of unrevealed thoughts, while introverts 
prefer jokes connected with repressions. Suggestion plays an important part in 
judgments of humour. M. HAMBLIN SMITH. 


Associative Tendencies in Psychoneurotics. | (Psychol. Clin., vol. xxii, p. 108, June- 
Aug., 1933.) Tendler, A. D. 


An attempt was made to apply the free association method to a group of 50 
psychoneurotic adults, 12 male and 38 female, ranging in age from 20 to 35 years. 
Sub-groups of the general classification were disregarded, since pure types of 
psychoneurotics do not exist. It is possible that there are included two ditlering 
groups under the general classification. One group is characterized by a con- 
stitutional inadequacy of associative behaviour. This group may be thought of as 
the true psychoneurotic, whose symptoms develop and become fixed on the basis 
of connections of an inferior sort, with resulting tensions. The other group, showing 
no associative pathology, may be regarded as presenting an emotional responsiveness 
to situational difficulties. We must differentiate between the emotional disturbances 
of normal individuals and psychoneurotic behaviour. The latter is usually stupid 
behaviour; the former often involves genuine situational ditficulties of considerable 
complexity. The present study ofters a suggestive field for differentiating the 
psychotic from the psychoneurotic, and for ditferentiation within the psychoneurotic 
group. M. HAMBLIN SMITH. 


Sociology of the Neuroses [Soziologie der Neurosen]. (Arch. für Psychiat., vol. xcix, 
p.339. 1933.) Birnbaum, K. 

This paper deals with the question of the social aspect of the neuroses in the 
way of a “ general sociology ", going into more detail for some types only. The 
author divides his subject into three main chapters: (1i) The eftect of social life 
on neurosis; (2) the eftect of neurosis on society; and (3) the social treatment 
of neurosis. 

With regard to the effects of social life on neurosis, he emphasizes that 
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neurasthenia (in the German sense) is difterent from all the other kinds of neuroses, 
and he prefers to call it a “ neurosis of civilization "', it being the result of tension 
between modern civilized life and the psychical-nervous efficiency of the individual. 
He divides the other neuroses, the neuroses sensu striclu, into two different groups. 
In the first, the difficulties arise from the fact that the individual comes into 
collision with existing social, moral or professional standards. In the second group, 
on the other hand, the battlefield is inside the individual, because his social wishes 
are incompatible with some of his other personal tendencies. The author shows, 
for instance, that the "' cedipus-complex " arises from social difficulties, the term 
** social '' being applied to all kinds of relationships between human beings. 

'The author does not regard the neurotic predisposition as being without impor- 
tance, but notes that there is a tendency in modern psychopathology (Jung, 
. Jaensch, Kretschmer) to classify the psychopathic constitutions with reference 
to their social attitude. 

The way in which various types become neurotic through different social 
difficulties is then briefly but clearly demonstrated. The next paragraph deals 
with neuroses of development, which result from the inability of the young indi- 
vidual to adjust himself to the increasing demands of society. The way in which 
the different social and cultural tendencies are responsible for the formation of 
various types of neurosis is enlarged upon, with special reference to the '' renten- 
neurose (or “ compensation "' neurosis) the importance of which increased 
gradually with the financial depression. 

The neurosis being an individual phenomenon, the author thinks it difficult 
to demonstrate its effect on society generally. For the analysis of the individual 
case he thinks Freud's and Adler's theories are of special importance. He 
emphasizes the necessity of having reliable statistics for further investigation. 

Not only social treatment is needed, but preventive measures, and for both 
purposes one has to distinguish between dealing with the surroundings and with 
the individual himself. For the latter he assigns more importance to a non- 
dogmatic re-education (Psychagogik) and individual psychology than to psycho- 
analvsis, the merits of which are not denied in some cases. He finally stresses 
the importance of Weizsàcker's and Unger's ** situation- therapy ", and of the 


co-operation with the social service. S. L. Last. 


Methodological Principles in Pathography. (L'Hyg. Ment., vol. xxviii, p. 173, 
Sept.-Oct., 1933.) Wigert, V. 

The author points out that the discussion of the mental illnesses of individuals 
of historical interest is fraught with. difficulties and faced with a doubting attitude, 
which is not found in discussions of physical maladies. There is, he says, a tendency 
to regard mental maladies as things apart, and not amenable to ordinary writing. 

How often, he says, does creative work owe itself to psychopathological 
phenomena ? . 

Like psychiatry itself, pathography is not an old branch of medical science— 
in the modern sense. It has made mistakes, it has an exaggerated idea of its 
possibilities, it draws too hasty conclusions and has justified the criticisms which 
have been levelled at it. It does not follow, however, that it is unworthy 
of attention. Under a critical and informed approach it is capable of adding 


“a new and flourishing branch to the tree of humanistic science '. 
W. McC. HARROWES. 


The Psychic Structure of Edgar Poe. (L'Hyg. Ment., vol. xxviii, p. 194, Sept.-Oct., 
1933.) Bonaparte, M. 

This is the first instalment of a study of the personality make-up of Poe. It 
is an interesting example of pathographic technique. The amount of detail which 
exists regarding the life of Poe makes the deductions drawn especially interesting. 
The ability to make a complete longitudinal section of a life-history adds a good 
deal to the approach of living psychiatric problems. 
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Particularly interesting is the evidence for Poe’s various love adventures, 
having been a search for a mother substitute of the particular type to which his 
mother belonged. This number of L’Hvgiéne Mentale is devoted to pathography, 
and this article forms an interesting pair with Prof. Wigert's communication on 
the same subject. W. McC. HARROWES. 


Psychopathological Analysis of Optic-agnostic Disturbances [Beiträg zur psvcho- 
pathologischen Analyse der optischagnostischen | Stórungen]. (Arch. für 
Psychiat., vol. xcix, p. 197, 1933.) Last, S. L. 

The writer describes two cases with optic agnosia for objects and their pictures. 
One of them sutfered from a senile psychosis, whose symptoms varied in the same 
way as the agnostic symptoms, and were as dependent on psychological factors 
as the latter. The author studied the mental processes involved in recognition, and 
the factors to which errors can be ascribed. One of the most important of these 
is the meaning which the patient attaches to the object or picture shown to him. 
This assumed meaning might facilitate or (if wrong) hinder or preclude recognition. 
It is pointed out that facial expression is understood remarkably well by patients 
who show inability to analyse parts of a face, and he compares it to the early 
acquired understanding of facial expression by children. The writer is opposed 
to the view held by certain German workers that agnosia is due to labilitv of the 
sensory threshold. R. STROM-OLSEN. 


The Psycho-analvsis of the Drawings of Psvchotic Patients 4 psicanálise dos desenhos 
dos psicopatas}. (Revista da Asso;. Paulista de Med., vol. iii, p. 175, Oct., 
I933.) .Marcondes, D. 


A psychosis should be regarded as the expression of a struggle between 
the impulses of the individual and the limitations imposed upon them by realitv. 
The Freudian conception of dreams and of neuroses may be applied to a new field. 
The idea of the unity of mental life allows us to study the manifestations common 
to artists and psychotic patients. In both cases we have a vicarious satisfaction 
of primitive impulses which are unacceptable to the conscious mind. There is 
also an accentuated subjectivism ; in patient and artist there is a renunciation 
of the satisfaction of the primitive impulses so far as the world of reality 
is concerned ; both make their escape from reality by means of phantasy. The 
author inclines to Jung's views on the interpretation of dreams and drawings, 
and discusses the importance of masculine and feminine svmbols as indicated 
in pictorial productions. The article is illustrated by reproductions of patients' 
drawings. M. HAMBLIN SMITH. 


The Relation of Perversion-Formation to the Development of Realitv-Sense. (Int. 
Journ. of Psycho-anal., vol. xiv, p. 486, Oct., 1933.) Glover, E. 

While it is true that some perversions are the negative of a neurosis, others 
are found to be a symptomatic formation in obverse of a psychosis or transitional 
psychosis. Itis suggested that the perversions form a developmental series running 
parallel to the neuroses and psychoses, and that thev reflect stages of overcoming 
anxiety regarding the individual's own body or external objects by excessive 
libidinization. In the perversions the amount of reality-sense already achieved 
is preserved at the expense of freedom in adult libidinal function. On the contrarv, 
in neuroses a degree of freedom of adult libidinal function is allowed at the cost 
of some inhibition of reality relations. In the psychoses there is gross disturbance 
of reality-sense, often associated with apparent freedom of adult libidinal function. 

5. M. COLEMAN. 


An Analysis of the Neuroses of Identical Twins. (Psycho-analytic Review, vol. xx, 
P. 375, Oct., 1933.) Cronin, H. C. 

Two brothers, identical twins, aged 23, complained of anxiety, which, in their 

opinion, was connected with the threatened loss of a mutual love-object, the wife 
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of one and paramour of the other. Both men showed a preponderance of early 
and late ambivalent anal qualities, and a few early oral traits. The married 
brother's conflicts were centred about auto-eroticism, with associated feelings 
of inferiority. His brother, more markedly maladapted, was found to be fixed 
in auto-eroticism, homo-sexuality and incest. He took as love-objects a series 
of mother-substitutes, including two of his sisters-in-law. An analysis of all three 
persons concerned, extending over two years, resulted in a satisfactory readjustment. 
S. M. COLEMAN. 


Basis for a Psvcho-analytical Study on the Marquis de Sade [Éléments d'une étude 
psychanalytique sur le Marquis de Sade]. (Rev. Fran;. de Psychanal., 
vol. vi, f. 458, 1933.) Klossouski, Pierre. 

A psycho-analytical investigation of de Sade demonstrates that his abnormal 
personality was the result of a negative cedipus complex. Instead of inhibition 
of the incest motive as a result of castration fear, there is regret for ever having 
desired to sacrifice the father for the mother. In phantasy and in conduct de Sade 
identifies himself with the father, in order to turn all his aggressive impulses upon 
the mother. S. M. COLEMAN. 


The Anal Component in Persecutory Delusions. (Psycho-analytic Review, vol. xxi, 
f. 75, Jan., 1934.) Bender, L. 

Observations on two women suffering from paranoid delusions, with ideas 
of being attacked from behind, support the view that the persecutor may be a 
symbolization of parts of the individual’s own body. It seems that it is especially 
the anal region and faces that lend themselves most readily to separation from 
the other parts of the body, but some narcissistic attachment always remains, the 
persecutor never being completely divided from the body of the persecuted. 

S. M. COLEMAN. 


3. Psychiatry. 


Hallucinations (Uber Halluzinationen]. (Der Nervenarzt, vol. vi, p. 561, Nov., 
1933.) Schröder, P. 

The author stresses the fact that direct stimulation of the cortex of the brain gives 
rise to sensations which are entirely ditferent from the hallucinations of psychotic 
patients. He denies that we have any reason to assume a connection between some 
areas of the cortex and hallucinations. He thinks that much mischief is done by 
collecting a group of different phenomena under the one heading of hallucinations, 
and attempting to find one mechanism for all of them. 

The author proposes the following classification of clinical “ complexes with 
hallucinatory phenomena ” after having omitted the cortical sensory symptoms 
in brain diseases (e.g. photoma): (1) The hallucinations of the delirious, together 
with dreams and day-dreams, etc. ; (2) the illusions, due to delusions of reference, 
and connected with the misunderstanding and the misinterpreting of the 
normal; (3) the hallucinations proper, as the hearing of voices in cases of 
‘“ Gedankenlautwerden ” (thoughts becoming audible); this should be considered 
as forming either a part or a result of the psychotic symptom. His thoughts 
and acts seem extraneous to the patient. (4) The phantasy formation 
(" Phantasieren ’’) in paraphrenia phantastica and similar paranoid diseases. 

The combination of several of these complexes is of common occurrence, e.g., 
the combination of (1) and (3) in alcoholic delirium. S. L. Lasr. 


Some Psychiatric Aspects of Suicide. (Psychiat. Quart., vol. vit, p. 211, April, 
1933.) Jameison, G. R., and Wall, J. H. 

The authors give notes on twenty-five institutional suicides in their own experi- ` 

ence. They point out that the frequent contact of the physician with his patient 
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in the hospital becomes an important deterrent so far as suicide is concerned. Many 
suicides have talked about it, or already made an abortive attempt. The dangerous 
hours appear to be between 5 and 7 a.m. The authors found the following essential 
features consistently present in their group of suicides: (1) Severe hypochondriacal 
and nihilistic ideas, with veiled death wishes in the trend ; (2) insomnia—not the 
actual sleeplessness itself, but the apprehension and agony concerning its possible 
effects ; (3) persistent belief in losing control of oneself, of '' going insane ” and 
analogous ideas ; (4) sense of guilt with persistent belief and concern about punish- 
ment, especially by torture of one kind or another; (5) evidence of aggressiveness, 
as indicated by surly, impatient and irritable attitudes with assaultive tendencies. 
As danger-signs should be noted sudden improvement in a depressed, hopeless 


and perhaps deluded patient, and previous attempts. 
| G. W. T. H. FLEMING. 


Eugenic Problems in Practical Psychiatry [Die eugenischen Aufgaben der praktischen 
Psychiatrie’. (Zeits. f. psych. Hvg., vol. vi, p. 97, 1933.) Roemer, H. 

According to the author the duties of the eugenist are of three kinds: (1) To 
advise in eugenic matters and issue certificates ; (2) to help in the eugenic education 
of the public ; (3) to prosecute research on heredity. 

In private practice, advice on the suitability of marriages is given with the help 
of doctors in mental hospitals. Germany has 49 '" marriage advisory bureaus '' 
(Eheberatungsstellen|, 29 of which offer medical advice. Their advice covers 
matrimonial and sexual problems, and is not strictly confined to eugenic questions. 
With regard to education of the public, the author warns us not to stress the phvsical 
side too much, but to consider the moral importance of eugenics as well. Research 
in this direction 1s being carried out by means of keeping careful clinical records 
and co-operation with the genealogical department of the German Institute for 
Psychiatric Research in Munich. S. L. Lasr. 


Hereditary and Environmental Factors in the Causations of Dementia Precox and 
Manic-depressive Psychoses. Chapter I: Family Stock of Manic-depressive 
Patients. (Psvchiat. Quart., vol. viii, p. 76, Jan., 1934.) Pollock, H. M., 
Malzberg, B., and Fuller, R.G. 

The authors investigated 155 cases of manic-depressive insanity in Utica 
State Hospital. Sixty were male and 95 female—the usual proportions. The 
occupational classification of the men corresponded with the economic status 
of the majority of the patients. 61:39, of the whole group were married, compared 
with 39/79, for all first admissions. 

The statistical results, as regards the parents, etc., were not impressive. When, 
however, the siblings were considered, the results were of greater significance. 
There was a preponderance of mental disorders over that expected in a random 
sample. The female siblings have a relatively higher rate of mental disease than 
the males. The rate of incidence of manic-depressive psychoses among the relatives 
was considerably higher than the expected rate. The authors conclude that the 
sex element enters into the transmission of manic-depressive psychoses, although 
how it works is not understood. G. W. T. H. FLEMING. 


The Family Constellation as a Predisposing Factor in Psychosis. (Psychiat. Quart., 
vol. viti, p. 121, Jan., 1934.) Katz, S. E. 

From an examination of the histories of 194 successive admissions at the Hudson 
River State Hospital, the author concludes that (1) the size of the family does 
not appear to be correlated with the incidence of psychoses ; (2) the order of birth 
of the siblings seems to bear no relation to the incidence of psychoses ; (3) a pre- 
ponderance of older sisters in the family is suggested as a predisposing factor in 
male dementia praecox. G. W. T. H. FLEMING. 
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Pre-psychotic Personality of Manic-depressive Patients. (Psychiat. Quart., vol. viii, 
f. 129, Jan., 1934.) Smalldon, J. L. 

The author studied a group of 75 cases, consisting of 25 each of manic, depressive 
and circular types. The proportion of male to female was 1:2.  Forty-six of the 
group approximated to the pyknic type and 29 to the asthenic type. Fifty were 
extraverted, 9 introverted and 16 equally balanced. There was a comparatively 
high proportion of cases showing impracticability, vagueness in regard to plans 
for a career, 66°% were talkative, and more than this were active and energetic. 
Hather more than half were inclined to over-activity or inactivity by fits and 
starts. Nearly half of the cases were sensitive and easily offended, inclined to 
see slights where none were intended. Touchiness, grumbling and fault-finding 
were prominent symptoms occurring in nearly 64°. The pyknic constitution 
does not appear to be so typical of depressed types. In concluding, the author 
points out that a considerable number of individuals prone to develop manic- 
depressive psychosis have a life-history of behaviour deviation predisposing to the 
type of abnormality developed. G. W. T. H. FLEMING. 


Trend Situations in Manic-depressive Psychoses and Their Interpretation. (Psychiat. 
Quart., vol. viii, p. 111, Jan., 1934.) Boltz, O. H. 

The author summarizes his experiences over a number of years with manic- 
depressives. He finds that prolonged renunciation or frustation of Eros may, 
in some individuals, lead to attacks of depression, mania or mixed manic-depressive 
reactions. Strangulation of Eros automatically releases death or destruction 
impulses. Depression represents a tendency to negate life; it is a “living death ’”’, 
or may actually lead to death itself. The manic reaction in the manic-depressive 
psychosis represents an “ as if ”, forced, artificial affirmation of life, behind which 
lurks a strong death or destruction impulse. In depression the death or destruction 
impulse is usually inhibited in its satisfaction upon an external object, and becomes 
transformed into an impulse towards self-destruction. 

G. W. T. H. FLEMING. 


Juvenile Regression and Sexual Inversion from Hyper-endocrinia in Mania and 
Cyclothymia |Régression juvénile, inversion. sexuelle par hvper-endocrinie 
dans la manie et le cyclothymie). (Ann. Méd. Psych., vol. xiv (ii), p. 289, Oct., 
1933) Petit, G. 

Observations made on twelve cases of cyclothymia demonstrated bisexual or 
homosexual tendencies during the maniacal phase. Perverted or excessive eroticism 
frequently occurs in maniacal states, and is believed to be associated with hyper- 
function of the gonads, part of a generalized over-activity of the internal secretory 
glands. A comparison drawn between the behaviour in mania and hypomania 
on one side and of the infant and adolescent on the other favours the theory of 
regression to the juvenile state in mania, where also there is to be found hyper- 
action of the endocrines. S. M. COLEMAN. 


, 


On the Origin of the “ Influencing Machine " in Schizophrenia. | (Psycho-analvtic 
Quarterly, vol. 11, p. 519, July, 1933.) Tousk, V. 

Investigation based upon the analysis of one case, a woman, xt. 31, who averred 
that she had been under the influence of an electrical machine for 64 years. The man 
who utilized the machine to persecute the patient was her rejected suitor. According 
to her he was prompted by jealousy, and only used the machine when his attempts 
to influence her from a distance by suggestion had failed. A singular feature of 
the machine was that, as first described by the patient, it was a replica of her own 
body, and manipulation of the machine produced corresponding bodily sensations. 
Only subsequently did the apparatus undergo progressive distortion. Eventually 
it lost all human characteristics, becoming the typical, unintelligible influencing 
machine of the schizophrenic. 
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The writer finds three principal stages in the evolution of the “ influencing 
machine ". In the first stage there is a sense of inner change, the result of libido 
fixation upon an organ or organs (hypochondria). In the second phase there is 
a feeling of estrangement. This is produced by rejection, the libidinally invested 
organs being denied and eliminated as something alien to the ego. In the third 
stage the sense of persecution arises, as a result of projection of the morbid experi- 
ences. On the one hand, the morbid experiences are attributed to a foreign hostile 
power, and on the other an influencing machine is constructed, representing a 
summation of some or all the libidinally charged organs projected outwards. 

It is suggested that in the schizophrenic, as a result of stress, there is withdrawal 
of libido from the environment and regression to a libido position corresponding 
to the end of foetal existence and the beginning of extra-uterine life. At this stage 
the individual is isolated from the outer world, there is no knowledge of 
ego boundaries, and libido is fixated upon the body (primary narcissism).  Projec- 
tion of the body as a whole and progressive distortion are the means whereby 
the ego attempts to deal with a return to this situation. 

Machine dreams in the normal are found on analysis to represent the dreamer's 
own genital. In the machine delusion of the schizophrenic, however, in whom 
there has been a regression to the pregenital epoch, the whole body is conceived as 
a diffuse sexual being, and the genital as a machine independent of the aim of the 
ego and subordinate to a foreign will. S. M. COLEMAN. 


Folie à Deux. (Int. Journ. of Psycho-anal., vol. xv, b. 14, Jan., 1934.) Oberndorf, 
C. P. 


Report of an induced neurosis, concerning a husband and wife, who had been 
subjected to psycho-analytical investigation for two years. Prior to treatment 
both had been virtually prisoners in their home for about two years, she on account 
of a sensation of whirling whenever she left home, he also from whirling and a fear 
of slipping. She was frigid ; he was impotent, alcoholic and neglected. Together 
they practised an unusual sexual perversion, a compulsion which involved the 
plunging of the wife fully dressed into a bath-tub of water. 

Analysis revealed that in the origin of the symptoms both identified them- 
selves with a lost object, he his mother, she a male identification (presumably 
the father). The identification, therefore, complemented each other. It is 
suggested that in folie à deux the mechanism of identification plays the important 
role. Proximity, constitutional predisposition or familial tendency are subsidiary 
factors. S. M. COLEMAN. 


Hallucinatory Paraphrenia. (L’Encéphale, vol. xxviii, p. 601, Sept.—Oct., 1933) 
Halberstadt, G. 

Some space is devoted to the history of the development of the concept of 
paraphrenia as a nosological entity, andthe subsequent confusion and disagreement 
as to its actual relation to the schizophrenias. Kraepelin and Kleist are quoted 
in detail. The paper is based on the description of four cases observed over a 
considerable period of time—up to ten years. 

The prodromal features are sadness, preoccupation, suspiciousness. Then 
appear ideas of persecution, and finally the hallucinatory features develop. 
Stereotvped and manneristic behaviour is not seen. 

The point which seems of the most importance to the author, as to Kraepelin 
himself, is the absence of any personality dilapidation to the extent seen in schizo- 
phrenia. 

The condition is summed up as being one where the auditory hallucinations 
are florid and luxuriant, dominating the picture with only slight disorders of other 
sensory systems; a minimal development of any delusional formation without 
system and dependent on the hallucinations, no schizophrenic features whatever, 
incurability, but without any intellectual deterioration except as a final end-result. 

W. Mc. HARROWES. 


I934.] PSYCHIATRY. 443 


Epilepsy. XIII: Aura in Epilepsy. (Arch. of Neur. and Psychiat., vol. xxx, 
P. 374, Aug., 1933.) Lennox, W. G., and Cobb, S. 


The authors analysed the reports on 1,359 non-institutional epileptics. Aure 
were present in 56:295, which agrees with Gowers’ 57°% on 2,013 cases. They 
were less frequent in patients having only petit mal or its equivalent than in 
others. A history of aura was not less common in the mentally deteriorated. In 
those who had had attacks for five years or longer the incidence of a history of 
aura was 2794 greater than in those who had had less than five vears of seizures. 
The mentally deteriorated more frequently had visceral aure; the mentally 
normal, aurae of pain, paresthesie or numbness. Auræ of potential localizing 
value occurred in 70% of the patients with a history of injury of the brain 
antedating the seizures, and in 41° of those without such a history. 

G. W. H. T. FLEMING. 


Ambulatory Automatism in Epilepsy :L'automatisme ambulatoise épileptique]. 
(dnn. Méd. Psych., vol. xiv (it), p. 609, Dec., 1933.) Marchand, C. 

Of a series of 1,052 epileptics observed at the out-patients' department of the 
Henri-Rousselle Hospital, 69 (6:495) had a history of ambulatory automatism. 
This paper includes full reports and dctails on 43 cases (77 attacks). In 36 cases 
the automatism occurred in persons previously subject to classical epilepsy ; in 
5 cases convulsions only appeared at a later date, while in 2 cases there were typical 
epileptic automatism without fits. 

-Etiology differed in no way from that of other epileptics (infantile convulsions, 
8; cranial trauma, 6; neuro-syphilis, 1; hereditary syphilis, 2). It is noted that 
practically all subjects were adults at the time of the first fugue. The onset is 
sudden, rarely preceded by an aura (2 cases), and very seldom directly by a convul- 
sion. Duration is variable—a few minutes to 24 hours. Return to consciousness 
is usually sudden ; there is marked fatigue, the subject often sleeping for several 
hours. In practically all the attacks there is complete amnesia for the incidents 
of the automatism ; in a very few cases vague memory traces are observed. During 
the automatism, in 37 cases the subject walked only ; in the others he bicycled, 
trained, ' trammed " or motored. Characteristic of the epileptic fugue is the 
absence of motive or end. The individual is clearly in a somnambulistic state; the 
higher faculties have ceased to function and walking 1s rarely normal. 

The writer recognizes three degrees. In the first, medullary and motor centres 
concerning walking alone persist. In the second, associated habitual reflexes 
permitting the avoidance of obstacles and dangers are also uninhibited. In the 
third degree the individual accomplishes in a mechanical fashion complicated 
acts sufficiently correctly for his condition not to be commented upon. 

A section is devoted to the ditterential diagnosis, which is considered to be 
straightforward in the majority of cases. There is a further section on medico- 
legal problems. In the writer's experience, contrary to popular belief, the epileptic 
in a fugue state 1s nearly always calm, showing no evidence of agitation, violence 
or brutality. Of the patients observed, one attempted to strangle his wife, one 
violated a grave, another stole, one left a restaurant without paying his bill and 
three urinated in public. S. M. COLEMAN. 


Presbyophrenia (Über Presbvophreniel. (Arch. f. Psychiat., vol. xcix, p. 339, 1933.) 
Bostroem, A. 

The author thinks that presbyophrenia, although a definite clinical entity, 
cannot be distinguished anatomically from other senile psychoses. He defines it 
as a senile disorder in which there are no particular defects except disturbance 
of memory and impressionability (Merkfähigkeit). He purports to discover 
why in some cases, the senile changes in the brain give rise to a clinical picture 
of presbyophrenia. Twelve cases are described (11 females and 1 male). All 
patients not only showed a slightly hypomanic temperament, but were also very 
active personalities, who had previously succeeded in coping with the stresses 


LXXX. 30 


444 EPITOME. [ April, 


and realities of life. The somatic constitution showed that eight were pure pvknics, 
and only one showed no pvknic traits at all. The course of the disease is very 
protracted, six of the patients being over 80 years. Only three showed clinical 
symptoms of cerebral arteriosclerosis. 

The author believes that the pathogenic factor is represented by changes in 
the brain, which could consist of arteriosclerosis or senile degeneration, and that 
the personality constitutes the pathoplastic factor. But he presumes that the 
cycloid temperament (personality) at the same time tends to prevent dementia 
and volitional inertia, in contrast with the non-cycloid seniles, who do not use 
their abilities, even if they are preserved to a certain extent. 5. L. Lasr. 


Mental Aspects of Brain Tumours in Psvchotic Patients. (Journ. Nerv. and Ment. 
Dis., vol. lxxvitt, pp. 333 and 500, Oct.-Nov., 1933)  Jameison, G. R., 
and Henry, G. W. 


From their experience with 26 psychotic patients who developed brain tumour, 
the presence of which was established at autopsy, the authors draw various conclu- 
sions. Thev point out that there is no psvchosis characteristic of brain tumour. 
The clinical picture of brain tumour manifestations, superimposed upon a psychosis, 
is characterized by changing contrasts and incongruities in the symptoms and signs, 
and by evidence of organic disease of brain, which becomes increasingly obvious. 

More than half of the patients are depressed, and a larger percentage are 
distinctly apprehensive. At least one-fourth of the patients were suicidal. One- 
fourth had some insight into the fact that a serious complication had arisen in 
their illness. | G. W. T. H. FLEMING. 


General Paretics Before and After Malarial Treatment : An Experimental Psvcho- 
logical Investigation | Progressive Paralvtiker vor und nach der Malarta- 
behandlung : Eine experimentellpsvchologische Arbeit). (Zeitschr. f. d. ges. 

. Neurol. u. Psychiat., vol. cxli, p. 661, 1933.) Weisfeld, M. 

The author examined 29 paretics with various tests. He sets out to show 
how the improvement achieved by malarial treatment can be demonstrated bv 
different tests. Such tests were carried out twice, first before, secondly after the 
treatment. The following different psychical and psychomotor functions were 
tested in this investigation : Memory, impressionability, the mental horizon (and 
imaginative power), calculation, intellectual activity, the intelligence (in a more 
restricted sense than usual), the power to deliver moral judgments, attention, 
handwriting and manual speed. As the results are given in figures, the 
improvement can be expressed in percentages. 

Of all the cases, 45?9 only showed an improvement in the power to reach moral 
judgments, 56° in attention and 61°, in their manual speed, whereas 68-789, 
of the patients had better results in the various other tests. 

The author is not satisfied with the explanation given bv other authors that 
the intellectual improvements are due to an increase in activity only, but holds 
that the various functions themselves have been changed for the better bv the 
malarial treatment. 5. L. Lasr. 


Psychic Trauma and Hyperthyroid Conditions (El trauma pstquico y los estados 
hipertiroideos . (La Semana Meéd., vol. xli, p. 453, Feb. 8, 1934.) Rodríguez, 
A. D'A., and Lejtman, S. 

Nine cases, uncomplicated bv pathological antecedents or concurrent ailments, 
have been fully studied. The emotional shock constantly reacts upon the thy roid 
function, and is capable of disturbing it even in quite healthy subjects. The cases 
present a clinical. picture which is nearly always incomplete ; the diagnosis is at 
times difficult, but not impossible. The history of psychic trauma with the 
immediate commencement of the symptoms should put us on the track of the 
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correct diagnosis. In the case of every patient who would formerly have been 
called neurasthenic, hysterical or psychasthenic, the thyroid function should be 
most minutely investigated, in order to ascertain whether this is not the cause 
of the existing neuro-endocrine disturbance. M. HAMBLIN SMITH. 


4. Neurology. 


An Improved Method of Encephalography. (Bull. Neur. Inst. N.Y., vol. ti, p. 75, 
March, 1932.) Davidoff, L. M., and Dyke, C. G. 

The routine is as follows: The evening before the day on which the procedure 
is to take place the patient is given sodium amytal, gr. iij, in order to ensure a 
restful night. This dose is repeated at 8 a.m. At 8.45 a.m. an injection of morphia 
is given (adults gr. 3 to }, children gr. Į to 1) and no breakfast. At 9 a.m. the 
operation is performed in the X-ray department. The patient sits on a bench 
with forehead resting against a vertical Potter-Bucky diaphragm, and lumbar 
puncture is performed under novocaine anasthesia. On occasions when general 
anzsthesia is advisable, the same position of the patient is used during injection 
of air. To allow for the expansion of the air, an initial Io c.c. of cerebro-spinal 
fluid is removed and replaced by 5 c.c. of air. Thereafter 5 c.c. of air are introduced 
for every 5 c.c. of fluid removed. The fluid is removed by attaching a ro c.c. 
syringe to the lumbar puncture needle by means of a length of rubber tubing. 
Atmospheric air for injection is sucked into the syringe through many thicknesses 
of sterile gauze to exclude bacteria. Both removal of fluid and injection of air is 
done slowly, and the fluid is not sucked out, but allowed to fill 5 c.c. of the syringe 
‘‘ against the weight of the plunger with the syringe in a horizontal position ” 

Details as to amount of air to be injected and indication for greater or less 
volume are given together with details of radiographic technique. Stereoscopic 
films from four sides are taken in every case. The symptoms likely to arise during 
and after the procedure are given, and include headache, nausea, vomiting, cyanosis, 
pallor, perspiration, chilliness, dfowsiness, restlessness and poor pulse. This 
procedure had been in use for two years in over 300 cases at the time of writing. 

J. L. FAuLr. 


The Demonstration of Normal Cerebral Structures by Means of Encephalography. 
(Bull. Neur. Inst. N. Y ., vol. ii, p. 331, July, 1932.) Dyke, C. G., and Davidoff, 
L. M. 


(1) The Choroid Plexuses. 


This is the first of a series of studies upon the appearance of normal cerebral 
structures as demonstrated by the method of encephalography previously described 
by the authors. They claim to have demonstrated that certain defects in the 
bodies of the lateral ventricle and the roof of the fourth ventricle as outlined by 
air are caused by the choroid plexuses. The presence of such defects depends on 
the size of the choroid plexuses, and does not appear to be associated with any 
particular condition. 


(Bull. Neur. Inst. N.Y., vol. iit, p. 138, A 1933.) 
(2) The Corpora Quadrigemina. 


A group of one hundred encephalograms was reviewed to determine the fre- 
quency with which the corpora quadrigemina could be demonstrated. They were 
visible in 7195 of the cases. This identification of these structures is possible bv 
their size and shape and their fixed relation to other known structures of the brain 
that are easily recognized in the encephalogram. 


446 EPITOME. [April, 


(Bull. Neur. Inst. N.Y., vol. iii, p. 147, June, 1933.) 
(3) The Cerebral Convolutions and Sulct. 


In a review of 700 encephalograms special attention was given to the identifi- 
cation ot the various cerebral fissures, sulci and convolutions These structures on 
the medial aspect of the hemisphere are extremely easy to recognize. Beginning 
with the landmark of the corpus callosum, all the major sulci and convolutions 
and some of the minor ones are readily demonstrable. On the tateral surface of 
the cerebral hemisphere the convolutional pattern is much more complex, and a 
considerable amount of distortion occurs in the flat encephalogram as a result of 
the convexity of this surface. It is possible by stereoscopic films and the use of 
cranio-cerebral topography (after Taylor and Haughton) to recognize, first, the 
Sylvian and Rolandhie fissures; following the identification of these cerebral markings 
and using them as landmarks, many of the other sulci and convolutions can be 
distinguished. By the use of illustration in stereoscopic pairs, the effort is made to 
convey the identity and three dimensional relations of the convolutions and sulci 
to the reader. J. L. FAvrL. 


The Dangers and the Mortality of Ventriculography. (Bull. Neur. Inst. N.Y., vol. 
ii, p. 210, June, 1933.) Riggs, H. W. 

The author undertook a study of 148 cases where the diagnostic procedure of 
ventriculography had been undertaken in the Neurological Institute, New York, 
in order to investigate the mortality-rate attending the operation. There were 
I2 deaths (8:195). Most of the fatal cases occurred in patients with advanced 
symptoms and signs of intracranial tumour. Nearly all the patients who did 
badly after ventriculography, and in whom the situation of the lesion was verified 
by autopsy (7 cases) or at operation, had growths so situated as to be able pro- 
foundly to influence the third ventricle and the brain-stem with any change in 
pressure relations, such as were likely to result from the evacuation of fluid and the 
introduction of air. Dangerous symptoms followed by recovery occurred in 3r 
patients (2195) ; in 23 of these the growths were deeply situated. Dangerous 
symptoms are due chiefly to a profound disturbance of the balance of pressure 
in the cranial cavity, and the frequency of their occurrence is not proportionate 
to the degree of dilatation of the ventricles or the amount of increase of 
intracranial pressure. Puncture of the ventricle and release of air will sometimes 
effect relief of symptoms; caffeine and hypertonic saline intravenously rarely 
proved beneficial. The author considers ventriculography to be a valuable and 
even indispensable diagnostic procedure, but it should be used only in those patients 
in whom localization of the tumour is impossible or uncertain by clinical means. 

J. L. Fau tr. 


The Disturbances in Vision and in Visual Fields after Ventriculography. (Bull. Neur. 
Inst. N.Y., vol. iit, p. 190, June, 1933.) Masson, C. B. 

The occurrence of temporary blindness after ventriculography in a patient in 
the Neurological Institute led the author to examine 100 consecutive cases of ven- 
triculography in order to learn how frequently disturbances in vision and in the 
visual fields occurred after the intraventricular introduction of air and what causa- 
tive factor was involved. Six cases of temporary blindness occurred. Case-notes 
of each instance are given, together with details of technique and course of case. 
All the cases recovered sight within twenty-one to seventy-two hours. Possible 
causes are discussed, such as site and nature of cerebral lesion, track of needle, etc., 
but the author confesses himself unable to offer a satisfactory explanation for the 
occurrence of the symptoms. J. L. FAurL. 


Special Disability in Writing. (Bull. Neur. Inst. N.Y., vol. iit, p. 1, June, 1933.) 
Orton, S. T., and Gillingham, A. 

Writing, in common with other fractions of the language faculty, is intimately 

related to the problem of unilateral cerebral dominance, since it is lost in lesions 
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of the dominant hemisphere and not disturbed by comparable lesions in the sub- 
ordinate hemisphere. The authors offer the hypothesis that a failure to acquire 
the usual degree of unilateral cerebral dominance lies at the back of many instances 
occurring in children and young adults of a specific inability to master the art of 
writing. . 

Among older children who have been given training in writing for several 
years, and yet have made very indifferent progress in it, several groups may be 
recognized : (a) Those with evidence of damage or injurv to the pyramidal or extra- 
pyramidal motor system, e.g., “birth injury ”, spasticity of Little’s disease, etc. ; 
(b) obvious sinistrals who have met difficulty because of training unsuitable 
to their needs; (c) a third and the largest group is composed of children whose 
difficulty in writing coexists with other problems due to failure in aquisition of 
clear-cut unilateral dominance. These cases are intergrades between dextrals 
and sinistrals. 

Methods of testing for latent left-handedness are described, and illustrations 
given of cases with the results of such tests. There follows a description of the 
best method of re-training cases in the use of the hand controlled by the dominant 
hemisphere. J. L. FAuLt. 


A Study in Aphasia. (Arch. of Neur. and Psychiat., vol. xxxi, p. 1, Jan., 1934.) 
Weisenburg, T. H. 

The author carried out a four years’ research on aphasia. His material con- 
sisted of 314 patients, of which 234 were examined in detail. Of these, 60 aphasic 
patients were chosen for the study. Extensive mental tests were carried out. 
A control group of 85 normal individuals of the same social and educational class 
was used. The author came to the following extensive conclusions : 

(1) Aphasic disorders never consist of simple losses in one form of language, 
such as speaking, reading or writing. There is always a more complicated and 
extensive change, and this is the natural result of the complexity of the language- 
process and the extent to which it permeates thinking. 

(2) There are apparent in many cases psychological changes beyond those which 
can be ascribed to the specific language disturbances. The term “ aphasia " must 
be understood to represent a group of disorders occurring with the cerebral lesion, 
the majority but not all of which are changes in the language process. 

(3) The most satisfactory classification of the aphasic disorders is that based 
on four divisions—the expressive, the receptive, the expressive-receptive and the 
amnesic. Of these, the amnesic represents the only fairly clear-cut syndrome. 
The first three are each descriptive of groups of disorders. The disorders of the 
first two groups are only predominantly expressive or predominantly receptive ; 
in the expressive there is always some degree of limitation in receptive functions, 
and in the receptive there are alwavs some defects in speaking and writing. 

(a) The predominantly expressive disorders handicap speaking and writing 
more seriously than the receptive functions. They are characterized most 
obviously by defects in articulation and word-formation, but they may involve 
extensive changes in manv language and non-language performances. 

(b) The predominantly receptive disorders involve relatively serious 
defects in the understanding of spoken language or of printed material. 
Expressive disturbances also appear, but are almost always less prominent 
than the receptive—they consist largely of verbal and grammatical confusions. 

(c) The expressive-receptive disorder is a severe limitation in all language 
processes, with or without considerable disturbance of non-language 
performances. 

(d) The amnesic disorder is a fundamental difficulty in evoking words as 
names for objects, conditions or qualities, and is manifested in many language 
responses. 

(4) Within the expressive, the receptive and the expressive-receptive groups 
there are great differences in the extent of the disorder in individual cases. In 
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some the relatively simple expressive mechanisms or receptive functions seem to 
be more disturbed than the higher and more complicated aspects of the language 
process. In the others, when there is more extensive and proportionate deteriora- 
tion in all parts of the language process, non-language performances are well 
preserved in some and considerably disturbed in others. 

(5) It is apparent that aphasia is not a unitary disorder, but a group of disorders 
representing different types of disintegration within the language process, and 
sometimes involving changes in mental functioning bevond the language process. 

(6) (a) Apraxia the author limits to disturbances in familiar and more or less 

automatic acts, which do not depend on sensori-motor defects. 

(b Agnosia he limits to disturbances in the perception of formerly well- 
known objects, forms and sounds, when there are no sensory defects to explain 
the disturbances. 

(7) There are two tvpes of apraxia, one involving movements of the muscles 
of speech, and the other, familiar acts, such as manipulating an object or winking. 
The first type is the only apraxic condition which appeared in the clear-cut cases 
of aphasia. Some of the aphasic patients were unable to take positions of the lips, 
teeth and tongue at command or by imitation when the production of actual sounds 
was not in question. The apraxic symptoms of the other type appeared in cases 
of general deterioration with aphasia or in cases of bilateral lesion. 

(8) Agnosic disturbances in the recognition of well-known sounds other than 
speech sounds, of objects or of forms, other than letter symbols, were not found 
in patients of the aphasic group. Probably agnosic disturbances, as defined, do 
not occur in clear-cut cases of aphasia. They may, like the apraxic disturbances 
of the second type, occur in cases of general or extensive cerebral deterioration. 

(0) From the standpoint of localization there was definite evidence of the site 
and extent of the lesion in three cases in which autopsies were obtained, and some 
idea of the localization of the lesions in eleven other cases of tumour, and in seven 
traumatic cases. Analysis of the side where the lesions appear in relation to 
handedness shows that the dominance indicated by handedness is a criterion of 
the crucial hemisphere for speech in about 95°% of the cases. The lesions were 
preponderantly in the anterior portion of the brain and to a less extent in the parietal 
and temporal zones. In the receptive cases as a group the neurological symptoms 
also indicate a preponderant implication of the anterior part of the brain, but less 
than in the expressive cases, and with a greater involvement of the parietal and 
temporal zones. 

In the expressive-receptive cases the neurological symptoms point strongly 
to implication of the anterior part of the brain, but because of the patients' great 
language difficulties, little can be determined about the extent to which the posterior 
areas are involved. 

In all the amnesic cases, the lesions consisted of tumours, four of which were 
large, slowly growing gliomas. These cases emphasized the fact that a relatively 
specific language «disorder can occur with extensive lesions, and pointed to the 
importance of the nature of the lesion. Language disorders go far bevond the 
speech process; language is the result of the unified activity of the whole brain. 

G. W. T. H. FLEMING. 


The Argyll Robertson Pupil. (Arch. of Neur. and Psychiat., vol. xxx, b. 357, Aug., 
1933.) Merritt, H. H., and Moore, M. 


The authors define the Argyll Robertson pupil as having (1) absence of reaction 
to light ; (2) miosis ; (3) imperfect dilatation in response to instillations of atropine 
and to painful stimuli; (4) absence of reaction to vestibular stimulation ; and 
(5) active reaction on accommodation for near objects. These five features the 
authors consider as due to destruction of the pupillary light reflex fibres and the 
sympathetic fibres. These fibres run together for a short distance in the anterior 
end of the brain-stem just ventrally to the posterior commissure, so that a lesion 
at this point would explain the phenomena. Occasionally cases with gliomatous 
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involvement of this area will show the Argyll Robertson pupil. In a series of 
749 cases of neurosyphilis, the authors found the Argyll Robertson pupil present 
in 38:395. G. W. T. H. FLEMING. 


Concerning the Striatal Localization in Chronic Progressive Chorea. (Journ. Nerv. 
and Ment Dis., vol. lxxviii, p. 470, Nov., 1933.) Neustaedter, M. 

The author describes the pathological findings in three cases of chorea, two 
of the Huntington type, in a brother and sister, and one senile arterio-sclerotic. 

All his cases showed convolutional atrophy involving the frontal and central 
gyri and a corresponding diminution of the white matter. The caudate nucleus 
and putamen were atrophic in the brother and sister. In the other case these 
nuclei appeared fairly normal. The globus pallidus was considerably shrunken 
in the brother and sister. Microscopically the cortex, in the brother and sister, 
showed obvious disorder of the cell arrangement in the third and fourth layers. 
In the third case all layers presented this disarrangement, and in addition many 
areas of softening were present. Changes in the small cells of the neo-striatum 
in the brother and sister were of a chronic degenerative type, while those of the other 
case were of an acute type due to arterio-sclerotic changes. The pallidal cells 
were not involved in any case. In the third case the thalami, red nuclei and olives 
were markedly aftected. The cell destruction was of a chronic nature antedating 
that in the neo-striatum. In the cerebellum the changes in the first two were slight, 
but in the third case the dentate nuclei showed considerable cell destruction of a 
chronic type. The author concludes that in all three cases the choreiform syndrome 
was probably due to the destruction of the small cells of the neo-striatum. The 
third case supports the views of Jakob and Vogt with respect to the role played 
by the basal ganglia and cerebellum in their relation to the neo-striatum in the 
production of the choreiform syndrome. G. W. T. H. FLEMING. 


A Comparison of the Viscosity of Muscles in Catatonic and Parkinsonian Rigidity. 
(Arch. of Neur. and Psychiat., vol. xxxi, p. 87, Jan., 1934.) Finkelman, I. 


The author found that the muscles of patients suffering from catatonic dementia 
praecox possess a higher degree of elasticity and but little internal friction (viscosity). 
Catatonic rigidity ditfers in this respect from the rigidity of chronic encephalitis. 
The ditterence between the muscle tonus curves of chronic encephalitis and catatonia 
is evidence that the muscle rigidity in these two conditions is not due to 
physiological interruption at the same levels. G. W. T. H. FLEMING. 


A Contribution to the Study of Late Cerebellar Atrophy with Rigidity (Contribución 
al estudio de la atrofia cerebelosa tardia con rigidez). (La Semana Meéd., 
vol. xli, p. 109, Jan 11, 1934.) Dimitri, V., and Victoria, M. 
The description and discussion of a case leads to the following conclusions : 
It is possible to have states of plastic rigidity with integrity of the basal ganglia. 
A cerebellar symptomatology may coexist with Parkinsonian rigidity. But it is 
also possible to meet with two alternatives : (1) The cerebellar symptoms may be 
partly or wholly replaced, during the later stages of the illness, by Parkinsonian 
symptoms ; (2) the Parkinsonian syndrome may be replaced, before the end of the 
illness, by a typical cerebellar syndrome. M. HAMBLIN SMITH. 


The Syndrome of the Median Cerebellar Line [Sindrome de la línea media cerebelar). 
(La Semana Méd., vol. xli, p. 2, Jan. 4, 1934.) Obarrio, J. M., Dowling, 

E., and Pedace, E. A. 
` The structures of the middle line of the cerebellum are the seat of a series of 
new-growths, of characteristic histopathology and of very varied evolution. The 
clinical picture produced by one of these growths is, with slight variations, always 
the same ; for this reason the title set out above is the most suitable. The syndrome 
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is so characteristic that it sufficed, without any other aids to diagnosis, for the 
exact localization of the tumour in a series of 24 patients, all of which cases were 
verified surgically. M. HAMBLIN SMITH. 


A Case of Narcoleptic Cataplexy, Probably of Encephalitic Origin [Cataplexia narco- 
léptica, provdvelmente  encefalitica]. (Rev. da Assoc. Paulista de Med., 
vol. 111, p. 183, Oct., 1933.) Vampré, E., Sobrinho, P., and Ribeiro, J. 
Observations upon narcoleptic cataplexy are rare. The authors give a detailed 
description of a case. They believe that the phenomena presented by the disease 
depend upon a larval type of epidemic encephalitis. The syndrome consists of 
a repetition of crises manifested by a general or localized loss of positional tone 
and of muscular power. It is never easy to eliminate entirely the possibility of 
simulation. | M. HAMBLIN SMITH. 


5. Treatment. 


Mechanism of the Action of Calcium and Potassium Salts Injected into the Cerebral 
Ventricles. (Compt. Rend. Soc. Biol., vol. cxiv, p. 674, 1933.) Stern, L., 
Rossine, J. A., and Chroles, G. J. 


The direct action of calcium on the vegetative nervous centres of the brain 
consists of an excitation of the parasympathetic centres (vaso-dilator and cardiac 
inhibitor), but a possible inhibitor effect on the svmpathetic centres is not excluded. 
Potassium excites the vaso-constrictor and cardiac centres and probably indirectly 
weakens the tonus of the parasympathetic centres. 

L. E. Gitson (Chem. Abstr.). 


Alkalosis and Excitability of the Cortical Sensory-motor Centres. (Arch. fisiol., 
vol. xxxii, b. 301, 1933.) Martino, G., and de' Finis, L. 

Oral doses of 2-10 grm. of CaCl, or HN,CI have no influence on the excitability 
of the cortical centres of the dog. Pulmonary hyperventilation after doses of these 
salts does not cause changes, whereas it increases the excitability in non-treated 
dogs. The latter effect is probably caused by alkalosis. 

A. E. MEYER (Chem. Abstr.). 


The Barbituric Acids : Their Toxicology. (Thesis, Lille, 1932.) Desodt, C. 

The properties, uses, toxicology and colour reactions of five important barbituric 
acid hypnotics are reviewed. The original work consists in the application of a new 
method for isolation of barbituric acids from the urine. To 250-300 c.c. of urine 
add ‘1 volume of 159, K,Fe(CN), and shake, then add '1 volume of 11:29; 2N(OAc). 
and mix with a stirrer. Filter, and if the filtrate is not acid, add a few drops of 
AcOH. Transfer to a separating funnel, add 75 c.c. of ether, mix carefully at 
first, then more vigorously, draw off the aqueous layer and repeat the extraction 
four times. Dry the combined extracts for 20 minutes with anhydrous sodium 
sulphate and filter through cotton. Evaporate the ether on a water-bath, extract 
the residue with 10-20 c.c. or boiling ethyl alcohol, filter into a weighed dish and 
evaporate. A white residue is assumed to be pure barbituric acid, and the per- 
centage is calculated from the volumes of urine and of the various filtrates. If the 
residue is coloured, it is extracted with 20-30 c.c. of boiling water and treated with 
animal charcoal for r5 minutes or until the colour is removed, then evaporated 
and weighed. The recovery of barbituric acid (barbital, rutonal, gardenal, dial 
and soneryl) is 89-906% of the amount present. Essentially the same procedure 
is said to be applicable to blood, gastric contents and cerebro-spinal fluid. Daily 
excretion by hospital patients during daily doses for the period indicated averaged : 
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Barbital, :25 grm. for 13 days, 6595 ; rutonal, :2 grm. for 14 days, 49°% ; dial, 
'1 grm. for 13 days, 30%; gardenal, :2 grm. for 14 days, 25%. The barbituric 
acids are resistant to putrefactiong A. W. Dox (Chem. Abstr.). 


The Antidotal Action of Picrotoxin, Strychnine and Caffeine in Acute Intoxication 
by the Barbiturates. (Journ. Pharmacol., vol. xlix, p. 133, 1933.) Maloney, 


A. H. 
Picrotoxin is superior to either strychnine or cocaine as an antidote to eleven 
typical barbiturates. T. H. Riper (Chem. Abstr.). 


The Influence of Barbital on the Activity and Learning of White Rats. (Journ. 
Comp. Psychol., vol. xvi, p. 317, Dec., 1933.) Omwake, L. 

The sodium salt of barbital (veronal) was used, and administration was by 
intraperitoneal injection—a method which was found to be safe and satisfactorv. 
When barbital was injected in doses of 100 mgrm. per kilogramme of body-weight, 
on alternate days for four months, the activity of the injected rats was slightly 
lower than that of the controls; there was also a lowering of learning ability. 
The constant use of barbital over long periods of time and in large doses is relatively 
safe; its therapeutic use would never be contra-indicated on the basis of possible 
chronic physical or mental changes caused thereby. M. HAMBLIN SMITH. 


After-effects of Hypnotics (Barbituric Acid Derivatives). (Arch. Exp. Path. Pharm., 
vol. clxx, D. 347, 1933.) Mezey, K. 

The computing efliciency is decreased on the morning after the ingestion of 
hypnotic doses of allonal, somnifen or dial. Luminal is even more depressant, 
veronal somewhat less. Veronal and luminal cause increased reaction time and 
decreased motor performance as after-effects. H. EAGLE (Chem. Abstr ). 


Habituation and Cumulation Phenomena. III : The Antagonism of Some Barbituric 
Acid Derivatives. (Arch. Exp. Path. Pharmacol., vol. clxxit, p. 645, 1933.) 
Bousmann, M. R. 


The administration of phanodorm to dogs prevents the anti-diuretic action of 
phenobarbital or prominal given later the same day. The anti-diuretic action 
of tonephin cannot be prevented. The efficacy of hypnotics in preventing anti- 
diuresis varies inversely with the ease of detoxication in vivo. 

H. EacrE (Chem. Abstr.). 


Studies on  Barbiturates. (Arch. Int. Pharmocodvnamie, vol. xlvi, p. 76, 1933.) 
Koppanyi, T., Murphy, W. S., and Krop, S. 

Barbiturates can be determined colorimetrically by adding cobalt acetate 
and barium hydroxide dissolved in absolute methyl alcohol to a chloroform 
extract of the unknown. Human beings, cats and dogs excrete in the urine 40-90?, 
of barbital taken by mouth; fowls excrete approximately 30%. The rate and 
degree of excretion are not affected by diuretics. The excretion of the other 
barbiturates (dial, neonal, phenobarbital, pernocton and amytal) is less than that 
of barbital, decreasing in the order named. The blood concentration of barbital 
in the first two hours after its administration decreases sharply (fixation by the 
tissues), followed by a slow decrease (renal excretion). Barbital added to blood 
in vivo or in vitro is changed to diethyl barbituric acid. The ratio of plasma to 
erythrocyte concentration is 3:1. The brain does not store more barbital than 
do other organs. H. EAGLE (Chem. Abstr.). 


The Inhibition of Diuresis by Hypnotics. (Arch. Int. Pharmacodynamie, vol. xlvi, 
p. 97, 1933.) Walton, R. P. 

Paraldehyde and sodium phenobarbital inhibit diuresis in dogs. The former 

is a Safe anæsthetic, the latter is unsafe. '' Metzrazol ” effectively counteracts 
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the depressant action of paraldehyde ; picrotoxin is not suitable because effective 
doses are convulsant. Stimulants do not effectively counteract sodium barbital 
or similar hypnotics, which act over a long period and cause motor excitation. 

H. EAGLE (Chem. Abstr.). 


Recent. Experiences Concerning Morphine Withdrawal in Public Hospitals ‘Neue 
Erfahrungen über Morphinentziehungen im offenen Krankenhause,. (Deutsch. 
med. Wochenschr., No. 7, p. 249, 1933.) Wittke, J. : 

The paper describes the results of treatment of 220 morphine addicts. Prolonged 
narcosis is not advised, and the withdrawal of morphine is done abruptly. Instead 
of narcosis, the author recommends using the preparation '' helvetin " (made by 
'" Ropha’’ A. G., of Basle), which is an addition product of a 10°, 1-3-dimethvl- 
oxypurine, Na-Ca-ortho-benzoic acid with novocain added; small doses of the 
barbiturates may be given concurrently for the first two or three days. Itis claimed 
that helvetin prevents unpleasant and serious symptoms of abstinence, if given 
over the course of two or three weeks. R. STROM-OLSEN. 


The Psycho-medical Correction of the Drug Habit. (Journ. Abnorm. and Soc. 
Psvchol., vol. xxviii, p. 119, July-Sept., 1933.) Miner, J. B. 

The author refers to Modenos' blister-serum method of curing drug addicts 
He also estimated the degree of intraversion-extroversion on the Bcernreuter 
scale. Three people who had been addicts were cured, and expressed no desire 
to return to the drug rated high on the extraversion scale, and two addicts who 
persisted in returning to drugs rated high on the infroversion scale. Introversion 
is highly correlated with the neurotic constitution on the Bernreuter scale. These 
results, as far as they go, confirm McDougall’s hypothesis of the close association 
of the alkaloid drugs with the temperament of the introvert. They suggest the 
connection of the morphine habit with neurotic tendency, and to a lesser degree 
with submissiveness, and with a lack of self-sufficiency. 

G. W. T. H. FLEMING. 


The Treatment of Dementia Precox by Continuous Oxvgen Administration in Chambers 
and Oxygen and Carbon Dioxide Inhalations. | (Psychiat. Quart., vol. vite, 
P. 34, Jan., 1934.) Hinste, L. E., et al. 
The authors conclude that oxygen and carbon dioxide treatment of catatonic 
dementia praecox is not to be advocated as a treatment. 
G. W. T. H. FLEMING. 


The Manganese Treatment of Schizophrenic Disorders. (Journ. Nerv. and Ment. 
Dis., vol. lxxix, p. 59, Jan., 1934.) Hoskins, R.G. 


Nine schizophrenic patients were given manganese chloride by mouth over a 
period of several weeks without detectable influence upon the psychosis. Thirty 
patients were subjected to intramuscular injections of a colloidal preparation 
of manganese without any effect on the clinical or metabolic condition. These 
negative results suggest that beneficial effects claimed by earlier investigations 
may be due to unintentional psychotherapy. © G. W. T. H. FLEMING. 


lreatment by Ephedrine of Accidents Occurring after Spinal Aneæsthesia Trata- 
miento de los accidentes postraquianestésicos por la efetonina;. (Arch. de 
Neurobiol., vol. xiii, p. 445, May-June, 1934.) Albo, W. L. 

The unpleasant effects which may be produced by lumbar puncture, whether 
for anesthetic or diagnostic purposes, can be largely obviated by the employment 
of ephedrine. The author recommends the subcutaneous injection, 30 minutes 
prior to the lumbar puncture, of 0:05 grm. of ephedrine combined with 0:2 grm. 
of caffeine. M. HAMBLIN SMITH. 
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The Action of a New Preparation of Bismuth in the Pre-clinical Stage of Neuro- 
svphilis [Acción de un nuevo bismuto en el período preclinico de la neurosifilis’. 
(La Semana Méd., vol. xl, p. 1710, Nov. 30, 1933.) Carrillo, F., Schujman, 
S., and Campos, R. M. 


The new preparation is entitled ''iodobismitol ". It consists of an iodide 
of bismuth dissolved in ethylene glycol which contains 12°, of iodide of sodium, 
the latter appearing to facilitate penetration. It is prepared in vials of 2 c.c. 
capacity, each containing o: 12 gr. of the iodide of bismuth and sodium. It is used 
intramuscularly. Good results are reported. M. HAMBLIN SMITH. 


Irvparsamide in the Treatment of Neurosyphilis. (Journ. Nerv. and Ment. Dis, 
vol. lxxviii, p. 354, Oct., 1933.) Reese, H. R. 


The author gives the result of the Wisconsin group of general paretics treated 
with tryparsamide. He found in a group of 341 cases clinical arrests or remissions 
in 5495, and in a group of 306 cases of meningo-vascular syphilis he found clinical 
or serological cures in 7895. The poorer results in paretics were in cases with 
depression, stupor, dementia, and especially in the taboparetics. In the treatment 
of tabes, tryparsamide has done more good than the other arsenicals. In the 
paretic group the serological results were: blood Wassermann, 49/2?, negative, 
356% reduced, 15°2°, unchanged positive; fluid Wassermann, 25°7°, negative, 
47° reduced, 27°3°> unchanged positive. 

In many cases the author believes combined therapy with trvparsamide and 
malaria to be the best. G. W. T. H. FLEMING. 


The Treatment of Juvenile and General Paralysis. (Psychiat. Quart., vol. vii, p. 593, 
Oct., 1933.) Potter, H. W. 


The author treated 60 cases of juvenile general paralvsis. The treatment of 
choice is either malaria or tryparsamide; the latter is the simpler treatment. From 
a consideration of 38 cases treated with malaria or tryparsamide, the author con- 
cludes that the prognosis is better in (1) cases who, prior to the onset of the paresis, 
were of normal mental level ; (2) those who were in or past adolescence when the 
symptoms developed; (3) those showing the confused and expansive reaction 
types; and (4) those in whom the elapsed time between the onset of the disease 
and the treatment did not exceed two years. Malaria or trvparsamide is advocated 
for any child with a positive spinal fluid serologv, even though neurological signs 
and mental symptoms of general paralysis are absent. 

G. W. T. H. FLEMING. 


Results of Endospinal Bismuth Therapy in Neuro-syphilis [Resultados parciales 
de la bismutoterapia endorraquidea en Ja neurosifilis]. (La Semana Méd., 
vol. xl, p. 1992, Dec. 21, 1933.) Orlando, R., and Grobli, W. 


In cases of typical general paralvsis the endospinal injection of insoluble bismutli, 
in doses of 0:07 cgrm. every ten days up to a total of 0:5 cgrm., produces a slight 
modification of the globulins. In cases of general paralysis which have been 
previously subjected to malarial therapy, bismuth treatment modifies favourably 
all the reactions, including the gold curve. M. HAMBLIN SMITH. 


The Action of the Pasteur Antirabic Vaccine on Epileptic Attacks, Hebephrenic- 
catatonic Psychoses and Parkinsonian States | Action du vaccine antirabique 
pastorien sur les acces épileptiformes, les psychoses hébéphréno-catatoniques 
et les états parkinsoniens|. (Ann. Méd. Psych., vol. xiv (11), p. 342, Oct., 
1933.) Cruveilhier, L., Barbé, A., and Nicolau, S. 

Of a series of 17 epileptics given antirabic vaccine treatment, 7 showed diminished 
frequency and severity of the fits, associated in 3 cases with increased stability of 
character; the remainder were unaftected. The 9 cases of dementia praecox 
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subjected to the treatment showed no alteration in their condition In the 6 
Parkinsonians the essential neurological state was unrelieved, though some 
amelioration of the general condition was noted. S. M. COLEMAN. 


Therapeutic Euthanasia [Eutanasia terepéutica. (La Semana Méd., vol. xli, p. 391, 
Feb. 1, 1934.) Moss, J. J. 

According to the author there is a growing demand for the legalization of 
therapeutic euthanasia in cases of painful and incurable maladies. Three tvpes 
of case may be distinguished : (1) The patient is aware of his condition and of the 
impossibility of his cure, and demands death. Society should allow the wish of the 
patient to be carried into effect. (2) The patient is incurable, but is incapable of 
appreciating his condition or of desiring death. Society, with the consent of the 
patient's family, should appoint a medico-legal commission to carry out such 
examinations as may be necessary in order to decide upon the desirabilitv of 
euthanasia. (3) The patient is incurable, but refuses euthanasia. In this case 
some authorities contend that euthanasia should, after minute medical examination, 
be allowed, even against the wish of the patient's family. The whole question is 
complicated by the fact that therapeutic euthanasia might be liable to abuse, but 
this danger should not prevent us from studying the question without prejudice. 

M. HAMBLIN SMITH. 


6. Pathology and Biochemistry. 


Morphological Metabolism of Neutral Fats in the Central Nervous System During 
Development of the Embryo. (Compt. Rend. Soc. Biol., vol. cxiv, p. 578, 
1933.) Hadjioloff, A., and Ouzounoff, G. 


In the chick embryo neutral fats were detected in the central nervous system 
from the fifth to about the fifteenth day ; they then disappeared. 
L. E. GirsoN (Chem. Abstr.). 


Nerve Catalase. (Amer. Journ. Physiol., vol. cvi, p. 404, 1933) Schmit, F. O., 
and Show, R. K. 


Frog nerve contains relatively little catalase. Nerve tissue contains a thermo- 
stable substance that actively catalyses the oxidation of unsaturated fatty acids. 
It is unlikely that the oxidation catalyst is the residue of catalase alone. 

J. F. Lyman (Chem. Abstr.). 


The Effect of Vitamin B, upon the Respiratory Quotient of Brain Tissue. (Biochem. 
Journ., vol. xxvii, p. 1927, Dec., 1933.) Sinclair, H. Mc. 


The respiration of brain tissue from normal, rice-fed and polvneuritic pigeons 
was studied in the presence of lactate, buttered with either phosphate or bicarbonate. 
The respiratory quotient of the tissue from polvneuritic pigeons is low, and is raised 
nearly to the normal value by the addition în vitro of minute amounts of crystalline 
vitamin B, This low value is independent of inanition, since the addition of 
vitamin does not influence the respiratory quotient of tissue from normal pigeons, 
and hardly influences the quotient of tissue from pigeons fed on polished rice 
but not showing symptoms. G. W. T. H. FLEMING. 


The Influence of Nervous Stimulation on Absorption from the Intestine; the Humoral 
Theory of Nervous Action. (Amer. Journ. Physiol., 1933, cti, p. 283.) 
Gellhorn, E., and Northup, D. 


In à frog preparation in which the intestine is perfused with isotonic glucose, 
and the blood-vessels supplv the intestine perfused with Ringer solution, and the 
perfusion rate is kept constant, the absorption of glucose is regularly altered 
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by stimulation of the autonomic nerves. Similarly glucose absorption is altered by 


the administration of acetyl-choline and adrenaline. 
J. F. Lyman (Chem. Abstr.). 


The Appearance of an Acetyl Choline-like Substance in the Coronary Venous Blood 
of Warm-blooded Animals upon Stimulation of the Vagus Nerves. (Arch. 
Exper. Path. Pharmakol., vol. clxxit, p. 170, 1933.) Feldberg, W., and 
Krayer, O. 

After electrical stimulation of the vagus the substance can be demonstrated in 
the blood of the coronary vein in dogs and cats, provided that the acetyl choline 
destroying activity of normal blood is previously inhibited by the intravenous 
injection of physostigmine. The acetyl choline activity disappears within a few 
minutes after the stimulation, and is believed to be due to acetyl choline as such. 

H. EacGLE (Chem. Abstr.). 


Parasitosis of the Central Nervous System (Parasitosis del Sistema Nervioso Central]. 
(Arch. de Neurobiol., vol. xii, p. 821, Nov.-Dec., 1932.) Albo, W.L. 


This paper contains what appears to be an exhaustive list of all parasites, 
animal and vegetable, which have been recorded as attecting the central nervous 
system. Brief clinical descriptions are provided. The occurrence of these various 
parasites varies much in frequency, and some are only found in tropical countries. 
The Spirocheta pallida is not included, on account of the large amount of work 
which has already been done in respect to that organism. 

M. HAMBLIN SMITH. 


Histopathology of True Epilepsy ‘Histopatologia de la epilepsia genuina. (Arch. 
de Neurobiol., vol. xiti, p. 515, May-June, 1934.) Prados y Such, M. 

After a critical review of the work which has been done on this subject, the 
author concludes that there is no anatomical basis sufficient to make us suspect 
that in idiopathic epilepsy there exists a cerebral process, with morphological 
alterations, which can be regarded as the cause of the disease. In the present state 
of our knowledge we cannot speak of a pathological anatomy of true epilepsy, but 
only of an anatomy of the epileptic fit. M. HAMBLIN SMITH. 


Experimental Toxic Approach to Mental Diseases, Parts I and II. (Psychiat. Quart., 
vols. ti and vii, pp. 581 and 115, Oct., 1932, and Jan., 1933.) Ferraro, A., 
and Kilman, J. E. 

The authors give an extensive résumé of the present position of the toxic theory 
of mental disorders, particularly with reference to the part plaved bv the toxic 
amines indole and histamine. Fn their second part they report experiments on 
cats given subcutaneous injections of indole and histamine, separately and together, 
and similar experiments on animals under the influence of potassium cyanide, 
which decreases the oxidizing power of cells. They found that the association of 
histamine and indole shortened the duration of the cat's life and aggravated the 
pathological changes detectable in the brain tissue. The lesions caused by injecting 
100 mgrm. indole and 3 mgrm. histamine were very severe, and contrasted strongly 
with the mild lesions following either 100 mgrm. indole or 5 mgrm. histamine alone, 
The individual resistance of the ditterent cats varies considerably. In dealing with 
human beings it is important to remember that the association of indole and hista- 
mine may not be constant, so that the ettects may take very mucb longer to appear. 
Both indole and histamine damage the liver, the latter even in small doses. Both 
are detoxicated in the wall of the bowel, and if this wall 1s injured or diseased, 
then these toxic amines can reach the liver and damage it. Various authors during 
the last 30 years have described chronic and degenerative types of involvement 
of the liver in dementia priecox. G. W. T. H. FLEMING. 
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Experimental Toxic Encephalo-myelopathy. (Psychiat. Quart., vol. vit, p. 267, April, 
1933.) Ferraro, A. 

The author investigated the development of diffuse sclerosis following sub- 
cutaneous injections of potassium cyanide in 14 cats and 4 monkeys. All but two 
cases developed the histo-pathological picture characteristic of diffuse sclerosis. 
There was a definite demyelination, diffuse and symmetrical involvement 
of the axis cylinders, and typical areas of necrosis and softening. There was a 
predilection for the periventricular areas. The author points out the similar results 
obtained by Weil and Crandall after ligation of the pancreatic or bile-ducts, which 
procedure resulted in demyelination and necrosis in the white substance of the 
brain, and more so in the periventricular areas. G. W. T. H. FLEMING. 


Histological Changes in the Central Nervous System in Acute Hydrazine Hydrate 
Poisoning (Alterazioni istologiche del sistema nervosa centrale nell’ intossica- 
zione sperimentale acuta da idrato d'idrazina). (Riv. di Pat. Nerv. e Aent., 
vol. xlii, p. 27, Julv-Aug., 1933.) Curti, G. 

The author carried out experiments on seven rabbits and a dog, using two rabbits 
and another dog as controls. He injected a sub-lethal dose of hydrazine hydrate, 
dissolved in distilled water, by the endoperitoneal route. He found degeneration 
of the nerve-cells and of the astrocytes, and areas of racemose degeneration similar 
to those described by Buscaino. The oligodendroglia appeared more or less 
swollen, but the microglia did not show any definite changes. 

G. W. T. H. FLEMING. 


The Microglia in Mongolian Idiocy [La microglia nell’ idiozta mongoloide]. (Riv. 
di. Pat. Nerv. e Ment., vol. xli, p. 293, Mar.—A pr., 1933.) Cardona, F. 

The author studied the microglia by various methods in two cases of mongolian 
idiocy. He found only a slight increase in the cerebral cortex, without any marked 
progressive or regressive changes ; the microglia of the base was normal. This 
agrees with the older ideas recently confirmed by Davidoff that the changes are 
confined to the cortex, and consist of a hypoplasia. G. W. T. H. FLEMING. 


The Spinal Fluid Sugar and Chlorides in Neurosyphilis. (Amer. Journ. Svph., 
vol. xvit, p. 382, 1933.) Brewer, G. 

In 86 controls the mean ratio of cerebro-spinal fluid sugar to blood sugar was 
"647, while the ratio of cerebro-spinal fluid chlorides to blood chlorides was 1:48. 
The chloride ratio is significantly decreased in neuro-syphils only when severe 
meningeal irritation or damage occurs; in 5 cases of general paresis the average 
ratio was 1'36. The sugar ratio, which showed considerable individual variation, 
tended to decrease with increasing meningeal damage ; for the above paresis cases 
the average ratio was ‘519. B. C. BRUNSTETTER (Chem. Abstr.). 


The Barrier between the Blood and Cerebro-spinal Fluid. (Journ. Nerv. and Ment. 
Dis., vol. lxxix, p. 125, Feb., 1934.) Malamud, W., Miller, W. R., and 
Mullins, B. M. 

The bromide distribution ratio described by Walter was studied in 643 cases of 
mental disease with the following results: The schizophrenias show a predominance 
of ratios over 3:20; the psychoneuroses, psychopathic personalities and paranoid 
states ratios mostly between 3:20-2:80. The manic-depressive psychoses resembled 
these, but had less of the cases above 3:20 and more below 2:80. The toxic psvchoses 
and the cases of untreated general paralysis showed ratios mainly below 2:30, and 
none above 3:20. In 530 of the cases in which the protein content of the spinal 
fluid was determined simultaneously with the permeability ratio, there was a 
tendency towards a general correlation between the two values. In the cases of 
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organic psychoses and in the schizophrenias, this correlation was of a higher degree 
than in the psychoneuroses or manic-depressive psychoses. 
G. W. T. H. FLEMING. 


The Passage of Chlorine and Bromine through the Blood Cerebro-spinal Fluid Barrier 
‘Sul passagio del cloro e de bromo attraverso la barriera emato-liquorale]. 
(Riv. Sper. di Freniat., vol. lvii, p. 880, Dec., 1933.) Diserfori, B. 


The author examined 57 patients, and found that chlorine and bromine act 
independently of one another. In 36 patients he found a greater concentration of 
bromine in the lowest parts of the arachnoid space. In 50% of cases there were 
small difterences in the chlorine content of the fluid in various portions of the fluid. 
He recommends estimation of both the bromine and the chlorine. 

G. W. T. H. FLEMING. 


Bromide and Chloride Distribution between Serum and Cerebro-spinal Fluid. (Proc. 
Soc. Exp. Biol Med., vol. xxx, p. 473, 1933.) Mishkis, M., Ritchie, E. B., 
and Hastings, A. B. 


Five patients were given sodium bromide in doses of ‘or per Ib. of body-weight 
per day for five days. Twenty hours after the last dose, serum and cerebro-spinal 
fluid were tested for bromine by the electrometric titration method. In all 
instances the ratio bromine in serum to bromine in cerebro-spinal fluid was greater 
than unitv ; this supports the theory that bromides are not freely diffusible between 
serum and cerebro-spinal fluid, in which case the ratio as predicted by the Gibbs- 
Donnan distribution law would be ‘95. The ratio bromine and chlorine in serum 
to bromine and chlorine in cerebro-spinal fluid was :87, which agreed with the 
reported ratio for chlorine alone. C. V. BairLEv (Chem. Abstr.). 


Bilirubin and the Blood Cerebro-spinal Fluid Barrier. (Deut. Arch. klin. Med., 
vol. clxxiti, pb. 234, 1932.) Klein, N., and Szentinihalyi, S. 


Qualitative and quantitative studies of the bilirubin content of the cerebro-spinal 
fluid in various types of icterus show no relation between the amount of bilirubin 
in the fluid and the amount in the serum; bilirubin may be present in the fluid 
with very little in the serum, while the fluid may be quite colourless, with high 
concentration in the serum. In the cases studied the appearance of bilirubin in 
the fluid was dependent on the persistence of the icterus and upon the condition 
of the reticulo-endothelial system, especially the reticular elements of the meninges, 
the blood-vessel walls and the choroid plexus. Minimal amounts of bilirubin (not 
over 2 bilirubin units) were found in the fluid even in severe cholemia, disturbance 
of the reticulo-endothelial system or acute atrophy of the liver ; the amcunts were 
usually too small to be detected. P. J. Jackson (Chem. Abstr.). 


Variations in Blood Urea, Uric Acid and Cholesterol Content during Meningeal and 
Cerebral Diseases |Il comportamento del lasso ureico, dell 'acido urico e del 
colesterolo del sangue mel corso di meningo ed encefalopatie). (Riv. di. Pat. 
Nerv. e Ment., vol. xli, p. 96, Jan.-Feb., 1933.) Lolli, N. 


The author investigated 23 cases of meningeal and cerebral disease, 10 of these 
being cases of cerebral hemorrhage. In many cases there was a tendency towards 
an increase, sometimes verv marked. The modifications in the blood-urea were 
independent of the chlorides, fever or renal alterations. The author subsequently 
carried on experimental work on rabbits by puncture of the floor of the fourth 
ventricle. He obtained the same results as he had found clinically. He thinks 
that metabolism possesses a centre in the floor of the fourth ventricle. 

G. W. T. H. FLEMING. 
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The Total and Diffusible Calcium of Serum and the Calcium of Cerebro-spinal Fluid 
in Human Cases of Hypocalcamia and Hvpercalcamia. (Biochem. Journ., 
vol. xxvii, p. 1978, Dec., 1933.) Herbert, F.F. K. 

In human cases of hypocalcæmia and hypercalcæmia, the calcium of the cerebro- 
spinal fluid remains constant in spite of very wide variations in serum-calcium. 
The cerebro-spinal fluid calcium cannot be taken as a measure of the diffusible 
calcium in serum. In hyperparathyroidism the diffusible calcium of the serum is 
greater than the cerebro-spinal fluid calcium; in tetany and in some cases of 


uræmia the diffusible calcium falls below the cerebro-spinal fluid calcium. 
G. W. T. H. FLEMING. 


The Nervous Regulation of the Blood-Sugar Level: Decerebration Hvperglyvcæmia. 
(Klin. Woch., vol. xit, p. 778, 1933.) MacLeod, J. J. R., and Donhoffer. 

Prolonged anæsthesia with barbituric acid derivates prevents piqûre hyper- 
glycæmia in fasting rabbits. During intravenous amytal anæsthesia and local 
anæsthesia, decerebration through the pons causes hyperglycæmia, associated with 
a decrease in muscle glycogen, insufficient, however, to explain the observed 
increase in blood-sugar. The blood lactic acid increases the liver glycogen and the 
gas metabolism is unaffected. Either bilateral adrenalectomy, vagotomy and atro- 
pine or atropine and ergotamine prevent decerebration hyperglycemia in normally 
fed animals; in animals with liver glycogen of more than 5°% the drugs alone do 
not suffice. Amytal and luminal also inhibit decerebration hyperglycamia. 

H. EacGrE (Chem. Abstr.). 


Insulin Hypoglycemia Tests with Epileptics. (Compt. Rend. Soc. Biol., vol. cxiv, 
p. 902, 1933.) Baudouin, A., Azerad, E., and Lavin, J. 
The blood glucose of epileptics (17 cases) and the effects of insulin were practi- 
cally the same as in normal persons. L. E GirsoN (Chem. Abstr.). 


The Influence of Emotional Excitement upon the Chemical Composition of the Blood. 
(Arch. Soc. Biol. (U.S.S.R.!, vol. xxxii, p. 502, 1932.) Obrastzov, G. D., 
Minker-Bogdanova, E. T., and Kalinnikova, M. N. 

In emotional states in rabbits (fear, etc.), in addition to an increased sugar 
level, there were much greater variations of amvlase content and a lower fat level 
than in normal quiescent states. In psychoneurotic children in emotional states, 


increased blood potassium and calcium were observed. 
W. A. PERLZWEIG (Chem. Abstr.). 


The Leucocyte Formula in Affective Disorders (La formula leucocitaria nelle distimic?. 
(Riv. di Pat. Nerv. e Ment., vol. xlii, p. 305, Sept.-Oct., 1933.) Rizzatti, E., 
and Mantinengo, V. 

The authors studied 100 cases of manic-depressive insanity, acute or chronic, 
elated or depressed, and including 14 cases of involutional melancholia. 

They found a neutropenia in 7594 of cases, a lymphocytosis above 30°, in 
about 80°% of cases, and a monocytosis in 18°. The eosinophils were mostly 
within normal limits. The Arneth weighted mean (taking normal as between 
2:60 and 2:80) was left-handed in 20?$5, normal in 3595, and right-handed in 45°,. 
The nuclear inversion of Velez was only present in 5°, compared with 50°, in 
schizophrenia. There was no difference between acute and chronic cases, or 
between mania or melancholia. It is likely that this lymphoid tendency represents 
some constitutional disturbance of the endocrine system. 

G. W. T. H. FLEMING. 


Blood Studies in Schizophrenia (Richerche ematologiche nelle schizofrenie}. (Arch. 
Gen. di Neur. Psich. e Psico, vol. xv, p. 20, Jan., 1934.) Jedlowski, P. 

The author studied 171 cases of schizophrenia. In a large proportion of cases 

he found a marked lymphocytosis and monocytosis and a more or less marked 
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neutropenia. He takes, however, as his normal limits for lymphocytes 18-22% — 
a very low figure. The eosinophils were increased in about 25% of cases, and 
decreased in about 20°4. The basophils were normal in more than half the cases, 
decreased in about 36°,. Myelocytes were scarce. The Arneth count was normal 
in only 30 cases out of the 171, was deviated to the right in 20, and to the left in 
71%. The Schilling index behaved in a similar manner. The nuclear inversion 
of Velez (the ratio of nuclei with 3 lobes to those with 2, which is normally greater 
than unity) was present in 63% of cases. The blood changes were more marked 
in catatonia than in either hebephrenia or paranoid dementia praecox. In the 
latter disorder the blood changes become less marked as the disorder becomes 
more chronic. G. W. T. H. FLEMING. 


Investigation of the Reticulo-Endothelial System in Schizophrenia [Explorazione del 
sistema reticulo-endoteliale nella Schizofrenia). (Riv. Sper. di Freniat., vol. 
lvii, P. 433, June, 1933.) Canziani, G. 

The author applied the Congo red method to roo cases of schizophrenia. 
The normal '' index of absorption '" varies between 50-70. In severe toxic and 
infective conditions from 80-1009, is recovered from the blood. The author found 
a normal index in 3494 of cases, and an increased index in 66%. He compares his 
results with those of Meyer and Levi, both of whom found a much greater percentage 
between 70-100. He concludes that there is in schizophrenia a severe impairment 
of the reticulo-endothelial system. G. W. T. H. FLEMING. 


Intestinal Factors in Dementia Pracox [Componenti enterogene della demenza precoce]. 
(Riv. dt Pat. Nerv. e Ment., vol. xli, p. 483, May-Jwne, 1933.) Buscaino, 
V. M. 

From a summary of 54 cases in the literature the author finds that enteritis 
was present as a factor in 53°% of cases, gastritis in 50%, and colitis in 42%. In 
some cases there were zones of intense sclerosis of the mucosa, submucosa or sub- 
peritoneal coats. G. W. T. H. FLEMING. 


The Virus of Tuberculosis in Dementia Precox. (L’Encéphale, vol. xxviii, p. 561, 
Sept.—Oct., 1933.) Claude, H., Coste, F., Valtis, J., and van Deinse, F. 


Having mentioned the considerable work done previously on the connection 
between tuberculosis and schizophrenia, the theory 1s put forward that the '' intoxi- 
cation ” with the virus of tubercle may be responsible for psychic and psychomotor 
disorders along the lines of catatonia produced by bulbocapnine and other sub- 
stances. 

The lack of uniformity in the results of other workers in this field is regarded 
as being due to a failure to perceive that the schizophrenic reactions have no 
uniform etiology, and that the hebephreno-catatonic type, more or less toxic in 
origin, differs in this respect from the schizoid states which are due in the main to 
psychic traumata. 

Some space 1s given to the discussion of the findings of other workers, and to 
tbe discovery, or otherwise, of tuberculous lesions at autopsy. 

It is stated that using suitable cases of the hebephreno-catatonic tvpe, and 
investigating the serological status with the technique of Besredka, it has been 
established that tuberculosis and dementia precox form a pair, but not that there 
is a bond of causality between them. 

About 30 cases were examined. Serum and cerebro-spinal fluid were injected 
into guinea-pigs. Three pigs were used for each case; one was used as a control, 
and two were treated with an acetone extract of the bacillus. 

Twelve cases yielded positive results. These are formulated as follows: The 
Bacillus tuberculosis was present in blood or cerebro-spinal fluid of 12 out of 19 
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possible cases; 8 controls suffering from random psychoses were all negative : 
this suggests the predominance of the role of tuberculosis in dementia praecox, and 
the possibility of a specific low resistance to invasion. 

It is pointed out that although the cerebro-spinal fluid contains the virus of 
tuberculosis, yet there is no meningitis. This suggests variations in the resistance 
of the virus; the possibility of ultra-virus infection is considered as a special ty pe 
of infection, and an analogy is drawn from syphilitic infections of the nervous 
system, which is striking in its closeness. Remove the hemispheric cloak of the 
nervous system, say the authors, and general paralysis will become tertiary syphilis 
and dementia praecox ordinary tuberculosis. The tentative nature of the paper is 
stressed, and it is stated that further research is being done. 

W. McC. HARROWES. 


Experimental Catalepsy. (The Action of Bulbocapnine in Cats and Monkeys, with 
Various Experimental Lesions of the Nervous System.) (State Hospitals 
Press, 1932.) Ferraro, A., and Barrera, S. E. 


The authors found that bulbocapnine intoxication with 25 mgrm. per kgrm. 
gave rise in cats and macacus monkeys to cataleptic symptoms and to salivary, 
respiratory and gastro-intestinal vegetative manifestations. In catalepsy there 
are always present, but in varying degree, loss of motor initiative, maintenance of 
passively impressed postures, maintenance of posture against gravity; resistance 
to passive movements, and variation in muscle tonus. 

Bulbocapnine catalepsy can be reproduced in cats and monkeys in which part 
or the whole of the cortex has been removed. The same manifestations occur when 
the striatum is removed, when the mesencephalon is split through the mid-line, 
when the cord is hemi-sectioned, when the anterior or posterior root is sectioned, 
and when sympathectomy is performed. These results show that the presence 
of the cortex is not necessary for cataleptic symptoms after bulbocapnine. Bulbo- 
capnine intoxication only reproduces the motor component of catatonia; catalepsy 
itself is not catatonia. 

G. W. T. H. FLEMING. 


Experimental Catatonia in Man [Catatonia sperimentale nell’ womo]. (Riv. Sper. di 
Freniat., vol. lvii, p. 374, June, 1933.) Buscaino, V. M. 


The writer, after reviewing the results from bulbocapnine injections, decides 
that there is a very close clinical resemblance between catatonic dementia praecox 
and experimental catatonia in man. He still adheres to his view that the catatonic 
symptoms of dementia przcox are due to some toxic mechanism, the toxin concerned 
being of an amine type. In both bulbocapnine catatonia and clinical catatonia 
there are increased postural reflexes, decreased calcium and potassium in the serum, 
decreased chlorides in the urine, decreased depth of respiration, and diminished 
basal metabolism. 

G. W. T. H. FLEMING. 


A Contribution to the Histopathological Studv and Localization of So-called Experi- 
mental Catatonia [Contribución al estudio histopatológico y de localización de 
la llamada catatonia experimental. (Arch. de Neurobiol., vol. xiii, p. 451, 
May-June, 1933.) Rojas, L. 


The experiments were conducted upon cats, by means of injections of bulbo- 
capnine. The results indicated that catatonia is of toxic origin; that the ana- 
tomical substratum is essentially vascular; that the vascular condition produces 
results of a destructive character in the nervous parenchyma, these lesions being 
embolismal and hemorrhagic. The localization is in the fronto-rubral region of 
the brain, but the possibility of a diffuse toxemia of the nervous system must be 
admitted. . 
M. HAMBLIN SMITH. 


—— 
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Experimental and Clinical Coltbacillary Catatonia (La Catatonie colibacillaise expért- 
mentale et Clinique]. (Ann. Méd. Psvch., vol. xtv (ii), p. 449, Nov., 1933.) 
Baruk, H. 


Experimental work carried out on a series of animals (cats, mice, guinea-pigs 
and pigeons) by subcutaneous injection of the neurotropic B. coli toxin. The 
toxin produced either a pathological sleep or a catatonic syndrome characterized 
by negativism, aggressive impulse, perseveration of emotional expression and 
vegetative disorders. Controls were made with the injection of peptonized broth 
and of inactive toxin. There are also observations on the results of sero-therapy 
both in animals and in the human. S. M. COLEMAN. 


The Abnormal Excretion of Theelin and Prolan in Patients suffering from Migraine : 
A Preliminary Report. (Bull. Neur. Inst. N.Y., vol. tii, p. 53, June, 1933.) 
Riley, H. A., Brickner, R. M., and Kurzroh, R. 


The authors have investigated the urine of 13 sufferers from migraine—II 
females and 2 males. The presence or absence of theelin and prolan in the urine 
of the women and of prolan in that of the men has been studied. Theelin is an 
ovarian hormone excreted in the urine normally, and its amount can be biologically 
measured ; prolan is an anterior pituitary hormone excreted during pregnancy or 
after menopause for two or three years in the urine of women.  Prolan is also 
occasionally but not normally found in the urine of men. 

A short history of each case is given, accompanied by a graph showing (a) 
excretion of theelin and prolan daily, (b) the occurrence of headache, (c) in the 
women, the days of the period. Each patient was kept under observation for four 
weeks or longer, so as to cover at least one complete menstrual cycle. In every 
case the period of study included a typical attack. The results showed that, in 
the women, the female sex hormone, theelin, was usually absent or present only in 
a much reduced quantity. Among the woman, 29 headaches occurred during the 
period of observation. Twenty of these headaches were preceded by the appearance 
of prolan in the urine. Of the remaining 9, the test could not be adequately 
conducted in 7, owing to loss of specimen. In the other two instances the headache 
occurred without the antecedent appearance of prolan. In the records of the two 
males, in one a prolan-headache relationship was demonstrated; this was not 
always present in the other. The injection of follutein (a preparation containing 
prolan) caused a characteristic migraine attack in 7 out of 9 female cases. 

The authors consider that the results indicate that the presence of prolan in 
the urine is definitely related to the occurrence of the migrainous attack, and that 
support is given to the hypothesis that ovarian and hypophysial activities are 
closely related to the occurrence of migraine, but more evidence is needed in the case 
of males before any conclusions can be drawn. Many factors, toxic, dietetic, etc., 
are known to excite attacks of migraine, and the authors suggest that all the causes 
act through some common mechanism, probably a pituitary hyperfunction or 
ovarian hypofunction, and that prolan itself plays an important role. That prolan 
may occur or be injected without causing an attack, as well as the fact of an interval 
between spontaneous appearance of prolan and onset of symptoms, suggests an 
additional, unknown factor. J. L. FAvrir. 


Spivocheta Pallida in the Inguinal Glands of General Paralytics [Spirocheta pallida 
nei gangli inguinalt di paralitici progressivi]. (Riv. Sper. di Freniat., vol. 
lvii, p. 104, March, 1933.) Ganfini, G. 

The author examined the inguinal glands of twelve general paralytics by Leva- 
diti's method. He found spirochetes in only two cases. In the juice from these 
glands examined by the method of Fontana-Tribondeau the author was unable 
to find spirochetes. G. W. T. H. FLEMING. 
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7. Mental Deficiency. 


A Contribution to the Genetic Study of Mental Deficiency. (Brit. Med. Journ., 
Jan. 6, 1934.) Penrose, L. S. 


Records the results of the union of a brother and sister. The brother, of 
originally low mentality, is now an inmate of a mental hospital, suffering from 
general paralysis. The sister has been certified as feeble-minded, her I.Q. being 
between 50 and 60. There are two surviving children, both males, æt. 17 and 7. 
The elder son is considered to be definitely above average intelligence, and has 
earned his living continuously since leaving school. The younger child is of about 
average intelligence for his age. Although, from the eugenic point of view, it 
would be hardly possible to imagine worse conditions, the children appear to be 
normal, both on the standards of behaviour and of scholastic ability. The paren- 
tage of the children was confirmed by the results of blood-grouping tests. The 
family history gives no support to the gloomy views often expressed as regards 
the influence of heredity in the production of mental deficiency. It is suggested 
that there may be rare recessive genes which increase mental ability. 

M. HAMBLIN SMITH. 
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Part IV.—Notes and News. 


~ 


THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 


QUARTERLY MEETING. 


A QUARTERLY MEETING of the Association was held at 11, Chandos Street, on Thursday, 
February 22, 1934, the President, Dr. F. Douglas Turner, occupying the Chair. 


OBITUARY. 


The PRESIDENT announced, with regret, that since the Association last met a well-known 
psychiatrist and member of the Association had passed away in the person of Dr. Bernard 
Hollander. He was a member of the Association, though he did not often attend the meetings. 

A resolution of regret and of sympathy with the deceased member’s relatives was passed bv 
members present rising in their places. 


THe FUNERAL OF ALBERT, KING OF THE BELGIANS. 


Sir HvBERT Bonn said that, with every deference to the Chair, he would like to suggest that, 
this being a Royal Society, it would be fitting that due and respectful notice should be taken of 
the fact that at that moment the funeral obsequies of the late lamented King of the Belgians 
were being performed. 

The PRESIDENT agreed, and asked members to stand for a few moments to show their 
sympathy. 


PRESENTATION BY DR. WHITWELL. 


The PRESIDENT said it was his pleasure to announce that Dr. Whitwell, the Hon. Librarian, 
had secured a copy of the first edition of Burton’s Anatomy of Melancholy, in a splendid state of 
preservation, and uncut. Dr. Whitwell proposed to present this rare work to the Library, at 
his own expense. He, the President, believed there was no copy of it in the library of any 
other medical society in London, and that the other copies which were in existence were not in 
such a good condition as this one. It was really a momentous event in the history of the Asso- 
ciation, because, owing largely to Dr. Whitwell's efforts, the Library of the Association had 
already attained to a well-recognized position in medical circles in London, and it was being 
referred to more and more by people seeking information on the special subject which the 
Association dealt with. 

He moved from the Chair that a very hearty vote of thanks and sincere appreciation be 
given to Dr. Whitwell for giving the Association the result of his good fortune in securing this 
valuable addition to the Librarv. li 

Dr. PERCY SMITH said he was proud to second this vote of thanks to Dr. Whitwell. He did 
not think there was need to add anvthing to what the President had said. Members of the 
Association felt indebted to Dr. Whitwell for the enormous amount of work he did for the 
Librarv. 

The resolution was carried bv acclamation. 

The PRESIDENT said that a Past-President of the Association, Dr. Nolan, had recently married 
again, and he suggested that a telegram of congratulation be sent to him from the meeting. 

This was unaniinouslv agreed to. 


* 


MATTERS ARISING OUT OF THE COUNCIL MEETING. 


The PRESIDENT said that the Committee which had been appointed to make a report to the 
Association for presentation to the Departmental Committee on Mental and Other Hospitals 
had already held three all-day meetings, at which there was a good deal of discussion. The 
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. report was not vet ready, and he therefore asked that its presentation might be postponed 
until the May meeting, unless it was found that the Departmental Committee required the 
Association's evidence before that meeting. In the latter event a special meeting of the Council 
would be held to approve the Report, so that it could go forward in the name of the Association. 

Sundry suggestions had been made for alterations in the Bye-laws, including that providing 
for the appointment of a Standing Committee for Mental Deficiency ; and at that morning's 
Council meeting it had been decided to appoint a small committee to deal with the matter, so 
that a single application to the Privy Council could be made to cover all the alterations found 
necessary. The committee would report to the Mav meeting. 

The Council had decided to take no action, for the present, on the Report of the Board of 
Control's Sterilization Committee. 

The Education Committee had dealt with the standard of examinations; their report had 
been adopted by the Council. It was now laid down that every candidate would be expected 
to obtain at least 50°% of the total marks in each section of the examination ; also that in future 
there would be no re-marking of papers of candidates who at the first marking had obtained 
between 45% and 50%. 

A letter had been received from the Child Guidance Council saying that in view of the fact 
that the new out-patient clinics which had been started would often have children brought to 
them for opinion and advice, thev felt it would be valuable to consider whether steps might be 
taken to start a short course of instruction for anv who might be called upon to act as medical 
officer to these clinics. The Council had approved of the suggestion, and had agreed that the 
Association should co-operate with the Child Guidance Council in arriving at whatever might 
be necessary for the organization and for the instruction of medical officers of the clinics, with 
especial regard to child guidance. 

The Council had also agreed to ask the Board of Control to suggest to local authorities that 
it might be a good thing if assistant medical officers in mental hospitals or mental deficiency 
institutions when attending the meetings of the Association could have their expenses paid. 

It was decided not to appoint a representative of the Association to attend the summer 
meeting of the Royal Sanitary Institute, as the Association's Annual Meeting was being held at 
the same date. 

It was intimated to the Council that the Annual Congress of the Roval Institute of Public 
Health would welcome a representative of the Association, and Dr. Rice had been asked to 
attend the meeting of this body at Norwich. 


THE ANNUAL MEETING. 


The PRESIDENT announced that the Annual Meeting of the Association would take place in 
the week beginning July 2 at Northampton, under the Presidency of Dr. Rambaut. He hoped 
all members would make a note of the date, and that as many as could possibly do so would 
attend. 


VISIT TO THE RAMPTON STATE INSTITUTION, 


The PRESIDENT announced that members of the Association had been invited by the Chairman 
of the Board of Control to visit the Rampton State Institution, near Retford, on Wednesdav, 
April 25. The Treasury would provide a lunch. The invitation could perhaps be considered 
as an endorsement of the worth of the Association’s meetings ; he hoped that as many members 
as possible would attend, whether they were engaged on the mental deficiency side or not. as at 
Rampton there were manv cases on the borderline or who were partly psychotic. If sufficient 
were going, arrangements could be made to stop a fast train at Retford. 


Sir RoBERT ARMSTRONG- JONES asked what was the attitude of the Council to the recently 
issued Report of the Departmental Committee on Sterilization. 

The PRESIDENT replied that the Council did consider that subject at its meeting on the 
previous day, and decided to take no action upon it. 

Sir ROBERT ARMSTRONG- JONES said that he was Chairman of the Magistrates Association's 
Special Committee on Mental Deficiency and Lunacy, and that Committee had held a meeting 
to consider the Report on Sterilization. The feeling was not quite unanimous on the subject, 
though the arguments were appreciated, and there was approval of much that was in the 
report. It had been suggested that the Committee he spoke of should know what was the 
feeling in the different magisterial benches in the.country, since, in order to carry out such 
measures as were recommended, it was essential there should be a considerable amount of public 
feeling favourable to it. The subject had already been before Parliament, and had met with 
strong opposition, but it was certain to come up again in consequence of the present valuable 
report. 5 
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Among certain members of this Association there was a feeling that they would be greatly 
guided in regard to their decisions by what the Council thought of the project. Many things in 
the Report called for serious consideration. He had been hoping that the Council of this Asso- 
ciation would have thought it wise to appoint a Special Committee, not to consist of those who 
had already given evidence, but of some who were in favour of the project and others who were 
against it, so that the feeling of the Association generally could be ascertained. 

The PREsIDENT said the Council decided against taking action because they were not 
unanimous on the subject, and it was felt that, opinion being so divided, no useful purpose 
could be served by proceeding further. A questionnaire had been sent out to members some 
years ago, and the opinions elicited had been placed before the Sterilization Committee for their 
information. 


ELECTION OF NEW MEMBERS. 


The PRESIDENT nominated Dr. McRae and Dr. Ford- Robertson scrutineers. The following 
candidates for membership were voted upon en bloc. 

MavBIN, Nora, M.B., B.Ch., B.A.O., D.P.H., Assistant Medical Officer, Rubery Hill 
Hospital, Birmingham. 

Proposed by Drs. T. C. Graves, F. A. Pickworth and K. A. Graves. 

LINEHAN, BRipGET, M.B., B.Ch., B.A.O., N.U.L, Assistant Medical Officer, Mental 
Hospital, Lancaster ; Countv Mental Hospital, Lancaster. 

Proposed by Drs. J. D. Silverston, G. R. Wadsworth and E. Randal Hull. 

MoursoN, Normas, M.D., D.P.M., Deputy Medical Superintendent, Cefn Coed Hospital, 
Swansea. 

Proposed by Drs. Ian Skottowe, F. M. Rodgers and J. Ernest Nicole. 

Rose, DovcLras JouNn, M.R.C.S.Eng., L.R.C.P.Lond., First Assistant Medical Officer, 
Brockhall Certified Institution for Mental Defectives, Langho, near Blackburn, 
Lancashire. 

Proposed by Drs. R. B. F. McKail, R. M. Stewart and R. G. B. Marsh. 

RoBERTSON, Guy Scott, M.B., Ch.B., Deputy Medical Superintendent, Calderstones, 
Whalley, near Blackburn, l.ancashire. 

Proposed by Drs. R. B. F. Mckail, R. M. Stewart and W. Ross Ashby. 

KEANE, CLARENCE AUGUSTINE, M.R.C.S.Eng., L. R.C.P.Lond., Assistant Medical Officer, 
Rubery Hill Hospital, Birmingham. 

Proposed by Drs. T. C. Graves, F. A. Pickworth and K. A. Graves. 

MAUDSLEY, HENRY FiTzGERALD, M.C., M.D.Melb., M.R.C.S.Lond., D.P.M.Lond., Hon. 
Neurologist, Melbourne General Hospital; 8, Collins Street, Melbourne, Victoria, 
Australia. 

Proposed by Drs. W. S. Dawson, G. Warwick Smith and R. Worth. 

BELL, Gavin JOHN, M.B., B.S.Lond., D.P.M., Assistant Medical Officer, Cane Hill Mental 
Hospital, Coulsdon, Surrev. 

Proposed by Drs. G. A. Lilly, O. P. Napier Pearn and A. Walk. 
They were all unanimously elected. 


PaAPER.—'' Mental Deficlency Practice at Caterham,” by Dr. T. Lixpsay. 


[For paper and discussion, vide p. 397.] 


. AN APOLOGY. 


It has been brought to the notice of the Editors that the article '' Studies in Epilepsy ”’, 
which appeared in the Journal for October, 1933 (vol. Ixxix, p. 688), had previously been 
published in part in the British Medical Journal and in part in the Quarterly Journal of Medicine. 

The article was accepted as being original work. Written apologies have already been 
tendered to the journals concerned, and the Editors wish to express publicly their regret at an 
unfortunate occurrence, 


PSYCHOPATHOLOGY AND PSYCHOTHERAPY SUB-COMMITTEE. 
Lonpon Locar Group, 
Amongst the aims of the Sub-Committee has been the one to promote exchange of ideas, 
and the formation of informal groups of workers interested in psychopathology. One such 


group is the London Discussion Circle, which meets, under the leadership of Dr. M. E. Franklin, 
at 8.30 p.m. on the first Tuesday of every month. at 5, Bulstrode Street, Welbeck Street, W. 1. 
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Formed in January, 1928, it has held an uninterrupted course of most successful meetings, 
the average attendance being eighteen or nineteen, - The subjects discussed have been verv 
varied, and a sample selection is given below : 


Types of suicidal attempts. 

Mental testing in psvchosis. 

Repetition, 

Behaviourism, Gestalt and psvcho-analvsis. 

Is psvcho-analvtic investigation scientific ? 
Hadhfeld's psychotherapy. 

Asocial children. 

The psychopathology of civilized communities. 
Constructive psychotherapy. 

Feelings of isolation in mental disorder. 
Neurotic svmptoms in healthy people. 

The selection of the method of treatment. 
The psvcho-biological views of Adolf Meyer. 
A type of frigiditv in women. 

Drawing, modelling and writing of children. 
Sex jealousy as an artefact of culture. 
Genetic relationships of paranoia and hysteria. 
Psychological factors in contraception. 


The value of such informal meetings can hardly be over-estimated and it is not surprising 
to find how popular these meetings have proved. Anyone interested, within reach of London, 
and who wishes to join, should communicate directly with Dr. Franklin at Bulstrode Street, 
or with the Secretary of the Sub-Committee. 

As a reminder, it might be added that the Sub-Committee is anxious not only to see other 
such groups formed in provincial centres, but to assist in any wav it can study and research 
in the psvchological aspects of mental disorder, and especially would it welcome any suggestion 
of joint or concerted action on anv likely investigation to which the group method might be 
applicable. J. ERNEST NICOLE, 

Hon. Secretary. 


" NOTICES BY THE HONORARY LIBRARIAN. 


The Library is open to members between the hours of 10 a.m. and 6.30 p.m.; Saturdavs, 
IO a.m. and 1 p.m. Books are issued to borrowers between ro a.m. and 1 p.m., and between 
2.30 and 4.30 p.m. ; Saturdays, between ro a.m. and 12 noon. 

The Hon. Librarian will endeavour to obtain, as far as possible, any books on psychiatry 
and allied subjects required by members. 


Library Lending Department Regulations. 


I. Books shall be lent only to members within the United Kingdom and the Irish Free 
State who are not in arrears with their subscriptions. 

2. No member may borrow from the Library more than three volumes at one time. 

3. Books and journals are sent carriage paid from the Library, but members are responsible 
for the books from the time thev leave the Library until they are received back. 

4. Books damaged or lost while in possession of a member will be repaired at his expense or 
must be replaced bv him. 

5. A member borrowing a book or periodical from the Library shall be required to sign and 
return to the Librarian a form of receipt for the same, which will be regarded as an acceptance 
of these Regulations. 

6. A member shall be entitled to retain a book or periodical borrowed from the Librarv for 
a period of twenty-eight days, unless the book is required by another member, in which case ıt 
can be recalled by the Librarian at the expiration of fourteen davs. 

7. In the event of a member failing to return any book or periodical within seven davs after 
receiving notice from the Librarian (on the expiration of the period referred to in Rule 6), the 
Librarv Committee shall be at liberty to purchase another copy, the cost to be charged to such 
member, who shall not be allowed to borrow another book until the sum thus expended shall 
have been paid. 

8. All communications should be addressed to '' The Librarian, Royal Medico-Psychological 
Association, 11, Chandos Street, Cavendish Square, W. 1 "'. 
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Books Added to the Library. 
The Library Committee gratefully acknowledge the following gifts to the Library : 


Presented by Dr. J. F. W. Leech: 
Sharp, Samuel. A Critical Enquiry into the Present State of Surgery. London, 1754. . 


Presented by the Hon. Librarian : 
Burton’s Anatomy of Melancholy. First edition, 1621. 
Cardanus (Hieronymus). Somniorum Synesiorum omnis generis insomnia explicantes. 
Libri IV. Basil. 1585. 
Freind (Johan.). Opera omnia medica. Lond. 1733. 
Mead (Richd.). De imperio solis ac lunae in corpora humana et morbis inde oriundis. 
Lond. 1704. 


Circulation of Journals. 


The following journals are circulated from the Library : 
American Journal of Psychiatry. 
The Psychological Review. 
Journal of Neurology and Psychopathology. 
L'Encéphale. 
International Journal of Psycho-Analysis. 
Journal of Abnormal Psychology. 
Mental Hygiene. 
Journal of Nervous and Mental Diseases. 
Revue Neurologique. 
Archives of Neurology and Psychiatry. 
Journal of Comparative Psychology. 


* Sociorum Annales.” 


The Hon. Librarian is prepared to receive and store the life records of any member wishing 
to deposit them, on the understanding that they are solely for the use and information of 
the Association. They should be sent in sealed packets (with the name clearly written on the 
outside) in covering envelopes addressed to the Hon. Librarian. 


Bronze Medal and Prize for 1934. 


Dissertations for the Association's Bronze Medal and Prize must be delivered to the Registrar 
by April 30, 1935. 


Divisional Prizes for 1934. 


Papers certified as eligible for this competition must be forwarded to the Registrar not later 
than April 30, 1935. 


Gaskell Medal and Prize. 


The examinations for the Gaskell Medal and Prize and the examination for the Certificate in 


Psychological Medicine will be held in May, 1934 and 1935. 
Applications for entry to each examination to be made to the Registrar, St. Andrew's Hospital, 


Northampton. 
There is no fee for entrance to the Gaskell Prize Examination. 
The entrance fee for the examination for the Certificate in Psychological Medicine is three 


guineas. 
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NOTICES BY THE GENERAL SECRETARY. 
Deaths. 


NORMAN LAVERS. 
P. W. MACDONALD. 
EUGENIO TANZI. 


Appointments. 


Poot, ARTHUR, M.B., Ch.B.Liv., M.R.C.P., D.P.M., to be Medical Superintendent, South 
Yorkshire Mental Hospital, Wadsley, Shetfield, and Lecturer in Mental Diseases, Shefheld 
University. 

THOMAS, CYRIL JAMES, M.R.C.S., L. R.C.P., D.P.M., to be Medical Superintendent, Wakefield 
Mental Hospital. 


NOTICES OF MEETINGS. 


Quarterly Meeting.—May 17, 1934, at 11, Chandos Street; Maudsley Lecture by Lord 
Macmillan at Manson House, Portland Place. 

Annual Meeting.—The Annual Meeting will be held at Northampton during the week 
commencing July 2, 1934. l 
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An Attempt at a Physiological Interpretation of Obsessional Neurosis and 
Paranoia ; by Prof. 7. P. Pavlov : 


On the Nature of Inhibition: A Review; by W. R. Ash B.A., M.B., 
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Mourgue. Foreword by Henri Bergson.—Recent Advances in Psychiatry ; 
by Henry Devine, M.D., F.R.C.P.—A Handbook of Psychiatry ; by John H. 
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F. A. Ross, Ph.D., M.D., and Thelma Hunt, Ph.D.—The Nature and 
Treatment of Amentia ; ‘by L. Pierce Clark.—Child Psychology ; by 
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Part I.—Original Articles. 


THE FIFTEENTH MAUDSLEY LECTURE: THE 
PROFESSIONAL MIND. 


By THE Ricur Hon. LorD MACMILLAN, 
Lord of Appeal in Ordinary. 


Delivered before the Royal Medico-Psychological Association on May 17, 1934. 


In devoting to the foundation of a memorial lectureship a portion of Dr. 
Maudsley’s bequest, the learned Society which I have this afternoon the honour 
to address made an indulgent concession to the laity in prescribing that the 
lecture to be delivered should in alternate years be of a scientific and of a 
popular character. This year it is the turn of the popular lecturer—a róle 
which I have assumed with some trepidation. The distinction drawn is an 
ominous one. It seems to suggest that to be scientific you must be unpopular, 
and to be popular you must be unscientific. But is there necessarily so absolute 
a dividing line between the two domains? I hazard the view that it is possible 
to be at once both popular and scientific. No doubt there is still a tendency 
in learned circles to deride what is known as popular science, but that is an 
inheritance from the days of the cheap and inaccurate manuals which used to 
be written by imperfectly informed persons, pretentiously professing to 
enlighten the masses on the truths of science. Nowadays, science has become 
more condescending, indeed almost affable, to democracy. The approach 
has come from both sides, for democracy is now better educated, and science 
is now more expert in the art of exposition. The advent of the internal com- 
bustion engine, of wireless telegraphy and of many other practical applications 
of science to daily life has created a new and widespread interest and aptitude 
on the part of the general public in the acquisition of accurate scientific know- 
ledge, particularly among the younger generation. At the same time the 
physicist, the chemist and the biologist have found it possible and worth while 
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to impart much of their learning to wider audiences. Science is daily entering 
more and more into the lives of the people, with the consequence that its social, 
economic and political implications are being more and more realized by its 
professors. The President of the Royal Society has reminded us that we live 
in an age when the advance and development of scientific knowledge are con- 
tinually creating new social and economic problems of the utmost importance, 
and has emphasized the necessity of bridging the gap between the scientist 
and the layman by every possible means. The British Science Guild, now 
doing such excellent work, was founded some thirty years ago by Sir Norman 
Lockyer for the express purpose of promoting the application of scientific 
method and results to social problems and public affairs. The market-place 
can doubtless never supersede the laboratory, but the scientist no longer 
disdains to take his wares to market. 

However, I think I know what is meant by the admonition that I must, on 
this occasion, deliver a popular address. Every science has a general as well 
as a technical aspect. The technical side must always be for the expert, and 
for him alone; the general side is of interest to every intelligent citizen. I 
have chosen my subject with this distinction in view. I shall not discourse 
on the legal technicalities which beset and sometimes embarrass the psy- 
chiatrist, the only technical department of medical psychology of which I can 
profess any knowledge. But I shall ask you to consider with me for a little 
certain phenomena which, while they fall within the province of your special 
study, are at the same time matters of common observation and interest ; I 
mean the phenomena exhibited by various types of the professional mind in 
its daily working—not excluding, incidentally, your own, for I recognize 
that I am addressing an audience of professional men. 

My subject would, I believe, have commended itself to the very eminent 
specialist whom these lectures commemorate, for deeply versed, as he was, in 
the abstruse and recondite problems of a difficult branch of science, he was 
ever ready to recognize that his most valuable data were to be found in the 
ordinary human activities around him. Certainly, few scientists have been 
more successful in illumining their writings with illustrations drawn from 
literature and daily life. 

The choice and the practice of a profession have, as all will agree, a decisive 
and pervasive influence on a man's whole mental outlook. I use the word 
" profession ’’ here in no narrow sense. I do not limit it to the three old- 
established professions of the Church, the law and medicine, though the prac- 
titioners of these three distinctive professions provide the best clinical material 
for study. I am thinking for the moment in wider terms of the mental charac- 
teristics exhibited by those who have chosen and practise a particular vocation, 
be it that of a clergyman, a lawyer or a doctor, or be it that of a politician, a 
banker, a teacher, a merchant or an industrialist. The first question we alwavs 
ask about a new acquaintance is, What does he do? The answer gives us the 
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first clue to the kind of man we have to deal with, for wide as are the individual 
differences among the members of a profession, there are always common 
elements which are shared by all who belong to it. Our habits are controlled, 
our thoughts canalized, our prejudices formed by the profession we practise, 
so true is it that “ man’s nature is subdued to what it works in, like the dyer’s 
hand ". Even our place of residence may be dictated by our vocation, as 
witness the Temple, ‘‘ where studious lawyers have their bowers’’, and Harley 
Street, sacred to /Esculapius. 

I do not know enough either of physiology or of psychology to describe ' 
the growth of the professional mind in terms of those sciences, but I may - 
adopt and adapt the language which Dr. Maudsley uses in discussing the larger 
topic of the inculcation of morality. He describes the process as one of moral 
manufacture, and points out that the whole purpose of education in morals is 
to produce a nature in which moral action shall have become, not a matter of 
uncertainty and deliberation, but automatic. Each moral act by the law of 
nervous action renders the next more easy, and so a man's nature is gradually 
modified. When a habit of nature has thus been formed, the desire of the 
organism is to display that function which is embodied in its nature, and the 
pleasure of gratifying that desire becomes itself a sufficient motive. Imitation 
plays its part, too, for man, as Gabriel Tarde, the eminent French sociologist 
reminds us, is essentially an imitative animal: ‘ He imitates his forefathers, 
that is custom ; he imitates his neighbours, that is fashion ; he imitates 
himself, that is habit." It is by some such means that the process of our 
professional training and experience gradually moulds our minds and characters 
until our reactions become largely instinctive. And so we say, for example, 
of a man, “ Oh! he’s a lawyer ; you know how lawyers always look at things ”’ 
I regret that the implication in the case of my own profession is generally 
disparaging. 

From the earliest times the practitioners of a particular art have always 
shown a tendency to draw apart from the rest of the community and to con- 
stitute themselves a separate class or fraternity, with their own ceremonial 
rites and shibboleths. The widest of all caste cleavages in former days, and 
still a wide one, was that between the clergy and the laity, between those 
devoted to sacred things and those devoted to secular things. Indeed the 
very word “layman ” is most often used in popular parlance to denote one 
who is not a cleric. This fundamental differentiation between clergy and 
laity runs through the whole history of our law. Within the ranks of the 
laity in turn many associations grew up of men united by a common calling. 
The merchant and trade guilds, surviving into our own time as city companies, 
were typical examples of the segregation of the followers of particular arts 
and crafts. The lines of demarcation, both social and professional, were 
much more rigidly drawn in former times, and the resulting mutual exclusiveness 
produced much more distinctive types of person. Nowadays the barriers are 
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broken down and men of all careers mix with each other. This is a more 
excellent way of living. But there still remain and will always remain certain 
typical attributes which the lifelong pursuit of a particular calling engenders. 
Such differences and peculiarities lend colour and interest to social life, and the 
followers of each vocation have their own distinctive contribution to make to 
the variety as well as to the welfare of the community. Moreover, in these 
days of exaggerated and explosive nationalism, it is important to foster all 
those bonds which tend to unite men of common pursuits irrespective of 


` geographical boundaries. There is a remarkable passage in Prof. Whitehead's 
- Adventures of Ideas, in which he describes the widening range of modern pro- 
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fessional interests: ‘‘ Professions," he says, “first appear as customary 
activities largely modified by detached strains of theory. Theories are often 
wrong ; and some of the earlier professional doctrines erred grievously and 
were maintained tenaciously. Doctrines emerged as plausible deductions and 
survived as the wisdom of ancestors. Thus the older professional practice was 
rooted upon custom, though it was turning towards the intellectual sunlight. 
Here and there individuals stood out far in advance of their colleagues. For 
example, in the fourteen hundred years separating Galen from Vesalius, the 
standard of European medical practice was not to be compared with the 
attainments of either of these men. Also, more than a century after Vesalius, 
Charles the Second of England, on his deathbed, was tortured by physicians 
employing futile remedies customary at that time. Again, as a designing 
engineer Leonardo da Vinci was unequalled until the advent of Vauban and 
James Watt. In the earlier centuries, the professional influence, as a general 
sociological fact, was mainly a welter of bygone flashes of intelligence relapsing 
into customary procedures. It represented the continual lapse of intellect 
into instinct. But the culmination of science completely inverted the róles 
of custom and intelligence in the older professions. By this inversion pro- 
fessional institutions have acquired an international life. Each such institution 
practises within its own nation, but its sources of life are world-wide. Thus 
loyalties stretch beyond sovereign states." I have quoted at such length from 
Prof. Whitehead because he puts so much better than I could do the new 
conception of the professions, particularly the learned professions, as exer- 
cising not a narrow and sectional influence, but an influence, both broad and 
catholic, which traverses national frontiers unimpeded by tariffs and quotas, 
and which, by promoting free trade in all beneficent discoveries, advances the 
welfare of humanity at large. 

While we may claim that devotion to a common calling tends to create a 
sense of professional brotherhood throughout the civilized world, and thus 
widens and liberalizes the minds of its practitioners, there is, on the other side 
of the account, a mental tendency resulting from immersion in a profession 
which is not so meritorious, and that is the tendency to resist all changes. 
Those who, by the expenditure of much time and labour, have acquired facility 
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and expertness in the practice of the system they have so painfully mastered, 
are naturally disinclined to scrap what they have found to work well enough. 
They are reluctant to make the effort of examining, and still more of adopting, 
new ideas which may prove uncomfortably subversive. The beaten path is 
so much easier to tread, and experience has so often shown that alleged new 
lights are only will-o’-the-wisps leading into a morass. I am tempted to 
instance the hostility which has been frequently shown to the discoveries of 
the great pioneers in medicine, but in this gathering it will be more discreet, 
as well as more courteous, to refer to the inveterate conservatism of my own 
profession, which has almost passed intoa proverb. Or I may instance the Civil 
Service, and cite the case of one of our great Government Departments, the 
Admiralty, which in 1826, when an eminent inventor placed before it a project 
for electric telegraphy, curtly informed him that “ telegraphs of any kind are 
now totally unnecessary ’’, and again in 1830 felt it to be its duty to discourage 
the introduction of steam as calculated to strike a fatal blow at the naval 
supremacy of the Empire. The truth is that no profession, no calling, is 
immune from this tendency. The prophet has always been greeted with a 
volley of stones, for, again to quote Prof. Whitehead, “ routine is the god of 
every social system ". He who would upset that routine is treated as a heretic 
and blasphemer. There is a good side as well as a bad side to this instinct. 
It is not all obscurantism. Without the stability of routine the social fabric 
would inevitably disintegrate, and resistance to innovation is part of the 
essential protective armour of civilization. The same Scriptures which lament 
the stoning of the prophets bid us prove all things and hold fast that which is 
good. Happily in our day open-mindedness is becoming more prevalent, and 
there is on all sides a greater receptivity of new ideas. 

On the debit side of my reckoning I must also include a charge which has 
always been laid against the professional mind, and that is its proneness to 
prefer the interests of the craft to the interests of the community. It is 
another way of putting the criticism with which I have just been dealing. 
Changes are often advocated in the general interest which are inimical to the 
interests of those engaged in a particular calling, who are apt to resist those 
changes, not on their merits, but for purely selfish reasons. This is one of the 
less desirable products of the trade union spirit. Examples will readily occur to 
you of what I mean, but again I had better be discreet. My great compatriot, 
Adam Smith, was very critical of professional and trading corporations, and 
was unkind enough to say that “ People of the same trade seldom meet 
together, even for merriment and diversion, but the conversation ends in a 
conspiracy against the public or in some contrivance to raise prices. It is 
impossible, indeed, to prevent such meetings by any law which either could 
be executed or would be consistent with liberty and justice. But though the 
law cannot hinder people of the same trade from sometimes assembling 
together, it ought to do nothing to facilitate such assemblies ; much less to 
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render them necessary’’. I wonder what he would have thought of the innu- 
merable congresses and conferences which in these days are constantly being 
held by every trade, calling and profession. I am afraid he would often find 
in a perusal of their proceedings little to dispel the truth of his indictment. 
There is more lip-service nowadays to lofty social motives, but the pursuit of 
selfish aims under the guise of the public good is not an unknown phenomenon. 
I see that the Carnegie Foundation for the Advancement of Teaching in their 
last Annual Review of Legal Education describe “ the tendency of organized 
minorities honestly to identify their own interests with those of the public 
at large’’ as being ' an inescapable feature of democratic procedure ". I 
could wish that the adverb “ honestly ' were as well deserved as it is 
charitable. 

There is in these days an increasing resort, in all departments of life, to 
the particular type of professional man known as the expert. The maladies 
of the world have become so acute that the specialist has had to be called into 
consultation. In medicine the specialist has long been a familiar figure, but 
we now have specialists in every branch of human affairs. The reason, doubt- 
less, is that the field of knowledge has become so vast that no individual can 
hope to become master of more than a corner of it. Hence, when a public 
problem arises in any particular province of administration, whether it be 
water supply, or bacon imports, or London traffic, or the foreign exchanges— 
just to take some instances at random—the demand always is for the expert to 
be put in charge, or at least to be consulted. The results are not always happy. 
The expert mind, as a species of the genus professional mind, is apt to have 
failings as well as excellences. The attainment of a highly specialized knowledge 
of one isolated subject tends to create a certain arrogance of assurance. It 
is not unnatural to assume that if you know more about a subject than anyone 
else you know it better than anyone else. But is that necessarily so? It 
might be so if human life and human knowledge were divided up into water- 
tight compartments, and it were possible to deal with each compartment by 
itself. But we cannot isolate any one factor in the social organism. The inter- 
relations of the parts with each other and with the whole are infinitely complex. 
The result is that the conclusions of the specialist, however convincing they 
may seem to him within his own sphere, have often to be corrected and 
modified when brought into relation with wider considerations. Then there 
is the constitutional tendency of experts to differ, so unjustly associated in 
the proverb with the medical profession only. The faith of the public, for 
example, in political economists has been rudely shaken by the discordant 
advice which they have tendered since the war for the treatment of the 
ailments of the body politic. This proneness of experts to differ is easily 
explicable. Even the most arrogant expert would not lay claim to complete 
knowledge of his subject ; he has probably devoted himself to one aspect of 
it to the exclusion of others, and has been led to form certain opinions from 
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what is, after all, only partial knowledge. Having formed these opinions for 
himself, he develops a parental affection for them which becomes emotional 
rather than scientific. As we say, “ there is no reasoning with him ”’. 

On the other hand, the value of specialized knowledge is incontestable, 
being the product, as it is, of intensive research and experience quite beyond 
the range of the ordinary practitioner. One of the most interesting problems 
of the day is how best to utilize the expert in the public interest. In the Law 
Courts we have tried three methods. First, and most conspicuously, experts 
are called in by the parties as witnesses in support of their respective con- 
tentions, where technical matters are involved. I have had a long and wide 
experience of expert witnesses, and despite the unkind things which have been 
said of them, I ara prepared to pay tribute to the fairness which they in general 
exhibit. But the witness-box is a difficult place for the scientific man to occupy. 
It is wrong for him to be an advocate, and the contentious atmosphere of the 
courts is not always conducive to the calm and dispassionate exposition of 
truth. Probably it is quite salutary for the more pretentious type of expert to 
be exposed to an occasional rigorous cross-examination, but the irritation which 
that process causes him, especially if at the hands of an advocate for whose 
knowledge of the subject he has a supreme contempt, may well lead to the 
pronouncement of confident assertions which he may have occasion subsequently 
to regret. Fair cross-examination—and I emphasize the epithet—is one of the 
best means of eliciting and testing the truth, but not all cross-examinations 
are fair. Of one thing I am certain, and that is that no scientific man ought 
ever to become the partisan of a side ; he may be the partisan of an opinion in 
his own science, if he honestly entertains it, but he ought never to accept a 
retainer to advocate in evidence a particular view merely because it is the view 
which it is in the interests of the party who has retained him to maintain. 
To do so is to prostitute science and to practise a fraud on the administration 
of justice. I remember being told bv a very eminent civil engineer that when 
he received a retainer to give evidence for a client he used to reply that he did 
not accept retainers to give evidence for anybody, but that he would be happy 
to consider the matters on which his help was desired, and if he found that he 
could support the case he would be prepared to do so. The true róle of the 
expert witness is to afford the court the best assistance he can in arriving at 
the truth, and if he bears this duty in mind he will never go far wrong. 

A less perilous sphere for the exercise of the expert mind in the adminis- 
tration of justice is to be found in the utilization of the expert as a referee, 
of which the best known example is the system of medical referees under the 
Workmen's Compensation Act. The medical referee is exempt from the temp- 
tations of the witness-box, and has to exercise the functions, not of a partisan, 
but of a skilled adjudicator. It is a highly responsible part to play, especially 
as Parliament has set the seal of finality on the medical referee's certificate, 
but I have no doubt that the duty is faithfully and conscientiously performed. 
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The third method in which the law invokes the aid of the expert professional 
mind is by employing the expert as an assessor, that is to say, in a consul- 
tative capacity, as, for example, when the court sits with nautical assessors, 
who give their advice on any technical points of navigation arising. Here 
also the partisan element is eliminated, but in such instances the court is 
not bound to accept the assessor’s opinion. He is there to inform, not to 
decide. 

Upon the whole, I am disposed to think that it is in some form of consul- 
tative capacity that the abilities of the expert mind are best utilized in the 
public service. The faculty of practical judgment is not always to be found 
in conjunction with scientific learning. The art of judgment is itself an art. 
The judge, the statesman and the business man may often be better able than 
the expert to reach a wise solution of a practical problem, even though it does 
involve technical matters, but it is essential that the requisite technical 
assistance should be at his disposal in the study of his problem. 

So far I have been dealing with some of the characteristics of what I may 
call the professional mind in general. I propose now to consider some of the 
mental phenomena exhibited by the practitioners of the three learned pro- 
fessions, so-called because they possess pre-eminently the character of intel- 
lectual pursuits. These three traditional professions, however, as the American 
Bar Association Journal reminds us, “ connote something more than mere 
learning joined to a special vocation. They have brought with them from the 
past an aura of devotion to the service of others, a sense of individual respon- 
sibility, a consciousness of a public function. These ethical implications of 
professional learning may have been reinforced by the times when so much of 
learning was confined to churchmen. At any rate, they exist in the case of 
the theologians, doctors and lawyers, and they thus give to their activities a 
special significance ". Sir Walter Scott puts into the mouth of his inimitable 
Antiquary the pregnant aphorism that “ the clergy live by our sins, the medical 
faculty by our diseases and the law gentry by our misfortunes ". It is odd 
to think that the main object in each case of the clergyman, the doctor and the 
lawyer is to combat the very thing which is the cause of his existence. But I 
think Jonathan Oldbuck took too pathological a view of the activities of the 
three great professions. The clergyman is not always in the confessional, the 
doctor by the bedside, or the lawyer in the courts. 

The legal mind is the type of professional mind with which I am naturally 
most familiar. There is probably no professional type which throughout the 
ages has been more consistently the subject of depreciatory comment, not all 
of it unjustified. The main attack has always been that the practice of the 
law has a warping effect upon the moral nature of its practitioners. The 
advocate is supposed to be perpetually engaged in distorting the truth, in his 
efforts to make the worse appear the better reason. “ How," asks your 
neighbour at dinner, “ can a man be honest who defends a criminal whom he 
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knows to be guilty ? " ‘It is scarcely necessary to say," remarks Walter 
Bagehot, "that professional advocacy is unfavourable to the philosophical 
investigation of truth; a more battered commonplace cannot be found 
anywhere. To catch at whatever turns up in favour of your own case; to 
be obviously blind to everything which tells in favour of the case of your 
adversary ; to imply doubts as to principles which it is not expedient to deny ; 
to suggest with delicate indirectness the conclusive arguments in favour of 
principles which it is not wise directly to affirm—these, and such as these, are 
the arts of the advocate ". It is not an engaging picture. But is it a true 
one? I can only say, speaking from a long experience, that the conception 
of the advocate as a kind of artful dodger who makes his living by stupefying 
his conscience is utterly remote from the truth. I would even venture to sav 
that the lawyer encounters no more problems of moral conduct in his daily 
professional life than do the practitioners of any other art or business—perhaps 
fewer, for there is no profession which has a higher, a better recognized or a more 
rigidly enforced standard of honour. But I am not going to re-open to-day 
this time-worn controversy. The arguments on both sides are familiar and 
threadbare. I would onlv point out that the great bulk of the legal work of 
the country is administrative and non-contentious, requiring for its successful 
performance no perverse intellectual sublety, but just the ordinary workaday 
virtues of industry and honesty ; while, as for the contentious work of the Law 
Courts, I can assure you that an advocate who worked to Mr. Bagehot's pattern 
would never win the esteem either of his brethren or of the bench, and certainly 
would not attain to any eminence in his profession. But while I am satisfied 
that the practice of the law has no deteriorating effect on the moral character, 
I am not blind to the elements of truth in the popular caricature. The pro- 
fession 1s one which undoubtedly tends to foster certain intellectual habits, 
which, when they become exaggerated, are not admirable. The business of 
the lawyer is pre-eminently with words, not with things, and preoccupation 
with words has its dangers. “ Words," says Hobbes, ‘‘ are wise men's counters ; 
they do but reckon by them ; but they are the money of fools". It is not a 
good thing to consider arguments from the point of view of how they can be 
stated rather than from the point of view of whether they are sound or not. 
There is a danger even in logic in human affairs. The practical problems of 
humanity are not solved by syllogisms or by neatly framed codes. I think 
there is a proneness in the legal mind to prefer formulas to facts and to place 
too much reliance on the power of words. It is perhaps this failing which 
led a wit to describe the legal mind as delighting chiefly “in illustrating 
the obvious, explaining the self-evident and expatiating on the commonplace ”’. 

It is sometimes said that the lawyer's experience of life is apt to make him 
cvnical. Let me give you the answer which Sir Walter Scott puts in the mouth 
of Counsellor Pleydell: “It is the part of our profession," says that eminent 
practitioner, " that we seldom see the best side of human nature. People 
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come to us with every selfish feeling newly pointed and grinded; they turn 
down the very caulkers of their animosities and prejudices, as smiths do with 
horses’ shoes in a white frost. Many a man has come to my garret yonder 
that I have at first longed to pitch out at the window, and yet, at length, have 
discovered that he was only doing as I might have done in his case, being very 
angry, and of course very unreasonable. I have now satisfied myself that 1f 
our profession sees more of human folly and human roguery than others, it is 
because we witness them acting in that channel in which they can most freely 
vent themselves. In civilized society, law is the chimney through which all 
that smoke discharges itself that used to circulate through the whole house 
and put everyone's eyes out—no wonder that the vent itself should sometimes 
get a little sooty ". Iam content with my brother advocate's defence. 

Then, another defect commonly attributed to the legal mind is that it is 
unduly critical. The lawyer's training is certainly apt to make him look for 
the weak points rather than the strong points of any proposition submitted 
to him. This critical habit is a useful quality in its proper place, but it often 
handicaps the lawyer in dealing with constructive proposals, where success 
can be attained only by disregarding risks. And so lawyers are not tempera- 
mentally well fitted for leadership either in politics or in business, in both of 
which spheres an adventurous spirit is essential. They may be admirable in 
deliberation ; they are not so useful in action. In the state and in society the 
most useful function of the legal mind lies in the orderly and just regulation 
of human relations. The promotion of justice and order is surely a sufficiently 
important public service to satisfy any ambition. But I am forgetting the 
maxim of the law that no man should be a judge in his own cause, and so I will 
leave the legal profession to your better judgment, with a parting quotation 
from a great statesman who happily blends his praise with a discerning 
qualification: “‘ The law," says Burke, “is, in my opinion, one of the first 
and noblest of human sciences ; a science which does more to quicken and 
invigorate the understanding than all the other kinds of learning put together ; 
but it is not apt, except in persons very happily born, to open and to liberalize 
the mind exactly in the same proportion ". There I must leave it. 

That mordant critic of our universities, Mr. Abraham Flexner, declares 
that ‘ medicine and law are professions essentially intellectual and learned in 
character, and requiring for their cultivation the traditions, resources, facilities 
and contacts which exist within a university and nowhere else". I agree that 
the two professions have this feature in common, but the resemblance does not 
go much further. It seems to me that the outlook of the physician upon life 
must necessarily be widely different from that of the lawyer, for his service 
to humanity is of an altogether different order. According to the Statute 
of Henry VIII confirming the Letters Patent which established the Royal 
College of Physicians in 1518, none were to '' be suffered to exercise and practise 
physic but only those persons that be profound, sad and discreet, groundedly 
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learned and deeply studied in physic’’. I am glad that my own profession is 
not required to live up to so exacting a standard. 

Sir Wilfred Grenfell tells us that in Labrador the Eskimos called him by a 
name which means “ the man that has to do with pain". The effect on the 
mind of constant contact with human suffering cannot but be profound. The 
relation between a patient and his medical adviser has an intimacy which does 
not subsist between a client and his legal adviser, and it is a relation which 
makes a call upon the emotions as well as upon the intellect. So far as the 
medical man is engaged in study and research he is a man of science, and may 
be expected to exhibit in this connection the mental qualities of accurate 
observation and induction which we associate with all men of science. But 
in the region of professional practice calls are made upon him of a very special 
nature. There is no exact science of therapeutics, and its practice must be 
largely empirical. It has to deal not only with the body of the patient, which 
can be the subject of more or less accurate investigation, but also with his 
mind—a much subtler business. Diagnosis requires not only knowledge, but 
reasoning power and often imagination as well. Personality counts for a 
great deal, and the mere presence of a trusted medical adviser may be thera- 
peutic by reason of the confidence he inspires. ‘‘ Officium medici est confor- 
tatio animi," says Petronius. The demand thus constantly made upon the 
whole physical, mental and emotional resources of the medical practitioner 
creates a special type of character. This is exemplified in the highest degree 
in whose who, like the members of this Association, have to minister to minds 
diseased, for in this region of practice psychological factors necessarily 
predominate. Moreover, the exacting nature of the doctor's work and its 
irregular hours tend to cut him off to some extent from ordinary social life. 
He can seldom take part in public work. When Apollo offered to confer all 
his accomplishments on Iapis as a reward for his having cured Æneas, the aged 
physician, we are told, chose rather the virtues of herbs and the practice of 
healing and to exercise unfamed the silent arts. And it was Dr. Johnson who 
said that the physician's part lies hid in domestic privacy and silent duties, and 
silent excellences are soon forgotten. No one probably has a wider knowledge 
of human nature than the doctor, but it is a specialized knowledge. Can it 
be said then that there is a distinct medical type of professional mind? I 
think there is, but it is not easy to put into words. The róle which the doctor 
is required to play must react on his mental and moral make-up. I do not 
believe that his constant contact with suffering renders him callous, but he 
must acquire a certain calmness in the presence of the emergencies and 
tragedies of life which is apt to be mistaken for unconcern. His natural 
sympathies must be under control if he is to perform his work adequately. 
The very confidence which is reposed in him and the immunity from publicity 
which he enjoys may tend to make him professionally oracular. The tradition 
of spells and incantations dies hard, and prescriptions are still made up in 
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hieroglyphics. On the other hand, the unselfishness and devotion to duty 
which are the very hall-mark of the profession far outweigh any of the foibles 
which may be laid to its charge. It is perhaps in the medical man that the 
professional mind finds its finest flower. At any rate I envy the physician 
the epithet which is peculiarly his own and which gratitude and affection have 
bestowed on him, the epithet “ beloved’’. I have never heard of a beloved 
barrister or a beloved solicitor. 

Let me leave this, in the circumstances, rather embarrassing topic and turn 
to one other manifestation of the professional mind; I mean the clerical 
mind—perhaps the most distinctive type of all. By his profession the clergyman 
is in a peculiar degree removed from the rest of the world. Indeed it is of the 
essence of his vocation that he should be unworldly. He is called upon to 
dedicate himself to his work by vows which require of him a manner of life 
distinct from that of his fellow citizens. The standards of conduct applied 
to him are more exacting than those applied to others. He must exhibit a 
walk and conversation becoming his high calling. Intellectually, too, he is 
set apart. By his profession he has circumscribed his freedom, for he has 
pledged himself to certain beliefs which he cannot question if he is to remain 
in his profession. The Church requires of her servants a conformity both 
ethical and intellectual, such as no other vocation demands. It is no discredit 
to a lawyer or a doctor to enter his profession from motives of personal ambition, 
but we feel it to be wrong for anyone to enter the Church unless he has a distinct 
call to her service. Yet the Church, too, is a profession, and clergymen are 
professional men, and the practice of his profession undoubtedly induces in 
the clergyman certain professional ways of looking at things, certain habits of 
mind, just as does the practice of other professions. The sanctity of hiscalling, 
while ennobling his aspirations, is not without its attendant perils. The intellec- 
tual dangers are dogmatism with its ugly companions, intolerance and 
persecution, and casuistry with its accompanying lack of candour.  Clericalism 
and sacerdotalism are not attractive things. The corruption of the best is 
the worst. On the other side of the account we have to place the long record 
of saintly lives and noble characters which the annals of the Church contain. 
In this material world, often so sordid and so ugly, the profession whose calling 
requires its members to inculcate whatsoever things are true, whatsoever 
things are honest, whatsoever things are just, whatsoever things are pure, 
whatsoever things are lovely, whatsoever things are of good report, renders 
an inestimable service, and those who consecrate themselves to such a task 
cannot but themselves acquire virtue from their labours. 

It would be interesting to discuss the effects of other callings on their 
practitioners, and to analyse the special mental characteristics displayed bv 
the teacher, the accountant, the politician and so forth. But I have done 
enough to make my point, which is only an instance of the general rule that 
specialization of function necessarilv produces specialization of the organ 
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charged with that function, or, in simpler terms, that the instrument adapts 
itself to its work. It must be the daily experience of those whom I am address- 
ing to encounter the distinctive mental features of the different types of 
patients with whom they have to deal. They are worth studying, for treatment 
must be accommodated to the psychology as well as to the physique of the 
patient. But it was not the pathology of the professional mind which I set 
out to discuss. Such a topic, even if it were appropriate for a popular lecture, 
lies far beyond my competence. Rather I have sought to gather together 
and present to you a few of the impressions which have been left on my own 
mind by other minds, engaged in my own or in other occupations. The 
observation of one’s fellow men in thought and im action will always be the 
most fascinating of studies. Doubtless we each find our most acute critics 
among the members of our own profession, but equally it is in our own profes- 
sion that we find the loyalty and comradeship which spring from interests, 
anxieties and successes shared in common. I may fittingly conclude with the 
memorable words of Bacon: "I hold every man a debtor to his profession ; 
from the which as men of course do seek to receive countenance and profit, so 
ought they of duty to endeavour themselves by way of amends to be a help 
and ornament thereunto.” 
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ANXIETY: ITS NATURE AND TREATMENT. 


By Henry Harris, M.D., D.P.M., 
Assistant Medical Officer, Banstead Mental Hospital. 


In the psychological field, the two significant streams of thought are the 
Pavlovian and the Freudian, the physiological approach of Leningrad and 
the psycho-analytic approach of Vienna. It will be suggested here that they 
are not divergent streams as is often thought, but convergent, and that in 
the impact between them lies the more immediate future of psychology. 

This essay is the result of that impact-in the mind of the author, and is 
frankly speculative and provocative rather than definitive. It seeks to present 
a survey and synthetic philosophy of the problems of anxiety and its treatment 
in the light of Freudian and Pavlovian trends; it also owes a considerable 
amount to Kempf. 

To save the reader’s time, it has been very closely written and is almost a 
précis. This has necessitated the shorthand of technical jargon. To some 
extent this has been countered by the chaptering and paragraphing. There is 
also an apparent dogmatism which certainly does not exist in the author's 
mind ; no one is more conscious of obvious lacune and inconsistencies. 


PART I. 
The Nature of Anxiety. 
THE Four Moops. 


The psychiatrist—consultant or institutional—is concerned predominantly 
with four affective states or moods: anxiety, elation, depression and apathy. 
In this paper I propose to make some speculations as to the nature of anxiety 
and its relationship to the other affective states. Finally I propose to say 
something about its treatment, both symptomatic and radical. 

Briefly I would suggest that anxiety—in its physical and mental aspects— 
is a reaction to the unsolved conflict which results from inadequacy of any 
kind. 

Elation is the reaction to solved conflict. As the psychiatrist sees it, the 
elation is usually a pathological one in which the solution—an hallucinatory 
or delusional one—is purchased at the cost of sanity. 

Depression is the reaction to unsolvable conflict, either temporarily or 
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permanently so. The obstacle to a solution may be external, or may lie in the 
“unconscious '' mind. 

Apathy is a reaction more difficult to understand and to evaluate. Ten- 
tatively I will suggest that apathy follows the completest solution of conflict, the 
completest gratification of a response. The “ apathy ” of the psychiatrist is, 
however, not quite the same thing. I would suggest that this is a reaction in 
which every minor physiological impulse or desire is gratified the moment it 
arises, so that little or no tension is allowed to accumulate. The immediate 
gratification of part impulses prevents tension, and, with it, conflict and anxiety. 
Such a degree of apathy will, as a rule, be followed by mental deterioration. 

We see then that each of these four moods can be considered in terms of 
conflict. 


THE ENERGIC BASIS OF CONFLICT. 


Conflict is the result of a clash of instinctive responses—or groups of 
instinctive responses—all competing for a ‘‘final motor path’’. Or the clash 
may be between one response and the total organism, that being of course 
the sum total of all instinctive responses. 

In such a clash certain responses are inevitably unsuccessful, and therefore. 
inhibited ; and such an inhibition brings with it a rise of tension. 


THE ENERGIC BASIS OF RESPONSES. 


I would suggest that the energy for these responses is derived ultimately 
from the various metabolic and tissue tensions, and more directly from tensions 
in the unstriped muscle of viscera and blood-vessels, and that these provide 
the dynamic force which is converted, probably and usually by the autonomic-. 
endocrine system, into the various instinctive responses. 

There is no experimental evidence for Kempf’s assumption that the auto-. 
nomic system may be a primary source of energy, and indeed Cannon has. 
recently produced evidence which seems to weaken the assumption. He 
disconnected the sympathetic or thoracico-lumbar component of the autonomic 
system from the cerebro-spinal system in cats, or rather from the central 
basal ganglia, which seem to constitute an autonomic centre in the brain.. 
This he did by removing in sections both sympathetic chains from the superior 
cervical to the pelvic ganglia. He found that the cats did not die; nor did 
muscular activity, growth, the cestrous cycle, reproduction, lactation or blood- 
pressure seem permanently affected. The animals, however, were unable to 
react adequately to fear, rage, pain, cold or oxygen-hunger. Absence of the 
thoracico-lumbar component of the autonomic deprived the cat of the ability 
to react to sudden emergency changes in the environment, but it was still able. 
to react to a slower tempo and in a sheltered milieu. 
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It should be noted, however, that Cannon did not disconnect the para- 
sympathetic component of the autonomic. His experiments suggest definitely 
that the autonomic system is an intermediary between metabolic and visceral 
tensions and activities on the one hand and the cerebro-spinal system on the 
other, but though an extremely important one, apparently not indispensable, 
at any rate so far as its thoracico-lumbar component is concerned. 

It seems advisable to modify Kempf's suggestion and to go a little further 
back for the ultimate source of instinctive energy—to tissue and visceral 
tensions which influence the autonomic system and are reciprocally influenced 
by that system. 

If we accept the suggestion that visceral, vasomotor and metabolic tensions 
are the ultimate source of energy, then the autonomic-endocrine link may be 
considered as a biological reservoir with a thermostat-like action which tends 
to maintain the sum of metabolic tensions within certain limits, so that it 
neither rises nor falls beyond these limits. Any undue rise of tension normallv 
activates the cerebro-spinal discharge-system in such a way as to modify the 
internal and external factors that have determined the primary metabolic 
tensions ; although in certain instances, and especially where the cerebro-spinal 
system becomes for some reason ineffective, the autonomic-endocrine link mav 
act as its own discharge-system. Whether an undue fall of tension has any 
action on the cerebro-spinal system or on metabolism—to complete the 
thermostat analogy—one cannot say. 

Although energy is derived ultimately from the metabolic source, there is a 
reciprocal and reversible reaction between tissue metabolism, autonomic- 
endocrine tension and cerebro-spinal activities ; and the autonomic-endocrine 
link co-ordinates the slower tempo of metabolism with the faster tempo of the 
cerebro-spinal system, the immediacy of one with the lag of the other. 

The channels through which one system will influence another are frankly 
problematical, and I cannot profess to discuss them here. Metabolism may 
influence the autonomic system by influencing unstriped muscle whose muscular 
tension activates afferent fibres of the autonomic system, or there may be a 
direct action via the blood-stream on autonomic nervous centres in the pons, 
as occurs for instance with CO, in the regulation of respiration, and possibly 
with food and sex hungers. The autonomic may, in return, influence meta- 
bolism through its motor rami activating unstriped muscle, or through its 
action on blood-vessels. 

The autonomic system may act on the cerebro-spinal in two ways: either 
directly via the basal ganglia, or possibly indirectly via the vaso-motor svstem 
or the blood-stream, in this way influencing the susceptibility of the nerve-cell 
to stimuli. In the first instance it stimulates or inhibits the cerebro-spinal 
nervous system ; in the second instance it makes it more or less sensitive to 
= stimulation. 

That the autonomic system may influence the cerebro-spinal system in the 
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first way mentioned is strongly suggested by experimental evidence produced 
by Hess, which suggests that sleep is a parasympathetic or vagal reflex acting 
via a centre in the basal ganglia and inhibiting cortical activities. 

Karplus and Kreidl had previously suggested that nerve centres for the 
autonomic system were to be found in the hypothalamus ; and later work, 
including that by Economo on encephalitis lethargica, has tended to confirm 
this. | 

Pavlov has also quite recently suggested—as a result of work carried out 
by his assistants Rikman, Conradi and Soloveychik—that the activity of the 
cortex is definitely influenced by the excitability of the subcortical centres. 

The cerebro-spinal system influences both other systems indirectly by 
adaptive responses which can be considered as of two types: responses “ to "' 
or “ away from ’’, responses of ‘‘ approach ” or of “ withdrawal ”’. 

Autonomic tension keeps the cerebro-spinal system taut and ready to 
respond immediately in these two characteristic adaptive reactions ; in the 
gratification of sexual and other appetites and in “ fight ” or “ flight ’’. Should 
the tension become very great because cerebro-spinal activity has been 
obstructed, and is unable to discharge it in adaptive activities of some kind, 
then the autonomic system becomes its own discharge-system. Instead of a 
specific adaptive cerebro-spinal response, there is a diffused, generalized, 
non-adaptive or not immediately adaptive mass-response, an overflowing of 
tension from one or more autonomic segments into many. It is with these 
diffused responses that what are known as emotional responses are most 
intimately associated, and of these anxiety is one of the first to demand 
consideration. 

One might ask whether metabolism can directly influence the cerebro- 
spinal system without the intermediacy of the autonomic-endocrine link. 
Cannon's experiments have suggested that this is possible. It must, how- 
ever, be remembered that in his experiments the parasympathetic system was 
left intact, and that where there is a dual control in the human mechanism, 
one usually finds that either component has considerable powers of compen- 
sation, and may be able to carry on the control single-handed. 

It is, however, conceivable that a direct action of metabolism on the 
cerebro-spinal system may occur via the blood-stream, as has been instanced 
previously in the case of the action of CO, on the pons in the regulation of 
respiration. 


THE IMMEDIATE RESULTS OF CONFLICT. 


Where clash and conflict occur there is inevitably, as we have suggested, 
inhibition of one or more responses, and with it a rising tension in the viscera 
whose responses are being inhibited. 

Conflict spells visceral and metabolic hypertension. Hypertension will at 
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a certain point compel its own discharge, and the bound-up energy will flow 
along one or more of at least three channels. 

Most normally, rising tension will activate the cerebro-spinal system on its 
motor side and allow the energy to discharge itself into the “ final motor path ”’; 
a response which is specific and effective, and might be called the ‘‘ direct 
somatic response”. This has its positive and negative aspects; there is 
stimulation of certain reflexes with a “reciprocal inhibition” of their 
antagonistic reflexes. Failing this response, two possibilities are left. 

Secondly the energy may diffuse longitudinally through the autonomic 
system ; there it may reinforce local cerebro-spinal segments and be discharged 
on its motor side. This may be termed the “indirect somatic response ”’ 

Both of these responses are adaptive, and more or less immediate. There is 
a third non-adaptive, more mediate response. 


A “ Br-DIMENSIONAL " THEORY OF MOOD. 


The third response is a frustrated, non-adaptive, viscero-thalamic one. 
Visceral hypertension, blocked on the motor side, flows in a cortical direction 
to constitute a mood, or affective-emotional state, which may be considered 
empirically to have two components. 

First of these is an unspecific affective element. This may be expressed 
in terms of pleasure and pain, and I am suggesting that it is a function of the 
tension in organs subserving instinctive activities, and that it is related to the 
degree of tension, and more especially to its rate of rise and fall. In anxietv 
the tension is a rising one ; in elation the tension is falling ; in apathy it is low, 
and is repeatedly being discharged; in depression it is extremely and 
continuously high and amounts to a sort of spasm. 

The second component is a specific emotional element. This is a function 
of the particular organ involved, which gives characteristic colouring or 
“local sign ” to the response. The anxiety of gastric or intestinal uneasiness, 
for example, is not the same as that resultant from sexual tension. The 
affective element—being related to the degree of tension—may be similar in 
each ; the differentia is the emotional element, which is due to the particular 
viscus or instinctive mechanism under tension. 

Incidentally one may note that in depression the affective component of 
displeasure is so great that it swamps the more specific emotional component, 
which is due to a specific organ-tension. That is to say, the first component, 
which is more or less quantitative, swamps the second, which is more or less 
qualitative ; and so, when instincts are obstructed, the resultant depressions 
are less easily to be differentiated than the corresponding anxieties. 

We may note one or two points. In the first instance we are shirking the 
allimportant link between emotion and thought (the reactions possibly 
between thalamus and cortex). This link is assumed, and its nature not 
considered, otherwise the problem would be too difficult. 
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One other point. The “ bi-dimensional’’ theory of mood suggests that 
emotions or moods are the results of changes in tension, and not the causes 
of such changes; they are not the driving force behind responses, but 
are the result of some interference with responses; they are the result 
of obstruction or of relief from obstruction. They are therefore non-adaptive, 
although they may follow immediately in the wake of adaptive activities or may 
precede and indirectly help to induce adaptive activities. 


THE NATURE OF ANXIETY. 


To summarize, visceral hypertension, once it rises above a certain thres- 
hold, tends to discharge itself in the “ direct somatic response ". When this 
outlet is barred it overflows in at least two other directions. First it may 
overflow longitudinally into other segments where it will reinforce other 
autonomic tensions, and may induce other corresponding cerebro-spinal 
responses. This constitutes the “ indirect somatic response’’. Secondly, it 
may flow cortically to form a “ viscero-cortical’’ or '' viscero-thalamic ” 
response. 

Anxiety then consists of— 

(a) An indirect somatic response of some kind, plus— 
(b) A viscero-cortical response or affective-emotional state. 

Between (a) and (b) there is an inverse ratio. Where (a) completely replaces 
(b) we get what we may term an anxiety-equivalent. In so far as motor or 
other reactions discharge energy and provide gratification, (b) is decreased as 
the result of a draining of energy from it, and where such motor responses 
are sufficient they will constitute a complete anxiety-equivalent. 


DIFFERENT REACTIONS TO ANXIETY. 


Again it is a clinical, and obvious, fact that different people react in charac- 
teristic ways to anxiety. In some it is accompanied by diarrhoea ; in others 
by vomiting, tremor, palpitation, tachycardia, syncope, frequency of micturi- 
tion, blanching, blushing, asthma, and so on. Why is this so ? 

It may be that organs (or segments) which are inferior to begin with 
remain in a more or less chronic condition of mild hypertension because of 
their comparative inadequacy. They are therefore more sensitive ; and energy 
diffusing from a completely inhibited segment picks them out all the more 
easily. Or it may be that these responses for some reason or another have 
been specially associated with early feelings of anxiety, and have so become 
conditioned to the anxiety response. 

Probably both factors are at work. Anxiety—due to inhibition of one 
segment—will find out the weakest of the other segments, and these by a 
conditioning process will tend to react habitually. 
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THE CAUSES OF ANXIETY. 


In the light of these assumptions anything inducing or increasing tensions 
that cannot be directly gratified—and must therefore be inhibited—will act 
as a cause of anxiety. 

Anxiety involves two elements, first an inferiority of some kind, innate or 
acquired, which predisposes to conflict, but does not actually cause it ; secondly 
a situation which emphasizes this inferiority by making demands of the inferior 
organ. The inferiority is the predisposing condition; the situation, the 
exciting cause. With a situation of sufficient urgency even a normal organ 
may be relatively inferior. 

These two elements determine the actual visceral tension. Another factor 
intervenes before anxiety becomes manifest, and that is the anxiety-tolerance 
of the individual. The inherent make-up of some individuals seems to enable 
them to tolerate a greater degree of tension before conscious anxiety becomes 
manifest. 

Inferiorities may therefore be innate or acquired, and may be classified 
for convenience as biological, psychological or social, according to the aspect 
most in evidence. 

Biological inferiorities may be structural or metabolic, hereditary or due 
to trauma or disease. Psychological inferiorities are usually the result of one's 
attitude to one's instincts, and that of course is the result of one's training. 
Àn abnormal attitude to any instinct will prevent it working in harmony with 
the other instincts, and the resulting conflict is primarily intrapsychic, secon- 
darily extrapsychic or social. Social inferiorities result generally from wrong 
or unusual attitudes towards society—again the result of training. Unusual 
shyness, unusual rebelliousness or unusual originality, for example, are attitudes 
which almost inevitably ask for conflict. 


How ANXIETY EXPRESSES ITSELF. 


We have speculated on the nature of anxiety, and have suggested that it 
derives from the tension of inhibited segmental and metabolic activities which 
cannot discharge itself directly, but instead discharges into either or both of 
two indirect paths. We may now consider in further detail how this local 
tension is converted into more generalized anxiety symptoms. 

Inhibition of instinctive responses is of course a normal, continuous and 
inevitable process in civilized society. Some degree of anxiety and some degree 
of unsolved conflict is inevitable and indispensable in life, and in the evolutionary 
process. Only when anxiety is chronic, only when it has repeatedly failed to 
induce adaptive activities and has set into play certain irreversible psycho- 
neurotic and psychotic reactions can we call it definitely abnormal. 

Chronic anxiety is the essential nidus of psychoneurotic and psychotic 
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reactions. It is always the beginning, and sometimes the middle and end, of 
such reactions. It bears, no doubt, some degree of causal relationship to 
many diseases that are organic, and influences and determines the premorbid 
functional stage of many of them ; but that cannot be discussed here. 

In the course of such reactions the two components of the total anxiety 
response (a and b) may change their relative values as we have already suggested. 
The indirect somatic response may partly or completely replace the affective- 
emotional response.  Anxieties may be replaced by anxiety-equivalents, 
that is to say by motor or other responses in other segments, or by certain 
defence mechanisms which involve the entire organism. 

Freedom from anxiety is purchased at the cost of a more or less disabling 
symptom. But usually—and especially in the psychoneuroses—anxiety looms 
near, and is never absent for long. 


THE PSYCHONEUROSES. 


The psychoneuroses especially can be considered as anxiety-equivalents. 
Anxiety is here shelved, but not solved, and may return at any moment, 
except in the anxiety neurosis proper, where anxiety remains unchanged in its 
pure state. 

The psychoses, on the other hand, are more closely associated with the other 
moods—elation, depression and apathy. By the time a psychosis has set in, 
anxiety has largely given way to one or other of these moods. Anxiety precedes 
a psychosis; it may also be superimposed on it as a secondary phenomenon ; 
it may complicate the psychosis, but is not its characteristic feature. "Whereas 
the psychoneuroses are anxiety-equivalents, the psychoses may be considered 
as anxiety sequele, and are associated with the moods into which chronic 
anxiety tends to merge. 

Four psychoneurotic reactions can conveniently be considered—the anxiety, 
the hysterical, the compulsive-obsessional, and the hypochondriacal reactions. 
Anxiety predominates in the first, and is either continuous or recurrent and 
paroxysmal. In the hysterical reaction relief from anxiety is purchased at the 
cost of a symptom which is based on one or more of the physical concomitants 
of anxiety or on certain primitive defence-patterns. In the compulsive- 
obsessional reaction, freedom from anxiety is being repeatedly purchased at 
the cost of the compulsive act. The emotional state is unstable, and alternates 
between anxiety on the one hand and comparative relief, once the conditioned 
compulsion has been carried out. In certain cases, when the compulsive act 
is anti-social, a secondary anxiety may be superimposed. In the hypochon- 
driacal reaction, freedom from acute anxiety is purchased at the cost of a 
continuous and crippling preoccupation with one or other organ. This is a 
difficult reaction to understand and explain, and in some respects may be 
intermediate between the anxiety reaction and the hysterical reaction. 
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In the first reaction, anxiety is frank, although not always referred to the 
stimulus actually causing it. In the other three reactions anxiety is shelved 
more or less successfully. 


THE ANXIETY REACTION. 


Under this heading we may consider at least three possibilities. The first 
is a generalized reaction of anxiety to almost any nocuous—i.e., tension-raising 
—stimulus ; the other two are conditioned reactions to specific stimuli. 

In the first instance we have the chronic sufferer from anxiety, in whom 
instinctive tension is continuously high and conflict ever imminent. There is 
a state of continuous subconflict, and as a result, a lessened anxiety-tolerance, 
a lessened ability to stand extra tension, a greater sensitivity to small doses of 
anxiety-producing stimuli. Ultimately in such an individual, biological ruts 
are formed in whatever apparatus is concerned with anxiety. 

This simplest form of anxiety reaction we might term the anxiety neurosis 
proper. It is suggested that it is due to an irradiation of energy from one or 
more over-tense and inadequate segments or viscera to the entire organism, 
and that it is a non-specific reaction which may occur with almost any un- 
pleasant stimulus. This irradiation is often the result of an innate inferiority 
of some kind with its sense of inadequacy. 

A second possibility is where anxiety has become conditioned in the 
Pavlovian manner to a specific object, or to symbols or situations associated 
with such an object, such objects, symbols or situations having become the 
conditioned inhibitors of certain responses. These symbols or situations can, 
of course, be regarded, as the Gestaltists have pointed out, as configurations of 
stimuli of varying complexity. 

Such anxiety-conditioned objects—or their associated symbols or situations 
—will be avoided and feared because they precipitate the anxiety attack, and 
the fear of such objects, symbols or situations constitutes a phobia. The 
phobia is a defence against intolerable anxiety; in itself a mild tolerable 
anxiety, it protects against an acute intolerable anxiety. So long as the object 
can be avoided, so long is there relief from acute anxiety. 

The compulsive-obsessional reaction is a conditioned—occasionally symbolic 
— device to avoid such an object ; or failing that, to annul its effects. It is a 
device to reinforce or replace a phobia, but its aim is not usually apparent to 
the patient. Just as the phobia acts as a defence against an acute anxiety, 
so the compulsion may be an additional delenee against the comparatively 
mild anxiety of the phobia. 

A third possibility may occur as a development of the first, ie., of the 
, anxiety neurosis proper. 

As I have suggested, in different people a different segment or viscus 
may predominate in the anxiety response, due either to innate inferiority of 
that segment or to a “ conditioning ” of that segmental response, or to both. 
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In some cases the emphasis will be displaced from the original anxiety-con- 
ditioned stimulus to one or other of the somatic symptoms of anxiety— gastric, 
cardiac or otherwise. The anxiety is referred, not to the stimulus, but to a 
visceral symptom of anxiety. 

And so a vicious circle is set up. Anxiety begets a particular visceral 
symptom among other motor, sensory or visceral symptoms. This visceral 
component of anxiety is conditioned to the entire anxiety response and tends 
to maintain it. The intolerable fear of the original object is replaced by the 
more easily borne preoccupation with the visceral symptom. And also a 
considerable amount of the energy which is determining tension and anxiety is 
released in the accentuation of visceral activity. This reaction is often termed 
—somewhat inaptly—an anxiety hysteria. As it lacks Janet's '' belle indif- 
férence ", an important clinical criterion of hysteria, it is better to include it 
among the anxiety responses. 

From anxiety hysteria energy may diverge in either of two directions. 
When all the energy determining tension is released in visceral or other activity 
and there is little or no anxiety, we have a conversion or true hysteria. 

In certain individuals we get, along with an emphasis of visceral response, 
not so much anxiety as preoccupation, or an increase of ideational activity. 
This, I suggest, constitutes a hypochondriacal response. The relationship 
between an affective-emotional state like anxiety and ideational activity is a 
problem too complex to be discussed here. Hypochondria is a definite type of 
response, and one which may be superimposed on another neurosis, as for 
instance an anxiety state, or on a psychosis, as for instance a depression. 

While in hysteria the anxiety-substitute tends to take the form of a visceral 
or motor reaction, in hypochondria the anxiety-substitute takes the form of a 
preoccupation with paresthesie. 

Incidentally in the various neurotic responses there is a varying degree of 
specificity in both stimulus and response. In the anxiety neurosis proper, 
both stimulus and response are non-specific and generalized; in the phobia 
the stimulus becomes more specific, the response remains a generalized one. 
In the obsessional neurosis, stimulus and response are specific. In anxiety 
hysteria the response has become specific, as also in hypochondria and in 
hysteria. 


THE HYSTERICAL REACTION. 


In the hysterical reaction relief from anxiety is purchased at the cost of a 
symptom. There is a complete displacement of interest from the source of 
anxiety to the symptoms of anxiety, or to certain primitive defence-patterns 
which—for reasons to be mentioned shortly—we may consider as anxiety- 
equivalents. 

Energy which in the anxiety responses discharges itself only partially and 
diffusely, here tends to canalize itself definitely along certain paths, visceral, 
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motor or sensory. It is a further step along the lines of an anxiety hysteria, 
made by decreasing the anxiety (or “ viscero-thalamic " component) and 
increasing the visceral (or other “ indirect somatic ’’) component. 

Clinically, hysteria is usually characterized by— 

(a) À symptom, motor, visceral or sensory, or a pattern of such 
“indirect somatic ’’ symptoms. 

(b) A dissociation of this symptom or symptom-pattern from the 
rest of the personality, even to the extent of its constituting a separate 
personality. 

(c) The “ belle indifférence " of Janet, an inevitable result of this 
dissociation, and an indication of the attitude of the total organism to its 
dissociated component. 

Visceral symptoms occur in the weaker, more irritable, more sensitive 
organs which accept the canalization. Sensory symptoms may be referred 
from the visceral tensions, and may contribute to the hyponoic reaction 
which we are shortly to discuss. 

Motor symptoms often become integrated—as Kretschmer points out— 
into certain primitive defence-patterns, which represent the responses, not of 
one segment, but of many segments. They are the summation of the more 
primitive segmental impulses of the individual. Although they temporarily 
take over control of the organism, one cannot consider them as “ total” 
reactions. They interrupt and supersede higher activities, but do not act 
with them. 

The result is a “ dissociation ” between the cortical integrating centres and 
the lower subcortical integrating centres. It is presumably the result of a 
failure of the cortex to inhibit subcortical activities. One might term this a 
“ molar ’’ dissociation, in contradistinction to the '' molecular " dissociation 
of the personality that one finds in schizophrenia and the schizophrenic 
dementaas. 

The defence-patterns that we have mentioned occur when instinctive 
activity is very acutely threatened ; when an important and powerful seg- 
mental activity is being inhibited. They are to be seen in animals who are in 
extreme danger, or when there is interference with sexual consummation. 
These responses are more primitive than anxiety, and as they occur in situations 
which would otherwise arouse anxiety, they may be considered as anxiety 
equivalents. 

Kretschmer considers that they express a lower order of will that comes 
into action when the will itself has been paralysed; and for this mode of 
response he suggests the term '' hypoboulic reaction ”’. 

Intimately associated with the motor hypoboulic reaction, Kretschmer 
suggests that there is a lower order of primitive thinking which dominates the 
field of consciousness when conscious directed thinking is paralysed, and this 
he terms the “ hyponoic reaction ". It has a strong resemblance to Freud's 
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hypothetical “ unconscious ", for both have access to primitive sources of 
energy and have one type of thinking in common—what Kretschmer calls 
" katathymic"" thinking, or thinking that clusters or agglutinates round 
emotional complexes or tendencies. One might even call it '' segmental "' 
thinking, from the source of energy that we would suggest.  Clinically 
Kretschmer's hyponoic reaction is exemplified in the hysterical twilight-states, 
puerilisms and pseudo-dementias. 

Kretschmer mentions two types of primitive motor reaction or hypoboulic 
response. First is the “ violent motor reaction '"", the reaction of a rat in a 
trap which moves violently and unceasingly without any conscious plan. 
It may ultimately escape by some lucky movement, and that is the ultimate 
biological purpose of the reaction. Analogous reactions in the human are the 
varieties of hysteric and hystero-epileptic fits. 7 

Another hypoboulic reaction is the “ sham death reflex ’’ of the opossum 
and other animals. Clinically analogous to this are certain cataleptic or even 
catatonic states. 

The “ protopathic’’ function of the thalamus postulated by Head and 
Rivers may well bear some relationship to both the hypoboulic and hyponoic 
reactions, the former being possibly an expression of the influence of uncon- 
trolled and disorderly thalamic function on the corpus striatum, the latter 
possibly the repercussion of such disorderly thalamic and striatal function on 
the cortex. 

Whatever the mechanism of such reactions, there seems little reason for 
doubting their existence ; and one may reasonably suppose that they may 
become conditioned to the situation which released them in the first instance. 

A word as to the mechanism of their release. Kretschmer suggests that 
there is a volitional element. Just as the knee-jerk reflex is facilitated and 
reinforced by a voluntary clenching of the hands, just as the shivering reflex of 
extreme cold and the tremor following shell-shock can be reinforced and 
maintained by conscious effort, so the primitive motor response may be 
encouraged by a diffuse volitional process of some kind, possibly by a semi- 
conscious impulse. 

An alternative is the Pavlovian explanation, which suggests that a failure 
of inhibition releases subcortical responses otherwise held in check; and 
Pavlov suggests that this mechanism occurs in hysteria and schizophrenia. 
Kinnier Wilson further suggests that this failure of inhibition may occur at 
various points; that it may be high when it occurs in transcortical neurones, 
or low when it occurs in corticifugal neurones. It is even conceivable—as 
Kinnier Wilson points out—that the failure of inhibition may be a willed 
one, i.e., that there is a voluntary de-inhibition resulting in a voluntary 
de-cerebration, in which case either the Kretschmerian theory of cortical 
facilitation or the Pavlovian theory of cortical release might be made to 
account for the fact that the psvchoneuroses aim not only at solving the 
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internal conflict, but also—and more especially in hysteria—at manipulating 
the social situation. 

The aim of the hysterical reaction is twofold : intrapsychic and extrapsychic, 
psychological and social. In the first respect it avoids anxiety, in the second 
it secures gratification of a sort by manipulating the social situation, and indeed 
may even succeed in removing the situation which provoked the hysteria. 
. Hysteria is, then, an accentuation, for social and psychological purposes, of one 
physiological component of the anxiety response, or of one type of anxiety- 
equivalent. 


THE HYPOCHONDRIACAL REACTION. 


The hypochondriacal reaction has already been discussed, along with 
anxiety hysteria, and it has been suggested that it is due to a displacement 
of attention from the intolerable stimulus to an ideational response rather 
than to the viscero-cortical response as occurs with the anxiety hysterias. 
Freedom from acute anxiety is purchased at the expense of a continuous and 
crippling preoccupation with some organ or other. 

Hypochondria might well be considered therefore as a psychoneurotic 
reaction, and like every other psychoneurosis it may be superimposed on a 
psychotic reaction. We may have a melancholic, an involutional or a para- 
noidal hypochondria ; hypochrondiacal trends are common, too, in dementia 
pracox. 

The hypochondriacal reaction is, like the other psychoneurotic reactions, 
an anxiety substitute and not a depressive state. It is, of course, found with 
depression, and notably so in the involutional hypochondrias, but it will be 
noticed that these differ from the true involutional depressions in that there 
is none of the retardation of speech and activity characteristic of the pure 
melancholias. 


THE COMPULSIVE-OBSESSIONAL REACTION. 


In this reaction, freedom from anxiety is being repeatedly purchased at 
the cost of the compulsive act. The compulsive act is a device to reinforce 
the phobia, its aim being to avoid the anxiety-conditioned object or situation, 
or failing that to annul its effects. This act may give complete immunity 
from anxiety, or there may be an alternation between the primary anxiety 
and comparative relief when the compulsion is carried out. 

Again, this relief may be clouded over by some degree of secondary anxiety, 
which is superimposed when the compulsive act happens to be antisocial or 
conflicts in some way with social custom. We then have a conflict between 
the desire and need for the compulsive act on the one hand, and the fear of 
its results on the other hand. 

We may ask what determines the nature of the compulsive act. Funda- 
mentally it seems to be a kind of exorcism against the black magic of the mind, 
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derivative possibly from the magic gestures and tricks of early childhood— 
a purposive ritual to avoid meeting anxiety-conditioned objects or situations. 

Such gestures and rituals have developed presumably as a defence against 
childish conceptions and fantasies ; and have remained as conditioned responses 
long after their initial significance has been forgotten. Their original signifi- 
cance may have been completely conscious, but it is not now so. Often these 
rituals are symbolic, and determined presumably by “ hyponoic’’ thinking. 
Clinically one often finds them to be a defence against anal-erotic or 
masturbatory trends. 

Pavlovian theory—dealing as it does with comparatively simple configu- 
rations of stimuli and with simple responses—is unable to explain the origin 
and nature of such symbolisms. Behaviourism may explain the '' conditioning ” 
of the symbolic reaction in Pavlovian terms, but it does not explain the 
symbolism itself. On this level the pursuit is more profitably taken up by 
psychological and by purely clinical methods. 


NEURASTHENIA. 


Along with the psychoneuroses we may consider the term “ neurasthenia "'. 

What is most generally termed *' neurasthenia ” is not so much a purposeful 
Psychoneurotic reaction as a secondary condition. As its essential symptom 
is an abnormally heightened fatiguability and irritability—both mental and 
motor—it might be wiser to speak of it as the “ fatigue syndrome "'. 

Its causes may be physiogenic or psychogenic. Among the former, organic 
disease of any kind usually causes a neurasthenic condition before any actual 
lesion is evident. The fatigue syndrome is then merely a pre-morbid manifes- 
tation, an early functional phase of the disorder which must occur with every 
organic lesion not due to trauma. It is an exhaustion symptom indicating 
disordered and inadequate reactive powers. 

Another common physiogenic cause is general atony, more especially of 
the cardio-vascular and muscular systems, due to insufficient fresh air or 
exercise, or to other habitual hygienic indiscretions common among the 
sedentary or the lazy. 

The essential psychogenic cause is persistent or chronic emotional conflict, 
that is to say, chronic anxiety or even depression. I suggest that it is an 
exhaustion symptom following in the wake of visceral, segmental or metabolic 
hypertension, and therefore likely to be associated with the psychoneuroses. 

Neurasthenia occurs, then, in chronic anxiety states, both primary and 
secondary. In the more severe depressions its characteristic fatiguability may 
be masked by the retardation in speech and activity, which in themselves 
may be an expression of extreme fatigue, or a defence-mechanism to minimize 
the effects of fatigue or both. 

In the milder depressions fatigue will be more evident, and may even replace 
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a mild depression, as Adolf Meyer has pointed out. Myers has stressed the 
significance of this fact in industrial psychology. 

In everyday life, too, fatigue commonly indicates unsolved or unsolvable 
conflict, and an underlying anxiety or depression. The “tired child” is 
often a child who is anxious or depressed over some unsolved or—to him— 
unsolvable conflict. The psycho-analysts attribute neurasthenia to continual 
masturbation. One must, however, distinguish the physiological ‘ sleepy '' 
fatigue following coitus or masturbation from the “ irritable’’ fatiguability 
following emotional conflict. 

Post-masturbational neurasthenia is no commoner than conflict in mastur- 
bators ; it is due to the conflict, not to the masturbation. The physiological 
limitations of the genital mechanism make excessive masturbation difficult, 
especially in men. The nearest approach to excess is found where mastur- 
bation has become a compulsive act, which is likely to occur as a defence 
against anti-social or perverse desires. 


THE PSYCHOTIC REACTIONS. 


The psychoses can be considered here only briefly. 

Anxiety which has not been solved objectively or shelved psychoneuroti- 
cally ultimately gives way to depression. In anxiety the individual has desires, 
and still hopes for their consummation ; in melancholia the individual has 
ceased to hope, but continues to desire. 

Depression may persist temporarily or permanently. In individuals of a 
certain constitutional type it may give way after a short period to a pathological 
elation, where the intolerable conflict is solved on a hallucinatory, delusional 
or hysterical basis. The maniac’s “ flight of ideas " may well be an hysterical 
“ escape from reality '' 

In individuals of another constitutional type the personality seems to 
disintegrate altogether. Depression is short-lived and little in evidence. 
Rapidly the individual passes into a state in which each impulse is gratified 
almost as it arises. No tension is allowed to arise, and apathy dominates the 
clinical picture, although, in actual practice, anxiety, depression and elation 
flash across the general background of apathy. 

Clinically one finds it convenient to differentiate three main types of func- 
tional psychotic. The first reacts by depression or elation or both ; the second 
predominantly and progressively by apathy ; the third by a blend of compen- 
satory objective action with mental activity of the more primitive hyponoic 
levels of the organism, and here the mood may range from anxiety through 
depression and elation to apathy. The first type corresponds to the manic- 
depressive or syntonic psychoses, the second to the schizophrenic psychoses, 
the third to paranoia. 

The anxiety-neurotic desires and still hopes; the melancholic has ceased to 
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hope but still desires ; the ‘‘ regressed ” individual has ceased either to hope or 
to desire; instead he has reverted to an infantile, almost automatic gratifica- 
tion of segmental and other impulses as they arise. 

The third psychosis is paranoia. True paranoia is rare, and possibly 
commoner outside than inside institutions. Paranoidal trends, however, are 
common enough as secondary reactions superimposed on other psychoses, and 
occur also in neurotics, and transiently in comparatively normal individuals. 

The paranoidal reaction is a blend of compensatory objective action with 
mental activity of the more primitive, i.e., hyponoic levels of the organism. 
Anxiety, depression, elation and some degree of apathy may each colour the 
picture according to the degree of success or failure which the compensation is 
achieving at any given moment. In true paranoia the strong relationship with 
objective reality tend to prevent a dissociation of the personality. 

These are probably the three fundamental functional or biogenic psychotic 
reactions, and the classifications of clinical psychiatry result from the interplay 
of sex, age, intelligence, degree of culture, etc., on these three reactions. The 
critical epochs of adolescence, involution and senility—with the physical 
changes and changes in situation that they bring with them—all tend to vary 
the clinical picture rather than the fundamental mechanism. 


CONSTITUTIONAL AND SITUATIONAL FACTORS IN THE PSYCHOSES AND 
PSYCHONEUROSES. ; 


Of the three psychotic reactions that we have been considering—the syntonic, 
the schizophrenic and paranoia—it seems likely that the first two are closely 
related to constitutional type, and therefore to hereditary factors ; the third 
seems to be more closely related to acquired situational factors. In either of 
the first two there is a predominant mood or mood-cycle to which the mental 
attitudes found are secondary ; in paranoia, the moods vary with the success 
or failure which the compensation is achieving at any given moment. 

It has been suggested of schizophrenia that there is a schizophrenic dis- 
position and a schizophrenic process ; that is to say, an innate predisposition 
and an acquired mode of reaction. The disposition by itself presumably 
results in a schizoid type of personality ; the process—one which involves a 
progressive "shutting-in ” of the personality—if added to the disposition 
results in schizophrenia. It seems reasonable to suppose that there may be 
not only a cycloid disposition—which is generally allowed—but also a cycloid 
process. It is interesting to note in this respect that a Russian observer, 
Nastiukova, found a definite “ cycloidization ” of the personality in salesmen ; 
while conversely, Ravkin and Schneider found a tendency to '' schizophreniza- 
tion” of the personality in teachers. 


I would suggest, roughly speaking, that where disposition and process 
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pull in different directions we tend to get a psychoneurosis ; where they pull in 
the same direction we get a psychosis. Where disposition and process corre- 
spond, they unite to form a clear-cut syntonic or schizophrenic psychosis. 

The paranoidal reaction, being situational—though possibly a sub-variety 
of the schizophrenic process—may be found in either the syntonic or schizoid 
individual. Probably in the syntonic type it is secondary and more often 
temporary ; in the schizoid type it seems especially likely to form an enduring 
expression and extension of some component of the schizoid personality and 
disposition. 


PART II. 
Pavlovian Aspects of the Problem. 
THE ELEMENTS OF A RESPONSE. 


Pavlovian and Freudian theory will probably converge.—The Pavlovian and 
Freudian approaches to mind are in no sense inconsistent. This suggestion 
will be amplified in the following argument. | 

The “ conditioned reflex " approach of Pavlov can be most easily under- 
stood and criticized if we formulate a concrete prototype. Let us take an 
experiment identical with one of Pavlov's. 

The reflex or response—we shall discuss the terms shortly—is the salivary 
component of the food reflex ; the unconditioned stimulus (U.C.S.) is the taste 
of meat powder, i.e., desiccated meat ; the conditioned stimulus (C.S.) is the 
metronome rate of 100 beats a minute. The metronome stimulus is allowed 
to accompany or precede in time the unconditioned stimulus, i.e., the taste of 
meat powder. This is repeated, and in each case the experimental dog is fed 
with meat powder. The feeding, the actual eating of the meat powder, is 
the completion of the response. 

After a number of repetitions the response of salivation is conditioned to 
the metronome rate of 100, and we have a conditioned response (C.R.). 

The five components of the conditioning process.—So far, be it noted, we 
have considered four necessary elements in the conditioning of a response— 
the U.C.S , the stimulus to be conditioned (C.S.), the response to be conditioned, 
and the completion of the response or the “ feeding ’’. 

Two points may be observed. First, the completion of the response, i.e., 
feeding, must be distinguished from the response itself, i.e., salivation, since 
salivation is not necessarily followed by feeding. Secondly the function of 
the meat powder in the feeding must be distinguished from its function as a 
U.C.S.; that is to say, the taste of it must be distinguished from the eating 
of it. Theone initiates the response, the other completes it. 

A fifth all-important element has not yet been considered. Pavlov points 
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out that with a dog which has been sated and is not hungry, there will be little 
or no response to the U.C.S., and the new stimulus will be conditioned with 
difficulty if at all. Without appetite there can be little or no unconditioned 
response (U.R.) ; without completion of the response of feeding there can be 
no conditioned response (C.R.). Appetite and feeding are thus vital factors 
in the conditioning process. 

Of these, appetite, the fifth element, would seem to be the stne qua non, the 
dynamic force behind the entire conditioning process. 

Pavlov, in a quarter of a century of the most meticulous and painstaking 
work—work destined to be epoch-making—has made an adequate beginning 
to the study of the conditioning process. But he has not studied—nor could 
one well expect him to—the dynamic forces underlying and activating the 
entire process. 

Freud, in a somewhat speculative and empirical way, has thrown much 
light on the middle term that lies between stimulus and response; and has 
done so in what is, in our present state of knowledge, the only way likely to be 
of immediate profit. The tempo of physiological research must necessarily 
lag a long way behind the flights, intuitions and empirical formulations of the 
clinical psychiatrist, the psychopathologist and the psychologist. 

R.S., R.P. and R.E.—In any response there are three essential components 
with their subsidiary elements: the reflex-stimulus (R.S.), the response with 
its reflex-path (R.P.), and the response-energy (R.E.). 

Under R.S. we may consider two elements : 

I. The C.S., i.e., metronome. 
2. The U.C.S., i.e., meat. 

Under R.P. we may consider various types of response—cerebro-spinal, 
autonomic, and even metabolic. Cerebro-spinal responses are “to” or “ away 
from " ; they are responses of “ approach ” or “ withdrawal". The salivary 
reflex is a prototype of the response of “ approach ". The other type is 
exemplified in the withdrawal of a limb or the whole body from nocuous 
stimuli and danger. 

In the “ approach ” type of response we may consider for convenience three 
elements : 

I. The tendency of the organism so to orient itself as to approach 
the appropriate stimuli (C.S. and U.C.S). This we might call the 
“ approach " (Ra.), and we shall discuss it later as the '' appetitive 
tendency ''. 

2. The preliminary part of the response, i.e., salivation (Rp.). 

3. The consummatory part of the response, i.e., the feeding (Rc.). 

The first element of such a response is a “ getting into position ”, the 
second is a “ preparing '', and the third is the actual “ feeding "" or consum- 
mation, this being the part of the response which determines important 
reciprocal changes in the R.E. 


500 ANXIETY : ITS NATURE AND TREATMENT, [ July, 


In the “ withdrawal ’’ type of response these three elements coincide more 
or less, and are contained in the one act of withdrawal. 

The third essential component in the response is the response energy (R.E.), 
that is to say the urge or “ appetite ’’ behind it. 

The R.E.: Its Nature and Laws.—On the nature of the R.E. I have 
already speculated. I have suggested that it derives ultimately from 
metabolic and tissue tensions and the summation of such tensions. We may 
include among these the diffuse biochemical tensions or “ blood-hungers "', 
such as for instance regulate the respiratory centre. In Pavlov's experiment, 
for example, the source of R.E. is the increased tension and excitability of the 
salivary centre due to biochemical changes in the blood. 

I have also suggested that the autonomic-endocrine link stores and 
regulates such energy, and activates the cerebro-spinal system in such a wav 
as to modify the external and internal factors that have determined these 
primary tensions. 

There is then a reciprocal and reversible reaction between tissue metabolism, 
autonomic-endocrine tension and cerebro-spinal activities. Probably, as 
Miller suggests, the autonomic-endocrine intermediary link translates the tempo 
of tissue metabolism into the tempo of cerebro-spinal activity and vice versa. 
It co-ordinates the immediacy of the one with the lag of the other. 

We may therefore consider metabolic tensions as the source of energv; 
the autonomic-endocrine link as a biological reservoir with a thermostat-like 
action that tends to maintain the sum of metabolic tension within certain 
limits, so that it neither rises nor falls beyond these limits ; and the cerebro- 
spinal system as a discharge-system which is activated by the autonomic- 
endocrine link, acts reciprocally on the other two systems, but derives its 
energy ultimately from the metabolic source, via the autonomic-endocrine 
link. 

It is possible that in some degree and in respect of certain simpler activities 
the autonomic-endocrine link and even the metabolic source may discharge 
certain tensions directly, and that they do so regularly. It is the accumulated 
sum of undischarged metabolic and autonomic tensions that keeps the cerebro- 
spinal system taut and ready to react instantaneously. Should the tension 
become very great and cerebro-spinal activity so obstructed that it cannot 
discharge it, then again the autonomic-endocrine link becomes its own 
discharge-system, but now, instead of a specific cerebro-spinal response, or a 
local segmental autonomic response, we have a diffuse generalized mass-response 
of the autonomic system, an increase of visceral tensions and anxietv. 

R.S. and R.P. are then normally functions of cerebro-spinal activitv. 
R.E. is a function of the metabolic source acting through the autonomic- 
endocrine reservoir. Speculatively one might suggest that the metabolic 
source corresponds to the Freudian 1d. 

A few words on the laws of the R.E. 
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The completion of a response by “ feeding ” releases tension and produces 
pleasurable affect ; it also conditions a stimulus or helps to keep it conditioned. 
This corresponds to one of Thorndike's Laws of Learning, i.e., the Law of 
Effect or Satisfaction, according to which the more one likes the result of doing 
something the easier it becomes to do. Correspondingly, to obstruct a response 
by withholding the “ feeding " produces unpleasurable affect and tends to 
“ de-condition ” it. 

We see, then, that “ feeding” is the conditioning factor, its absence the 
de-conditioning factor. This is a fundamental law of the R.E. 

Again, the greater the degree of tension which is relieved, the more strongly 
is the stimulus conditioned to the response. Also, some instinctive responses 
have greater biological significance than others, as Sherrington has pointed 
out, and the stimuli to such responses take precedence over the stimuli to other 
responses. The greater the biological significance of a response the more 
readily can it be “ signalized ’’. 

To summarize, conditioning is a function of the discharge of energy that 
occurs with “ feeding ". It is a function, therefore, first of the initial tension, 
and incidentally of the strength, nature and comparative biological significance 
of the R.E., secondly of the degree of tension-release that occurs. 

The laws of the R.S.—Under the heading R.S. we are considering both 
conditioned and unconditioned stimuli. These are the trigger-stimuli that 
release R.E.  Pavlov's work has been largely concerned with the relationships, 
more especially the time relationships, between these two, with what has been 
termed the “ signalization ’’ of a response. 

Briefly, where a stimulus is to be conditioned it must precede or coincide 
with the unconditioned stimulus in time. Once the time condition has been 
fulfilled, and granted that R.E. and R.P., i.e., the reflex path, are constant 
and that the response is consummated, then the efficiency of the conditioning 
will depend— 

(a) On the intensity of the stimulus. 

(b) On the frequency of its repetitions. 
(c) On its extensity or duration in time. 
(d) On its recency or position in time. 

Some of these factors have been considered by Thorndike in his well- 
known Laws of Learning. His Law of Exercise is an expression of the 
frequency factor; his Law of Recency corresponds, of course, to the recency 
factor. 

The laws of the R.P.—In any given instance the ultimate response, to 
become effective, will depend on such factors as— 

I. The comparative intensity, extensity, frequency and recency of the 
competing stimuli or summations of stimuli, q.v., laws of the R.S. 

2. The strength and nature of the response-energies involved and the 
degree of tension-release that occurs, q.v. laws of the R.E. 
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3. In the last instance : 
(a) The general physical state of the organism. 
(b The specific physical state of the neurones of the response- 
apparatus or response-path. 
(c) Possibly on certain ‘ chronaxic 
one neurone and another. 

Factors to be considered under the third heading will be such as: The 
composition of the blood, thyro-suprarenal and other endocrine activities, the 
effect of fatigue, drugs, etc. The physical state of the neurone will depend, 
in addition, on recent activities in the neurone. 

As to the varieties of response, that is a subject I have touched on on 
P. 484, and I do not propose to go into further detail here. I have 
suggested that we may have responses not only on the cerebro-spinal level, but 
also on the autonomic-endocrine level and on the metabolic level. With 
regard to the last, an interesting subject for investigation, from the viewpoint 
of Pavlovian “ conditioning '", would be the study of biochemical responses, 
such as the mobilization of blood-sugar, etc. If it were found that they could 
be conditioned, it would be another interesting link between the physiological 
(autonomic-endocrine) reflex and the emotional response—a further link 
between psyche and soma. 

Responses to drugs are not in the same category. Strictly speaking, they 
are not so much active responses as “ effects ’’ of drugs. They act, not so much 
by provoking a reaction, cerebro-spinal or autonomic, as by paralysing or 
irritating certain components of the reflex arc. Experiments by Pavlov's 
co-workers seem to indicate that these pharmacological '' effects " can also 
be conditioned. It was found, for instance, that some of the effects of morphine 
and apomorphine could be conditioned to a tuning-fork ot a definite pitch, to 
the hypodermic injection of distilled water, or to the mere preparations for 
injection. 

Reflex v. response.—The words “reflex” and “ response " are used here 
rather loosely. One might question the use of the term “ reflex ” for reactions 
such as Pavlov studied, which occurred at anything up to thirty minutes after 
the presentation of the stimulus. 

The term might more justly be confined to the more spinal, more automatic 
component of the reaction; to the component which is completely inde- 
pendent of previous experience, and which is hereditarily transmitted in the 
species. 

The term “ response " might be used when a stimulus has been linked to 
such an innate “ reflex ” by the cerebral process of conditioning or signalization. 
We might therefore speak of an “ unconditioned reflex ’’, but of a “ conditioned 
response ”’. 

It should be noted, however, that although we speak above of the '' spinal" 
and “ cerebral '" components, we use the term “ reflex "" to describe an act of 
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behaviour rather than the hypothetical neural path along which this act is 
determined. 


THE CONDITIONING AND DECONDITIONING OF A RESPONSE. 


Conditioning and deconditioning.—A response may be “ conditioned ” or, 
once established, may be ''deconditioned ". The first process has been 
termed “ signalization " ; the latter may be called “ designalization ". The 
first corresponds to some extent to '' habit-making ", the latter to “ habit- 
breaking ''. 

Several of the principles of conditioning and deconditioning to be mentioned 
here may be of use in habit, child guidance and psychiatric clinics generally. 

Signalization and the learning process.—What we might call the learning 
process comprises two activities : 

(a) The fixation or signalization of certain responses. 

(b The elimination or designalization of other similar but useless 
responses. 

To condition a response : 

(a) The R.E. must be great enough. 

(b The R.S. (C.S. and U.C.S.) must rise above a certain threshold. 

(c) The response (R.P.) must be unobstructed and consummated. 

Once these conditions are fulfilled, the fixation of responses obeys the laws of 
R.S., R.E. and R.P. that we have already discussed. 

The elimination of responses becomes necessary because a conditioned 
response—say to a note of a certain pitch—will occur when notes of nearby 
pitch are present. The process of eliminating responses to these nearby 
stimuli has been named “ differentiation ". Pavlov produced this “ differen- 
tiation '' in two ways which he used to reinforce each other : 

I. The direct method, in which the stimulus to be conditioned is 
repeated frequently and strongly, and becomes more specifically con- 
ditioned by the repetition. 

2. The indirect method, in which the nearby stimuli are presented 
frequently, “ feeding '" being withheld on each occasion. The nearby 
stimuli become conditioned inhibitors, while the original stimulus 
remains the specific conditioned stimulus. We have a “ contrast " 
inhibition. 

Designalization or unlearning.—A response may be deconditioned in either 
of three ways : 

(a) By reducing the R.E. or appetite until it becomes ineffective. 

(b By withholding or inhibiting the R.S., that is to say, the C.S. or 
U.C.S., or both. 

(c) By obstructing a response already begun, that 1s to say the R.P. 

In the first instance, the animal is sated and a stimulus will have little 
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or no effect, because there is insufficient energy or tension to initiate a response. 
In the second instance, the stimulus (C.S. or U.C.S.) to the response may be 
simply withheld, or may conflict with the stimulus to a more powerful response 
and be cancelled out. In the third instance, a response may actually be 
initiated, but is obstructed before it can achieve its purpose. 

Some methods of designalization.—We may discuss some of the varieties of 
deconditioning a response with which Pavlov experimented. 

I. The conditioned stimulus may be converted into a conditioned inhibitor 
(C.I.).—A metronome-rate, conditioned to cause salivation, will—if it is 
repeated and not followed by “ feeding "—eventually become a conditioned 
inhibitor of salivation. Another stimulus, the smell of camphor for instance, 
may become co-conditioned to the metronome, and then becomes itself a 
conditioned inhibitor of the second order. 

Here, by obstructing a response already begun we are deconditioning it. 
This is the simplest variant of method (c), mentioned in the previous section, 
and corresponds to the breaking of habits by causing them to end in failure. 

2. The conditioned stimulus to one response may be made to become the 
conditioned stimulus to another response—possibly to one which is biologically 
more significant. This second response will tend to oust the first, and this 
method corresponds to the breaking of habits by the formation of counter- 
habits based on stronger urges or incentives. 

3. The conditioned stimulus to a response may be inhibited by a novel or 
unusually strong stimulus. Pavlov calls this external inhibition. It corresponds 
to the shock method of breaking habits; if the shock is repeated often enough, 
the habit will ultimately be broken up. 

With regard to inhibition of the stimulus, this may be external or internal 
according to Pavlov. External inhibition is produced by strong or novel 
stimuli; internal inhibition is produced when a C.S. is made a C.I., or when 
the U.C.S. to a response is made the C.S. to another response—a possibility 
which we are now about to discuss. 

4. The unconditioned stimulus to a response may be made the conditioned 
stimulus to another response, as in some experiments of Pavlov. Thus, to 
prick a dog's paws is normally the U.C.S. to a “ defence ” reflex of withdrawal. 
When a moderate pricking stimulus is applied and followed by food, the 
pricking stimulus becomes a C.S. to the salivary response, and ultimatelv 
induces salivation, but no withdrawal. 

Two things are to be noticed: first, a U.C.S. may become the C.S. to 
another response; secondly, when this occurs, the U.C.R. (unconditioned 
response) of the weaker reflex is inhibited. The response to a U.C.S. may 
therefore be modified, and a sexual stimulus for example might conceivably be 
conditioned to a non-sexual response. This may be of some interest from the 
point of view of making and breaking habits. 

We see, then, that habits may be broken by causing them to end in failure, 
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by forming counter-habits as a result of counter-incentives, and by the shock 
method ; possibly also by other manceuvres not here discussed. 


THE RELATIONSHIP OF Moops TO CONDITIONING. 


Anxiety and deconditioning.—Up to a point, the greater the R.E. or instinc- 
tive tension, the more easily can the response be conditioned by its successful . 
completion and the more easily can it be deconditioned when it is obstructed. 
Anxiety and deconditioning are both results of the obstruction. 

We have suggested in Part I that where instinctive energy cannot find a 
normal outlet we get— 

(a) A viscero-cortical reaction accompanied by consciousness of 
tension ; this is the more conscious component of anxiety. 
(b A diffuse segmental and visceral discharge, i.e., the visceral 
symptoms of anxiety. 
Anxiety is then essentially non-adaptive, as are all moods associated with 
rising tension, such as anxiety and depression. Normal elation may follow 
adaptive activities, but merely as a by-product ; it occurs as the result of a 
rapid relief of tension, but is not in itself an adaptive element. 

As for the amount of anxiety that is actually experienced, that must depend 
not only on the degree of tension in the affected segment, but on the sum-total 
of tension in all other segments, and also on a group of unknown factors— 
innate or acquired—which decide the “ tension-tolerance’’ or “ anxiety- 
tolerance ” of the individual. l 

Basic attitudes: Love, fear and anger.—So far we have considered the 
affective emotional responses of anxiety, elation, depression and apathy. We 
may go on to consider the relationships of the individual to the objects or 
configurations of stimuli which release these responses. | 

Three such conative relationships may be considered and the basic attitudes 
which they produce—love, fear and anger. Watson, in his behaviouristic 
approach, regards these as the fundamental emotional responses. I would 
suggest that /ove—using the word in a very wide sense—is the “‘ attitude ”’ or 
conative “set '" that one takes up to objects that repeatedly relieve tension 
and incidentally produce some degree of elation. Like the other conative 
*' attitudes ’’ which we are to discuss, it tends to relieve hypertension with its 
concomitant moods and to induce relaxation with its concomitant moods. Love 
is then the attitude to objects and stimuli that have repeatedly given relief 
and are likely to do so again, and is an attitude that leads to “ approach ”. 
The object towards which love is felt is one which easily becomes a conditioned 
stimulus of new responses. 

Similarly I would suggest that fear is the attitude to objects or stimuli that 
have repeatedly caused an increase of tension, and are likely to do so again ; 
it is an attitude that leads to “ flight ", or to an equivalent reaction such as 
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the hypoboulic reactions of Kretschmer, i.e., the violent-motor reaction and 
the sham-death reflex. Just as love is an attitude to objects that produce 
elation, so fear is an attitude to objects producing some degree of anxietv and 
ultimately of depression ; although the depression when it supervenes may 
mask the “fear” attitude. It is an attitude which is unfavourable to the 
conditioning of responses, and the object or configuration of stimuli towards 
which fear is felt is likely to become a conditioned inhibitor of responses. 

Anger—a third basic attitude—is more difficult to understand. Watson 
suggests that it follows any attempt to restrain movement. I would suggest 
more specifically that it follows any attempt to restrain the movements either 
of “ flight " or of “ approach ”, and is then the attitude to objects causing 
such restraints. That is to say fear or love become hate when their charac- 
teristic motor responses are interfered with, and hate is thus secondary to fear 
or love. Anger is then the attitude to objects that have repeatedly obstructed 
a tension-relieving response of “ approach ” or “ flight ’’, and are likely to do 
so again, and is an attitude that leads to " fight ". In anger the energv of 
the obstructed response is diverted to the obstructing object. Like fear, 
anger is an attitude which is unfavourable to the conditioning of responses, 
and the object or configuration of stimuli towards which anger is felt is likelv 
to become a conditioned inhibitor of responses. 

The terms “ love ", “ fear” and “anger " are used, then, to include not 
only the immediate conative attitude to an object influencing tension, but 
also the cognitive element of anticipation when such or similar objects are 
perceived. They must be distinguished from the relief or affective-emotional 
state that is induced by the gratification of these conative attitudes. 

The complete gratification of any response leads to apathy. “Indifference " 
is the attitude to objects or stimuli that are completely neutral and have no 
effect of any kind. 

Generally speaking, objects that elicit fear or anger are objects that tend 
to decondition responses, whereas objects that elicit love tend to favour the 
conditioning of responses. 

Love, fear and anger are conative attitudes or trends which tend to relieve 
hypertension with its concomitant moods, and to induce relaxation with its 
concomitant moods. They are non-specific conative attitudes, and the dynamic 
urges behind them include the vast number of segmental and visceral tensions. 
These, purely for convenience, may be considered in two groups, the one group 
including all those urges concerned with the preservation of the individual, the 
other group being concerned with the reproduction and maintenance of the 
species. A useful mnemonic classification of human tendencies is into self, 
sex and society tendencies, of which the first two are based on innate urges, 
while the latter is a result of the conditioning of these urges and their associated 
responses to social objects or stimuli. 

To take a concrete example of the attitudes we have been discussing, if we 
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withhold or inhibit a food stimulus, we get, along with anxiety, a fear of the 
inhibiting object. If, on the other hand, we allow the food stimulus to initiate 
a response, and we then obstruct that response and prevent its conditioning, we 
get anger ; and the anxiety, due to sudden rise of tension, disappears, and is 
vented in the anger response. Similarly, if we obstruct a “ flight ’’ response— 
such as that of an animal at bay—we get a response of anger. 


PAVLOVIAN INTERPRETATIONS. 


Normal and abnormal reactions. —We may attempt to summarize our 
discussion of '* moods ” and “ attitudes ” in Pavlovian terms. 

The four cardinal moods may be expressed as follows : 

If we suppose that conflict is an interaction between responses or response- 
energies, then anxiety is a by-product—a thalamic and visceral repercussion— 
of the conflict, in which one strong instinctive response undergoes a degree 
of inhibition. Depression follows a conflict in which one response is being 
permanently inhibited. Elation follows a conflict in which a response is more 
or less rapidly released of its inhibition. Apathy follows the completest 
gratification of a response. The “apathy " of the psychiatrist occurs when 
there is an escape from conflict by gratifying every minor physiological impulse 
or desire the moment the tension of the response-energy renders it possible. 

The four cardinal attitudes may be expressed in the following terms : 

“ Love ” is the attitude to objects and stimuli that present a tension- 
relieving stimulus, and induce therefore some degree of elation. '' Fear ” is 
the attitude to objects that inhibit or withhold a tension-relieving stimulus 
and induce therefore some degree of anxiety. '' Anger” is the attitude to 
objects that obstruct an actual response—be it one of “ approach ” or “ flight ”’ 
—and is therefore secondary to “ fear” or “love”. “Indifference ” is the 
attitude to objects which are completely neutral or have ceased to exercise 
any effect. 

Incidentally there is probably some relationship between the affective- 
emotional states or moods and organic disease. It seems reasonable to expect 
in certain of these affective-emotional reactions that the interference with 
gastric, cardiac, biochemical and other “ conditionings '' may initiate a circulus 
vitiosus leading to, or predisposing to structural disorder. Organic diseases 
often follow a single trauma or a continuous mild traumatization, but it seems 
likely that a large number, if not the majority, of physical diseases are preceded 
by a functional circulus vitiosus of this kind. 

Such a relationship between mood and organic disease suggests a possible 
relationship between constitution-type and disease, for constitution-type and 
the liability to certain moods or mood-cycles seem to be closely related. 

Normal and abnormal types.—Lately, much interest has been shown in the 
possible relationship of inherited personality-type to the type of maladjustment 
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that is acquired; that is to say, to the relationship of pre-psychotic or pre- 
psychoneurotic personality to the psychosis or psychoneurosis. 

The tendency is to divide mankind into types—usually two extreme types 
with a mixed or intermediate type. In a sense this boils down to the difference 
between the fat man and the skinny man. 

Pavlov suggests a new physiological division into “ excitable ” and “ inhibit- 
able'' types, according to whether the predominant tendency is towards 
excitatory or inhibitory activities. He considers two extreme types and two 
intermediate types, which correspond to some extent to the Hippocratic 
“humours "', the melancholic, the phlegmatic, the sanguine and the choleric. 

The criterion is the relative amount of an hypothetical “ excitor ” substance 
in the nerve-cells. Inhibition is regarded as a protective process to prevent 
depletion of '' excitor ” substance, and to permit of its further accumulation. 
The “ excitable ” type has cells inherently rich in “ excitor’’ substances and 
excitatory processes will predominate. The ''inhibitable'" type has cells 
poor in “‘ excitor '' substance and protective “ inhibitory ” processes will tend 
to predominate. Pavlov considers that mental disorders occur more often in 
the extreme types, and that the type decides the disorder. 

Before discussing the types of mental disorder we may momentarily consider 
Pavlov's theories as to their precipitating causes. 

According to Pavlov, a mental disorder is precipitated in either of two ways— 
by collision or shock. Collision is the acute clashing of excitatory and inhibitory 
processes in time or in space ; it is a neurological expression of the psychological 
“ conflict ". Shock is the effect produced by sudden exceptionally strong or 
exceptionally novel stimuli. Such stimuli will annul the effects of conditioned 
stimuli, will inhibit conditioned responses, and if repeated frequently will 
finally decondition these responses. Shock may perhaps be considered as an 
extremely acute form of collision, in which one of the stimuli is immediately 
external, is applied suddenly and immediately inhibits other stimuli. 

Pavlov suggests that the “ excitable '" type tends to react to stress with 
neurasthenia or the manic-depressive psychosis, where the '' inhibitable " type 
will develop hysteria or schizophrenia. The neurasthenia of Pavlov is not a 
very definite clinical entity, and seems to include mild depressions, fatigue 
states and some anxiety states. With hysteria, Pavlov includes the phobias 
and also anxiety in general. Such a classification diverges acutely from common 
clinical experience, but is certainly suggestive. 

One might rightly question how much the grouping into excitable and 
inhibitable types that Pavlov found in his experimental dogs was due to pre- 
experimental conditionings rather than to inheritance. That there was an 
element of both can hardly be doubted. 

Again, where Pavlov resorts to the facile naming of responses as “orienting” 
responses, “‘ purpose ’’, “ freedom "', “ slavery ’’, or “ passive defence "' reflexes, 
he helps us little more than does McDougall’s arbitrary list of instincts. 
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In evaluating Pavlov, one must distinguish between his experimental 
work and his speculative interpretations of that work. His division into types, 
although suggestive, by no means settles the matter. 

Suggestibility, the ‘‘ appetitive tendency’’ and the “ substitute stimulus ”.— 
An attempt has already been made to explain suggestibility in Pavlovian terms. 
Certain ingredients of the explanation may be further discussed. 

It has been suggested that an organism with visceral or other hypertensions 
tends to approach the source of stimuli appropriate for the release of such 
tensions. This “appetitive’’ tendency we have already termed the “ approach "'. 
It must be distinguished from the consummatory part of the response or 
'" feeding ". Pavlov, however, fails to emphasize this distinction. 

The “ approach ” is exemplified in a Pudovkin film, '' Conditioned Reflexes”, 
which was made under the supervision of Pavlov's co-workers, and was recently 
shown at the Royal Society of Medicine. A monkey was conditioned to sali- 
vation and feeding at the appearance of a blue light. When the appropriate 
light stimulus appeared, the monkey climbed down from his perch and presented 
himself at the drawer where the food was to appear. To extinguish the con- 
ditioned response the blue stimulus was again presented, but, when the monkey 
climbed down from his perch, no food was forthcoming. Here we have the 
“ appetitive ’’ tendency dissociated from the '' feeding ’’, and not necessarily 
ending init. Itisobvious that they can conveniently be considered as separate 
components of the response as we have previously done. 

But if the “ appetitive ” tendency does not inevitably end in “ feeding "', 
commonplace experience indicates that where the “ appetitive ’’ urge is suff- 
ciently strong and no “ feeding ” is forthcoming, there exists a mechanism for 
replacing the “ feeding " stimulus. Food that is unobtainable will be replaced 
ultimately by a hallucination of food: the unobtainable love-object will be 
replaced by the appearance of the object in dream or hallucination. 

In either case a “ substitute " stimulus has provided a degree of reliet. 
This mechanism is commoner in the psychoses, and is not readily explained 
by the Pavlovian hypothesis in its present form, or indeed by any hypothesis. 
One might, however, attempt to express it, if not explain it, in physiological 
terms. 

According to Head's law, “ where two areas of unequal sensibility are 
connected with the same spinal segment, any stimulation of the nerve of lesser 
sensibility is referred to the area supplied by the nerve of greater sensibility ”’. 
We know that viscera are less sensitive than skin, and so we might expect that 
visceral hypertensions will often induce a referred sensory experience, since 
the periphery is more sensitive than the viscera. 

The “ substitute " stimulus is presumably a cortical elaboration of the 
referred sensory experience; it is the cortical misinterpretation of an endo- 


genous need. In Freudian terms, it is the “ projection " externally of an 
internal need. 
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To be suggestible to an object is to pay attention to it. Attention is in a 
sense a form of directed suggestibility. It has been defined as “‘ conation 
determining cognition ''. 

To take an example. Increased excitability of the salivary centre—pre- 
sumably due to biochemical changes like those which may influence the 
respiratory centre—will mean an increased suggestibility to hunger stimuli. 
It will also determine a greater capacity for attention to such stimuli. 


PERSONALITY. 


The objective estimation of personality.—It is still necessary—no doubt it 
always will be—to estimate personality in purely situational terms, in terms of 
reactions to the “ life situation ” in its various forms: in short, in terms of 
reactions to specific situations. And one may use—like Burt—the McDougal- 
lian “instincts” or ' propensities’’, which constitute no more than an 
empirical list of such reactions, or any other classification which seems 
practical. 

The results, too, may—if one wishes—be treated mathematically, provided 
always that one realizes that one is dealing with an almost infinite number of 
variables ; and that mathematical formulations are as yet more helpful as a 
means of graphic representation and as a mnemonic aid than as a means of 
elucidating the nature of such situational reactions. 

However, by a statistical study of such reactions and their incidence, and 
by correlating them with social and other conditions, the results can be of 
practical use to the directors of clinics, to those who are empowered to provide 
new clinic facilities, and to those who are studying the comparative efficacv 
of various therapeutic devices and procedures. 

Personality in terms of R.E., R.S. and R.P.—Although a “ paper and pencil ” 
recording of observed traits or behaviour reactions remains the most practical 
method, at the moment, of studying personality, yet there is every reason why 
we should continue to investigate certain components of personality along 
more or less physiological lines. 

Bloor has made some valuable suggestions in this direction, some of which 
are included in the classification offered below. These components may be 
considered in terms of R.E., R.S. and R.P. The classification given below is 
necessarily crude and tentative, and often includes, under one heading, elements 
that might be considered under one or more other headings. 

The following elements may be considered as aspects of response-energy 
(R.E.) : 

I. Excitability or ease of response. This will be related not only to the 
amount of visceral or general metabolic tension, but also to the local chemical 
tension of nerve-cells—in itself an expression of local metabolism. 
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2. The level of the initial response. 

3. The duration of the response. 

4. The perseveration of responses or their resistance to interference or 
obstruction. Pinard, in a paper read before the British Association at Bristol 
(1930), pointed out the practical significance of this element in personality. 
His work seemed to show that maladjustment occurs more often in extreme 
types, in those in whom perseveration is either very strong or very weak. The 
moderate perseverators are apparently, according to Pinard, the more adaptable 
types. Pinard's methods, incidentally, were purely psychological. 

5. The predominance of either excitatory or inhibitory activities. 

6. The direction of responses, whether predominantly inward or outward, 
ie., visceral or muscular ; a result of the particular tensions or forms of R.E. 
concerned. 

7. The relative strength and significance of the various response energies. 

8. The effect of failure to complete a response (i.e., “ no feeding ’’) on the 
response energies themselves. 

At this point we may suggest that the conative power of the individual 
seems to depend on the amount of tension that he can tolerate comfortably ; 
in short, on his anxiety-tolerance. 

Anxiety-tolerance is no doubt contingent not only on innate factors, but 
also on the amount of environmental obstruction that there has been to responses 
of great biological significance, such as the sex instinct. The way in which 
our present transitional civilization—more advanced materially than culturally 
and emotionally—plays ducks and drakes with our sexual impulses, accounts 
for much of the easily avoidable anxiety and unhappiness that needlessly 
complicate a sufficiently complicated existence. 

The following elements can be considered under the heading of the response- 
stimulus (R.S.) : 

I. The relationships between variations in conditioned or unconditioned 
stimuli as regards intensity, frequency, extensity in time and recency on the 
one hand, and the intensity, latent period and duration of the responses to 
them on the other hand. These might be expressed in the form of conventional 
ratios or quotients. 

2. The relative efficacy as unconditioned stimuli of auditory, visual, gusta- 
tory, kinesthetic and other stimuli. 

3. The relations of the different stimuli in a Gestalt or configuration of 
stimuli to each other. 

4. The laws according to which the U.S. of one response may become the 
C.S. of another. | 

There are, of course, other elements and relationships, not considered here, 
that might well repay study. 

The following elements can be considered under the heading of the response- 
apparatus (R.P.): 
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I. The speed of resbonse.—This depends : 

(a) Generally on metabolic activities, on thyro-suprarenal efficiency, 
on blood composition, etc. 
(b) Specifically, on nerve structure and function. 

2. Fatiguability.—This depends on similar factors—general blood factors 
and local conditions; among the latter possibly the condition of synapses. 

3. Rapidity of recuperation.—This is related to fatigability. 

4. The relations between one response and another in a Gestalt or pattern 
of responses. 

When discussing neurasthenia I pointed out that heightened fatiguability 
is a common result of chronic anxiety, or of depression. That emotional 
stress can influence the sugar and adrenaline content of the blood, and presum- 
ably other components of the blood, is now becoming increasingly evident in 
the light of recent work. If emotional changes produce blood changes, it is 
reasonable to suppose that they also produce changes in the response-apparatus. 


THE FUTURE OF FREUDIAN AND PAVLOVIAN THEORY. 


It seems reasonable to hope that the interaction between Freudian and 
Pavlovian theory will ultimately produce a more fruitful approach to the 
study of “ mind ” or “ behaviour ’’, or whatever one chooses to call it. 

On the Pavlovian side one has most to hope from an experimental study 
of the R.E., the dynamic energy underlying and activating responses; this 
seems to be the crux of the matter. Already some of Pavlov's co-workers, 
notably Rikman, Conradi and Soloveychik, have made a hopeful beginning in 
this direction, and their experimental work seems to indicate definitely that 
the excitability of the subcortical centres definitely influences the activity of 
the cortex. 

On the Freudian side, one has most to hope from a liaison between the 
analytical psychologist and the experimental and academic psychologist, 
and from an experimentalization of the psycho-analytic approach. Psycho- 
analysis has by now had sufficient time to come to certain valuable conclusions, 
especially with regard to affective-emotional processes—using its own technique 
and terminology. The time surely has come when its findings should be 
correlated with the work of the academic psychologists on the more cognitive 
aspects of mental activity, and ultimately perhaps with the results of Pavlovian 
experimentation. That this need is being realized is indicated by Flugel in 
an essay in the Psychologies of 1930. | 

Inevitably the tempo of physiology is slower by far than the tempo of 
psychology and psychiatry. Between the two there must be a lag. But if 
psychologists and physiologists are sufficiently co-operative and trustful of one 
another, then there is greater hope of integrating the two approaches. 


[To be concluded.) 
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A NOTE ON THE PALMAR CHIN REFLEX OF 
MARINESCO. 


By F. Gorra, F.R.C.P., and S. ANToNovitcH, M.B., B.S., D.P.M. 
(From the Central Pathological Laboratory of the London County Mental Hospitals.) 


IN 1920 Marinesco and Radovici (1) described a reflex contraction of the 
homolateral chin muscles in response to stimulation—pricking or pinching— 
of the thenar surface of the hand. They record a case of amyotrophic lateral 
sclerosis where such a stimulus evoked a slow contraction involving the tri- 
angularis and quadratus menti of the same side. In this particular case the 
reflex could be elicited not only from the palmar region, but also from the 
skin of the arms, thorax and abdomen, also by stimulation of the perineum, 
effected by passing a urethral sound. The lowest threshold of reflex excita- 
bility was, however, obtained on the palm. 

These observers further found that the reflex could be evoked in all cases 
of pyramidal lesion, most readily when the lesions were bilateral, and that 
exceptionally the platysma of the same side also took part in the contraction. 
In all these cases the reflexogenous area was represented by the thenar and 
hypothenar eminences, none showing any spread of the zone to other parts of 
the body. Thus only one case is on record in which the excitable area was 
generalized. 

Next, 300 normal subjects were examined, and the reflex was found present 
in 50% of them. Instead of the slowly evolving and prolonged contraction 
obtained in the neurological cases, the response in normal subjects was brisk 
and of short duration. A further difference between the two types of response 
showed itself in their respective sizes, the normal being much less pronounced. 
In infants under one month old the reflex was present in 23 out of 31 cases. 

The reflexogenous zone is limited in all normal subjects to the palm of the 
hand, the thenar eminence showing the lowest threshold of excitability. The 
reflex is most easily demonstrated when the chin muscles are relaxed and the 
mouth is allowed to fall half open. 

Little attention seems to have been paid to these observations during 
subsequent years. Before 1932 only two publications bearing on the subject 
appeared ; Bourguignon and Radovici (2) found that the sensory chronaxy 
of the median nerve was identical with the motor chronaxy of the chin muscles 
and their nerves, and in 1924 Juster (3) confirmed the original observations of 
Marinesco, again stressing the contrast between the slow pathological and the 
brisk normal response. He particularly states that in cases of unilateral 
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pyramidal lesion a striking difference is to be found between the responses of 
the normal and the affected side. In 1932 Moldaver (4) furnished the onlv 
other study of this reflex ; he found that it could be elicited by a single break 
induction shock, applied to the median nerve at the wrist. He studied the 
reflex in detail in a case of pyramidal lesion in which the response occurred in a 
greatly exaggerated form, readily allowing of its mechanical registration. 
This was done by means of a Roy oncograph fixed to the chin and transmitting 
to a Marey tambour. By stimulating with two successive induction shocks 
following each other at varying intervals (using the Lapicque rheotome), 
Moldaver succeeded in working out the time relationship of central summation. 
The results of a series of experiments with subliminal stimuli were plotted, and 
showed a degree of correspondence which allowed of the construction of a 
curve. From this he was able to evaluate his time factors, and found that 
summation occurred when the stimuli were separated by an interval of about 
Ic. At intervals of between 3 and 12 e summation reached its maximum, 
and this was followed by a rapid diminution of the response as the interval 
lengthened beyond that limit. 

Unfortunately the responses obtained from stimuli with identical time 
intervals were far from uniform and the plotted curve only roughly accurate. 
Moldaver attributes these discrepancies to variations in muscle tonus and 
posture of the patient, as well as to difficulties inherent in the method of 
recording. As will be seen below, the method of stimulation also contributed 
a potential source of error. 


THE REFLEX IN THE NORMAL SUBJECT. 


The existence in the normal human subject of a reflex which can be elicited 
by a single electric shock affords a valuable method of approach in the study 
of human nervous physiology. The present investigations were entirely 
confined to the reflex in the intact normal subject, although considerable 
difficulties in recording are encountered inasmuch as the normal response 
manifests itself as a mere flicker, just visible on the skin overlying the mentalis 
muscles. Very exceptionally there is a slight movement of the lower lip as 
well. The use of oncograph and tambour is obviously unsuitable for the 
registration of this type of contraction, so that Moldaver’s technique remains 
applicable only in pathological cases showing a markedly exaggerated response. 


METHOD. 
(A) Stimulation. 


One of the authors served as subject for these experiments. In his case 
the reflexogenous zone was confined to the thenar eminence and stimulation 
was invariably electrical. For this purpose two short needle electrodes, 
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placed about I cm. apart, were inserted into the skin and connected to a Lucas 
pendulum. The shocks were produced by momentary closure (i.e. instan- 
taneous make and break) of two suitably adapted Lucas keys, and it was 
possible to use either key singly or both in succession. The arrangement was 
similar to that adopted by us in the measurement of the rate of conduction 
of sensory impulses (5), except that the duration of the stimulus had to 
be prolonged from -oI ø to 0-1 a, this allowing lower stimulating voltages to be 
used. One of the sources of error in Moldaver’s experiments is avoided by 
keeping the time of stimulation within this limit. That author, in using break 
induction shocks, administered stimuli which have been computed to last 
from 2-30. The exact moment at which a stimulus becomes effective not 
being known, an appreciable inaccuracy in the spacing of stimuli is introduced 
by this method. 

Maximal stimuli can of necessity not be applied to the human subject. 
Their intensity has to be controlled by the subject’s ability to bear the shock 
without moving. Such moderate shocks were found suitable in the deter- 
mination of the latent and refractory periods. In studying summation, 
stimuli which were just ineffective when given singly proved to be the most 
useful. Stimulating voltages varied from 4 to Io. 


(B) Recording. 

Two distinct methods of recording were employed, one electrical, using 
the Matthews oscillograph with amplifying unit, and the other mechanical, in 
which the shadow of a light paper pointer attached to the skin was photo- 
graphed directly. 

In the electrical method the recording electrodes were two fine needles 
plunged into the triangularis menti about 1:5 cm. apart. The stimuli signalled 
themselves automatically by electrical spread to the oscillograph system, and 
this method was accordingly used in the measurement of time relations. 

Accurate signalling was difficult in the mechanical method and was not 
attempted, but a careful calibration of the Lucas pendulum allowed of an 
assessment of the time interval between successive stimuli within an error 
of œI ø. Only the size of the excursion of the pointer could be measured 
in these records, and the method was therefore only used in determining 
summation of the response. Optimum excursions were obtained with a stiff 
pointer fixed to the skin over the centre of the triangularis menti, while the 
subject allowed the lips to fall slightly apart. A disc held gently between the 
teeth proved helpful in maintaining the jaw muscles at slight and constant 
tension. 


THE NATURE OF THE RESPONSE. 


The oscillographic records show that the muscular response is a phasic 
discharge with a frequency of about 200 per second. The contraction is 
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irregular, shows no peculiarities at the onset and lasts roughly 100 ø (Fig. 1). 
No alteration in the duration of the discharge was observed with stimuli 
varying in strength within the limits indicated, although differences in amph- 
tude occurred, depending on the intensity of stimulation. The response ts 
strictly homolateral, and stimuli applied simultaneously to the opposite hand 
had no inhibitory effect on the reflex. 


LATENT PERIOD. 


The latent period, as appears from a study of the electromyograms, is 
about 50 ø. It is apparently unaffected by the strength of the stimulus, though 
this statement must remain provisional in view of the limited range of voltages 
used. Seemingly prolonged latent periods following upon minimal stimuli are 


Fic. r.—Electromyogram of reflex in response to a single stimulus (s.) voltage ro. 
Time = 4$; sec. 


attributable to the difficulties in taking exact readings on myograms with 
minimal responses. 

The length of nerve tract involved in the reflex path can of course onlv be 
computed very roughly; in the subject of these experiments the afferent 
portion of the path was estimated at about 115 cm. and the efferent at about 
36 cm. Assuming the rate of conduction for the afferent nerve to be 75 m. 
per second (5), and that of the efferent 37.8 m. per second (6), the time 
assignable to delay in the central nervous system would roughly amount to 25 5. 


SUMMATION AND REFRACTORY PERIOD. 


Mainly subliminal stimuli were used. The recording was mechanical, as 
explained above. It was found that for a period of about 0-7 o after delivery 
of the first stimulus an absolute refractory period prevailed. Summation 
began after an interval of about 0:8 ø, and increased to reach a maximum when 
the stimuli were 4'0 ø apart. A decline in the height of the response was first 
noted at an interval of about 4:8 ø, with a fairly rapid and progressive diminution 
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from 5s onwards (Fig. 2). Effective summation would appear to be due to 
the second stimulus setting up a reflex discharge in motor neurones situated in 
a field of subliminal excitation produced by the first. As long as the second 
stimulus takes effect during the period of discharge of the first, no prolongation 
of the response occurs (Figs. 3 and 4). The latent period having been found 
to be 496 and the duration of the response 100 ø, this means that the second 
stimulus can be administered up to 100ø after the first without affecting the 


o'8 sigma. 1°6 sigma. 2'4 sigma. 3'2 sigma. 4°o sigma. 


4°8 sigma. 5:6 sigma. 6*4 sigma. 7'2 sigma. 8*0 sigma. 


Fic. 2.— Mechanical record showing size of response to two successive stimuli with intervals 
of 0'8-8'0c, The curves represent the shadow line of a paper pointer fixed to the chin. 
For description, see text. 


duration of the response. When, however, this interval becomes 1006, so 
that the second stimulus is due to take effect just at the termination of the 
primary discharge, it becomes effective independently of the first and the 
duration of the response is doubled. No break or alteration of the phasic 
rhythm is discernible in the electromyogram of such a prolonged discharge. 
Should the second stimulus fall after the termination of the first response, a 
discrete second response of normal duration is obtained (Fig. 5). The reflex 
then shows an absolute refractory period of about 0-7 ø, followed by a period 
of about 3:3e during which a second stimulus causes a gradually increasing 
response. Maximal responses are obtained with intervals of 4-4:8 o between 
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the stimuli. The progressive diminution is slow from 4:8 to 56, and then 
becomes fairly rapid, only to slow down again in the region of 20 to 40 ø. By 
90 c the summated response is practically indistinguishable from that obtained 
with a single stimulus. 


Fic. 3.—Electromyogram illustrating summation. Interval between the stimuli 
(ss) 4 v. On mechanical record this would correspond to maximum summation. 
Stimulating voltage = 4. Time = 435 sec. 


^ j* ^ * * , - 
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Fic. 4,—Summation. Interval between stimuli = 61 c. Response of normal duration. 
Stimulating voltage — 8. Time — ra Sec. 


— oe 


Fic. 5.—Record showing two discrete responses. Interval between stimuli 123 6. 
Voltage = 10. Time = 4i; sec. 


The time relations for the absolute and relative refractory periods correspond 
fairly closely to those previously found for the sensory and motor fibres of the 
human ulnar nerve (loc. cit.). So far the evidence afforded by our experiments 
does not, however, allow us to decide whether we are here dealing with the 
time relations of the peripheral nerve alone, or whether the same relations 
also hold good for the central nervous mechanisms involved. The experiments 
of Eccles and Sherrington (7), in which successive stimulation of two separate 
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afferent nerves elicited the same augmentation of the flexor reflex, would point 
to the latter alternative being true. An experimental proof in the present 
instance could only have been afforded by stimulating two twigs of the thenar 
branch of the median with two pairs of electrodes. The smallness of the 
available area would have made it impossible, however, to eliminate a spread 
of the stimulating current from one pair to the other with any certainty. 


THE NATURE OF SUMMATION. 


It has already been noted that summation is unaccompanied, in the electro- 
myogram, by any alteration in the phasic rhythm, and that it appears to be 
due to a recruitment of additional motor neurones. Turning now to the 
explanation of the progressive waning of summation, it can be accounted for 
by assuming that the area of subliminal excitation shows every grade of inten- 
sity, this probably varying with the topographical position of individual 
neurones. That, furthermore, the state of excitation first disappears in those 
neurones in which it is least intense ; therefore, progressively smaller numbers 
of them will be found in a responsive state by the second stimulus as the 
interval gets more and more prolonged. 

As has also been mentioned, no prolongation of the total response occurs 
during summation. The explanation of this, in view of what has just been 
said, becomes somewhat difficult, and must remain tentative for the present. 
It must first be granted that motor neurones recruited by comparatively late 
second stimuli cease to discharge at the same instant as the motor neurones 
excited by the first stimulus. This implies a distinction between the intensity 
of stimulation which is necessary to cause a discharge at all, and the “ quantity ” 
of excitation which determines the length of discharge. The quantity then, 
as well as the intensity of excitation, diminish progressively from the moment 
of incidence of the first stimulus. Thus a second stimulus will be able to raise 
the excitability in the “ subliminal fringe " to threshold value, but does not 
appear to be able to bring the quantity to a maximum corresponding to that 
of the primarily excited neurones. The length of discharge obtainable from 
“ secondarily '' excited neurones will therefore always be less than 1000. 

A model with similar functional properties could readily be furnished by a 
system of condensers; this does not, however, make the hypothesis incom- 
patible with the view which bases the mechanism on humoral rather than 
physical processes. 

The fact that both strong and weak single stimuli have been found to 
condition the same duration of discharge, while producing appropriate 
differences in amplitude, would at first sight appear to militate against the 
acceptance of the hypothesis sketched above. It must be remembered, 
however, that the intensity of stimulation in the present experiments varied 
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within a very limited range, a very small increase over a barely effective 
stimulus becoming unbearable at the height of summation. 


SUMMARY, 


(1) The palmar chin reflex was studied in the normal human subject. 
Single and successive electric stimuli were used, and the nature of the response 
analysed. 

(2) The reflex is homolateral, and manifests itself as a phasic contraction 
lasting 100 a. 

(3) The latent period of the response showed a uniform value of about 
50 ø, with a central delay of about 25 ø. 

(4) There was an absolute refractory period of 0-7 e to a second stimulus, 
and this was followed by a relative refractory period of 4-36. Summation 
reached its maximum with a stimulus interval of between 4:3 and 5o. The 
response then diminished, at first rapidly and then slowly, until the stimulus 
interval very nearly equalled the length of discharge. 

(5) The reflex was not inhibited by simultaneous stimulation of the opposite 
hand. 
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OBSERVATIONS ON THE USE OF PYRIFER.* 


By J. ERsKiNE Howler, M.D.Liverp., M.R.C.S., L.R.C.P., D.P.M., 
Assistant Medical Officer, Prestwich Mental Hospital. 


THE use of inoculation malaria as a method of pyretotherapy still involves 
a relatively high figure of mortality and has other drawbacks. For example, 
there are the difficulties in propagating the culture, the loss of time entailed 
by the periods of incubation and removal of the fever, the uncertainty whether 
the inoculation will be successful, and the impossibility of a simultaneous 
administration of arsenical preparations ; further, the fact that the treatment 
cannot be repeated satisfactorily, together with the occurrence of splenic and 
hepatic complications. A method of inducing pyrexia that promises freedom 
from these, at times, irksome conditions is therefore worthy of trial. 

Pyrifer is a preparation produced from killed bacteria of the coli group, 
and is put on the market in seven different strengths, ranging from 50 million 
(strength I) to 5000 million (strength VII) bacteria per c.c. It is administered 
by intravenous injection in increasing doses, commencing with 25-50 million. 
The further increases in the dose depend upon the individual reaction of the 
patient. Paravenous injection does not involve any injury, but should be 
avoided on account of the insufficient fever induced. It is recommended that 
the ampoule be well shaken up before injection, as by this means the active 
ingredients are mixed uniformly. | 

Following the first two or three injections the attack of fever falls by lysis, 
with a second, but lower, rise of temperature, so that the complete recovery 
from the febrile condition only takes place after twenty-four to forty-eight 
hours. In one case the temperature took four days to fall to normal after 
the first injection. No further injection should be given until the temperature 
has returned completely to the normal. 

After the third injection of pyrifer the regular typical fever rhythm appears. 

Within 4-1 hour after the injection a sharp increase of temperature takes 
place, usually with a rigor, reaching its highest point after 2-3 hours and 
returning to normal within 4-8 hours. 

The full course in the series to be described later has been 12 attacks of 
fever. The injections have been given on alternate days, and it has been 
possible to produce regular attacks of fever of approximately equal temperature 


* Read at a meeting of the Northern and Midland Division of the Royal Medico- Psychological 
Association held at Prestwich, May 11, 1934. 
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by the administration of increasing doses, and to adapt the height of the fever 
to the physical condition of the individual patient. 

The main accessory phenomena of the fever observed were headache and 
vomiting, but these may be avoided to a great extent by slow injection and the 
giving of the pyrifer with the patient in a fasting condition. In cases where 
these symptoms occurred considerable benefit was observed to follow the exhibi- 
tion of luminal. Apart from these symptoms in a few cases, for the most 
part the injections were very well borne by the patients. After the subsidence 
of the fever the patients soon began to feel quite well again; and on the inter- 
mediate days, when free from fever, they were able to remain out of bed. 

The patient's weight was usually reduced slightly by the treatment, but 
compensation occurred rapidly. In some cases the weight was found actuallv 
to be increased at the end of the course of treatment. 

Patients in poor health need not be excluded from this form of therapv, 
and I have been very much impressed with the way in which this type of patient, 
supported by cardiac tonics, has borne the pyrexia. Two of the patients 
were in an exceptionally low state of health, but apparently were not affected 
adversely by pyrifer. 

The effect of pyrifer on the blood picture has shown in two phases. Firstly, 
during the fever, a leucocytosis, with increased mononuclear cells, a shift 
to the left of the Arneth count, and a corresponding fall in the lymphocytes ; 
secondly, with the fall in the fever, a fall in the leucocyte count and a 
relative increase in the lymphocytes. 

In giving the results following pyrifer therapy, I will first show the findings 
in cases of general paralysis. 

During 1933, 15 cases were given pyrifer, and of these 3 had already been 
given inoculation malaria before admission. The only selection made in these 
cases was that, with the patients who were considered too feeble to undergo 
malaria, pyrifer was given. Thirteen patients were inoculated with malaria 
during 1933. Many of those treated by pyrifer were very advanced cases, 
as can be judged by the fact that 5 of the 15 died from general paralvsis 
in from 2-8 months after treatment without having shown any apparent reac- 
tion to the therapy. Of the 10 remaining, 2 have shown no mental improve- 
ment, 2 showed improvement (one an apparently complete mental recovery), 
but subsequently relapsed to some extent, one showed improvement, but died 
from lobar pneumonia 8 months after treatment, 3 showed considerable 
improvement and 2 have been discharged from hospital. 

I should not like you to gain the impression that the high death-rate in 
this series is in any way due to the action of pyrifer; it merely shows the 
advanced state of these patients. The 5 patients who died from general 
paralysis were given pyrifer because, on account of their general condition. 
I did not feel justified in risking the use of malaria. 

The total figures, then, for pyrifer treatment during 1933 may be stated as 
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I5 cases, with 6 patients improved, or if one excludes the advanced patients, 
IO cases with 6 improved. 

Of the 13 patients inoculated with malaria, 1 died less than a month after 
the inoculation, 5 showed no improvement, 1 showed improvement but relapsed, 
3showed slight improvement, 2 were discharged (1 to care of friends—improved), 
and the remaining case, sent in as a voluntary patient, left in a worse state 
than on admission. This last patient was in the hospital just over 3 months 
from the date of inoculation, but became incapable of volition. The total 
figures for malarial treatment during 1933 may then be stated as 13 cases, with 
5 improved. 

From these records it is seen that the comparison of pyrifer with malaria is, 
in improvements, 6/15 to 5/13, but in making the proportion I have obviously 
erred in favour of malaria. If one gives 3 points for discharge, 2 for consider- 
able improvement and 1 for improvement, the figures would be: Pyrifer 
I5 cases, I3 points ; malaria 13 cases, 9 points. 

The low percentage of discharges in both series is striking, but is, I think, 
due to the type of cases admitted to this hospital. 

The total figures for the malarial treatment of general paralysis in this 
hospital from February, 1928, to January, 1933, are: Cases 67, died under 
treatment I5, total deaths 28, discharged 11 (2 since readmitted), improved 2. 

So far this year 7 general paralytics have been treated with pyrifer, of 
which number 5 have but recently finished the course. As the beneficial 
effects of pyrifer usually take about 3-6 weeks to appear, it is difficult to 
assess fully the results in this series. One patient was in a very advanced 
stage, with a large pressure sore over the sacrum on admission, and after II 
injections he developed convulsions and later died. Of the remaining 6, 3 
are showing some signs of improvement. 

The fever therapy in all cases, malaria and pyrifer, has been followed by 
courses of anti-syphilitic treatment, viz., tryparsamide and bismostab. 

The next series to which I wish to direct your attention is that showing 
the use of pyrifer in cases of schizophrenia. 

Fifteen cases have finished the course of treatment more than a month ago, 
whilst 6 have only more recently completed the therapy. 

Of the cases referred to, all except two were recent admissions. One has 
been discharged and another discharged to care of friends. I have seen both 
of these patients fairly recently at a clinic, and both are maintaining their 
improvement. One, a voluntary patient from the probation officer, im-- 
proved somewhat, then relapsed and later left the hospital. Five have shown 
some improvement and 7 have shown no change. Of the 6 more recent cases, 
3 have so far shown some improvement. 

I must point out that the first injection of pyrifer given to any of these 
patients was on June 4, 1933, and hence it is far too early to form any 
conclusions as to the permanency or otherwise of the improvements. The 
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improvement has shown itself in better behaviour of the patients, the 
appearance of ability and willingness to work and an amelioration of the 
mental symptoms. 

I should like to illustrate this series with a short account of two cases. 
One of these patients, æt. 20, was admitted on July 2, 1929. He took no interest 
in his surroundings, refused to converse or even answer a question and would 
not comply with the simplest request. Without any apparent cause he became 
excited and violent. He was faulty in habits. On June 4, 1933, when pyrifer 
therapy was commenced, he was in a stuporose condition, would not speak, 
and required spoon-feeding and every attention. His habits remained faulty. 
A month after treatment he would feed himself if somebody touched his hand 
or body. He required touching for every step he took or every mouthful 
he ate. Later he became able to feed himself without the magic touch, and 
at the present time, although his appearance is apathetic, he does everything 
for himself, works very well in the ward and occupational therapy class, plays 
badminton, and takes part in the physical exercises class. His habits are 
clean. He can appreciate jokes or anything said to him. He is able to speak, 
though always in a whisper, and during inspiration only. 

Another case I should like to mention is that of a voluntary patient, admitted 
on January 13, 1934. He said that he had two brains, could not concentrate 
and could not work, as something seemed to stop him all the time. He was 
very introspective, and showed no interest in his surroundings. He was given 
a course of pyrifer injections. He has now lost the idea of the two brains, is 
a very good worker, and has become an enthusiastic cricketer for the patient’s 
team. 

I have also given pyrifer to two cases of paraphrenia, one case of chronic 
mania, one case of insanity with epilepsy and one case of alcoholic pseudo- 
paresis. 

Of the cases of paraphrenia, one was a recent admission and one a chronic 
case. The recent case has shown an improvement, but there is no change in 
the chronic case. No improvement was observed after pyrifer in the case of 
chronic mania. The case of alcoholic pseudo-paresis was a patient in an 
extremely low state of physical health. He showed no improvement. In this 
case pyrifer was given by request as a last resort, and the manner in which 
this feeble patient bore the pyrexial attacks without apparent ill-effect was 
very striking and unexpected. 

* I gave pyrifer to the epileptic case because I have frequently observed the 
amelioration of fits in epileptic patients suffering from pyrexial illness. In 
one case which I remember vividly, an epileptic patient developed an empyema. 
Her fits stopped. The empyema was drained and her temperature subsided, 
but the fits did not recur whilst pus was present. When the pus ceased to 
flow the fits recommenced. In the case treated by pyrifer the fits averaged 
32 every three weeks for several three-week periods before treatment, 16 in 
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the three weeks of pyrifer treatment and 30 and 37 in the subsequent three- 
week periods. 

I am cognizant of the fact that the number of. cases fully treated so far, 
Viz., 47, is far too small to form any very satisfactory conclusions. In addition 
sufficient time has not elapsed to ascertain whether or not the improvements 
are permanent. From my short experience it would appear that we have in 
pyrifer a valuable therapeutic preparation which, if the results are permanent, 
will compare favourably with malaria, or at any rate will provide us with a 
useful, handy and convenient alternative. 

As in malarial therapy, the way in which pyrifer acts is still unknown, but 
no doubt the two therapies are closely allied in their mode of action. It would 
appear that pyrifer has certain advantages as compared with malarial treat- 
ment, as it avoids the introduction into the patient's system of a serious 
infectious malady which taxes his strength to the utmost. The height of the 
temperature can be readily controlled, and this makes it possible for the treat- 
ment to be applied to old and feeble patients. It is borne extremely well, and 
is comparatively free from danger. There is no pain following the injection, 
as in the case of preparations of sulphur in oil. A further advantage is that 
pyrifer can be combined with specific anti-syphilitic treatment introduced 
during the fever therapy, and I understand that it can be repeated as often 
as desired. Finally, one is able to arrange the time of the pyrexia, so that, 
for instance, when an injection falls due on the patient's visiting day, one can 
give the pyrifer early and so allow the patient to enjoy and appreciate fully 
the visiting period—a small point perhaps, but one which is beneficial to the 
well-being and happiness of the patient. 

In conclusion I wish to express my thanks to Dr. Blair for his encourage- 
ment and kind permission to publish this paper, and to the members of the 
nursing staff, who have given me their assistance and enthusiastic co-operation. 
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THE BARBITURATES IN EPILEPSY.* 


By RicHARD HANDLEY, M.B., Ch.B., D.P.M,, 
Director, David Lewis Epileptic Colony. 


ABOUT a year ago I came to realize that my knowledge of the subject 
of treatment in epilepsy was far from being complete, and this paper is the 
outcome of efforts made to clear up some of the uncertainty which existed in 
my mind. 

After fairly extensive reading I concluded that facts fersonally observed 
were most important, for inaccurate terminology may give quite wrong 
impressions, and often published reports are of interesting but exceptional 
cases rather than regular ones. Opinions are copied from one report to another, 
and many conclusions are derived from a fairly short observation of a few cases. 

Most epileptics vary greatly from time to time; quite a number seem to be 
improved during the summer months, only to relapse as winter comes again. 
Such variations can only be appreciated by prolonged observation. 

We all realize that a mere reduction in the number of attacks is no sure 
sign of improvement, for it may be accompanied by a worsening of behaviour 
and a decreasing ability to work. 

I have considered large numbers of cases rather than a selected few, and 
they have been observed over long periods of time. 

One often reads reports of some new treatment which has produced a marked 
improvement in a certain group of epileptic patients. A surgical operation 
often produces temporary benefit, but does not produce permanent improve- 
ment, except perhaps in focal epilepsy. Septic foci can always be found and 
surgeons to remove them. Many of my cases have lost their tonsils but 
retained their epilepsy. One poor fellow has lost most of his colon, retained his 
epilepsy and acquired peritoneal adhesions, necessitating two further opera- 
tions. I have noticed marked temporary improvement after various other 
new treatments, such as a strict diet—recently two boys have improved 
greatly on a low protein diet—or by giving a new drug—four patients improved 
greatly after daily injections of acetyl choline for a month—or after any new 
regime. 

This temporary improvement frequently occurs when barbiturates are 
given. Observers have noticed it, and have said that tolerance for barbi- 
turates frequently sets in. I have found no true tolerance, and believe that 


* Read at a Meeting of the Northern and Midland Division of the Royal Medico-Psycho- 
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these observers had cases showing this temporary improvement, so commonly 
found in epileptics. | 

This improvement, followed by a pseudo-tolerance, occurs so constantly 
that I think the explanation must be found, not in the particular treatment, 
but in the patient; possibly it is a result of auto-suggestion. 


VARIOUS BARBITURATES. 


During a lull in the recent battle I was asked how much barbiturate we 
used in a year, and I was rather surprised to find that last year I prescribed 
just over three stones of these drugs. 

The barbitals with specific anti-epileptic qualities are all phenobárbitals 
and the ordinary ones are of three kinds. There are other higher members of 
the series, but these are still protected by French or German patents, and have 
not been released generally. 

(1) Methyl-phenobarbital. Trade name: Rutonal. This is slow, and requires 
doses of 5 to 10 gr. to obtain anti-epileptic action. It is very expensive, and not 
so easily procurable in large quantities as are the other members. It has been 
used successfully, but is rarely used now, and I have not used it. 

(2) Ethyl-phenobarbital. Trade names: Luminal, gardenal. B.P. name: 
Phenobarbitone. This is very slightly soluble in water, but by substituting 
sodium for one of the hydrogen atoms of the urea nucleus, soluble salts are 
formed, and these are called luminal sodium, gardenal sodium, and, in the 
B.P., phenobarbitonum solubile. 

Gardenal has been used extensively at the Colony, but as it did not prove 
different from luminal it has not been used lately. 

Luminal sodium and phenobarbitonum solubile are in general use at the 
Colony, and I was interested in comparing the proprietary with the official 
preparation. 

Two hundred patients, men and women, all undergoing treatment with 
luminal sodium were suddenly changed to similar doses of phenobarbitonum 
solubile. Asa comparison, a further 200 were left on their usual dose of luminal. 
Nobody but myself knew about this change-over. This was essential because, 
as I have mentioned, any obvious alteration in treatment produces a temporary 
effect on many epileptics. This test continued for four months, particular 
notice being taken of any changes, either physical or mental. The sudden 
change of medicine was noticed by nobody and produced no immediate ill- 
effects, such as rashes, nausea or alteration in temperament. Those people 
who were kept free from attacks by luminal remained free, and the number 
of attacks in the rest did not vary from the previous average. In no case did 
phenobarbitone produce results less satisfactory than those produced by 
luminal. The following points are to be noted: (1) Luminal is a foreign drug 
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and cannot be bought in bulk. Phenobarbitone is British. (2) There is no 
danger of supplies of phenobarbitone being cut off, as happened a few years 
ago during the luminal famine. (3) Luminal sodium costs up to 14s. an ounce. 
Phenobarbitone costs 2s. 64. This may not be of importance where only 
small quantities are used, but it is worth considering in an institution or when 
prescribing for National Health Insurance. 

(3) Methyl-ethyl-phenobarbital. Trade name: Prominal. When this was 
introduced in 1931 it was claimed that smaller doses would be efficacious and 
that there would be less hypnotic action. 

Eight cases in the Colony were given prominal alone or with luminal. In 
no case was any improvement noticed. One case was definitely better without 
prominal. Three early cases of epilepsy, not in the Colony, were given prominal, 
and it'was found that there was no sleepiness in the morning, but the effective 
dose is about 4 gr.—rather higher than the usual phenobarbitone dose. This 
absence of sleepiness was useful, as all three wished and were able to continue 
at work. | | 

This prominal series is too small to give conclusive results, but it tends to 
show that prominal is not necessary in an institution, but may be indicated as 
suitable for a patient who can afford the extra expense and who is anxious not 
to interrupt his daily routine work. 


TREATMENT BY PHENOBARBITONE. 


The complete duality of the action of phenobarbitone firstly as an anti- 
epileptic and secondly as an hypnotic has not been recognized clearly. 

It can be given as a working rule that doses above 5 gr. are hypnotic doses, 
and any good they do is due to the hypnotic action alone. Such doses are still 
used in epilepsy, particularly in status epilepticus, without the user always 
realizing that he is giving an hypnotic rather than a specific anti-epileptic drug. 
In such cases we, at this Colony, do not use large hypnotic doses of 
phenobarbitone, having found that chloral and other sedative drugs are safer 
and surer. 

The anti-epileptic dose is less than 5 gr., usually 2 gr. Even such a small 
dose as 2 gr. is mildly somnifacient when first started, but after about ten davs 
it no longer produces any drowsiness. With repeated small doses the somni- 
facient action passes off completely, long before any anti-epileptic action is 
apparent. 

It has been found that 80% of the phenobarbitone taken by the mouth is 
decomposed in the body, the other 20% being excreted in the urine during the 
following nine or ten days. At present there is no simple qualitative test for 
detecting phenobarbitone in the urine, but probably such a test will be available 
shortly, as various dyes have been prepared recently from very small quantities 
of the drug. 
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We begin treatment by giving 2 gr. of phenobarbitonum solubile each 
morning, dissolved in $ oz. of water. At the end of a fortnight any nausea or 
sleepiness has disappeared and no further ill-effect is noticed. Each case is 
reviewed at the end of every month, and any advisable alteration is made. 
Such alterations are : 

(1) Phenobarbitone may be stopped at the end of six months if no change 
has been produced or is to be expected. 

(2) If the drug has improved the patient, then an increase may be made in 
the dose, from 2 to 3 gr. This seldom makes any difference, and the dose is 
soon reduced to 2 gr., but occasionally a 3-gr. dose is better than a 2-gr. one. 

(3) The time of giving the dose may be altered. If most of the attacks 
occur during the night it may be of benefit to take the dose in the evening 
rather than the morning. By taking the dose in the evening the initial morning 
sleepiness can be largely avoided. 

(4) The daily dose may be divided into two doses each of 1gr. This proves 
particularly useful in patients who get attacks of petit mal in the evening. 

(5) The phenobarbitone may be supplemented by occasional doses of 
bromide. Most patients have discovered that regular doses of bromide make 
them dull and they object strongly to taking them. I have found that occa- 
sional doses of bromide are sometimes useful in allaying the headache and 
nausea which may accompany attacks of grand mal. Similarly an occasional 
dose may reduce the violence of an attack of grand mal. 

Meerloo says that frequently an insane epileptic when given a dose of 
phenobarbitone will become irritable and pass readily into furor. 

Several people who had been in the Colony for many years and become 
demented were given phenobarbitone. Two of them became very excited 
and the drug was stopped. Without the drug they were certainly duller and 
heavier mentally, and they might have improved if we had persevered. A third 
patient had definitely fewer attacks, but her mental condition did not alter 
greatly. Two cases were markedly improved, and this improvement has been 
maintained. 

That the improvement is due largely to the phenobarbitone can be proved 
by stopping the drug for a time. This is never done if it can be avoided, but 
the result of stopping the drug is described later. 

Phenobarbitone is classed as a poison under the Pharmacy Act of 1908. 
This means that the drug can be bought directly from a pharmacist, no doctor's 
prescription being needed. It is probable that under the Pharmacy and Poisons 
Act, 1933, this will be changed, allowing the sale of barbiturates only on a 
doctor's prescription. This extra precaution is strongly supported by the 
Home Office in England and the Préfecture in Paris. 

My present practice with patients outside the Colony is to prescribe not 
more than eight days' medicine at a time because— 

(1) It eliminates any chance of consuming a dangerous dose. If the whole 
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eight days’ supply were taken at once it would be no more than a soporific 
dose. 

(2) It ensures that the patient shall be seen periodically and not take a 
routine dose indefinitely. This eliminates any slight possibility of toxic 
symptoms ever becoming established. 

(3) It ensures that the drug is freshly prepared. 

There is a type of petit mal called by Gowers “jerks”, which we call 
‘jumps ”, and otherwise known as myoclonic or “ regional" epilepsy. These 
terms are used to describe those attacks in which consciousness may be impaired, 
and in which a group or groups of muscles suddenly become tonically contracted. 
The attack lasts a second or two, and then relaxation occurs, but the attack 
tends to recur after a few minutes. Groups of these “jumps’’ occur either alone 
or with a typical attack of grand mal. They are very distressing to the patient, 
as he drops everything in his hands and he may be thrown violently to the floor. 

There are several people at present in the Colony who were subject to 
“ jumps ” as well as typical attacks of grand mal. Two of these have been 
freed from all attacks by phenobarbitone. A third has found that if he takes 
I gr. of the drug when he feels the ' jumps '' coming on they are completely 
warded off. 

Serial epilepsy is a condition in which a sequence of major attacks occurs, 
but there is a period of consciousness after each attack. 

A regular dose of phenobarbitone is of great use in reducing the number 
and severity of these groups. One colonist used to have groups of seven to ten 
attacks before being given the drug, now he has only an occasional minor 
attack. In spite of being such an excellent preventive agent, I have found 
that a dose of phenobarbitone, given after the beginning of the group, is of 
little use in stopping it. A rectal wash-out and the giving of 30 gr. of chloral is 
the best means of aborting such a group. 

Prolonged clonic convulsions, associated with grand mal, are not very common. 
I have met two cases, and the most successful treatment of this condition has 
proved to be light chloroform anaesthesia. Phenobarbitone was useless in 
anything below a markedly soporific dose. Hyoscine or chloral made them 
wildly excited. 

Status epilepticus.—ln this condition there is a sequence of attacks without 
consciousness being regained between them. If the patient recovers between 
his attacks so that he can sit up and take sips of water, we do not class the 
condition as status. Since the introduction of phenobarbitone status epi- 
lepticus is increasingly rare. There is no doubt that regular doses of the drug 
markedly diminish the liability to status epilepticus. Several colonists had 
periods of status before being given phenobarbitone, but they have had none 
since then. As a treatment for status epilepticus it has been proposed that 
phenobarbitone should be injected intrathecally, intravenously or hypoder- 
mically, or given in large doses fer rectum. At the Colony we find the drug 
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is of no benefit in anything less than soporific doses. The best treatment for 
status epilepticus remains rectal lavage, followed by the administration of 
chloral and a solution of glucose by the mouth. 

Dangers of prolonged medication.—Shortly after the introduction of luminal, 
Graeffner strongly advised an interval of two clear days after every four days’ 
use in order to prevent any cumulative effects. Later, in this country, Mott, 
Pickworth and Woodhouse studied the effect on animals of very large doses 
of hypnotic drugs, and largely due to their work has arisen the general belief 
that the giving of therapeutic doses of phenobarbitone over a long period will 
result in degenerative changes in the central nervous system. 

For instance, in 1927 Willcox affirmed that the taking of large doses or 
continued full therapeutic doses of barbiturates must cause definite organic 
changes in the central nervous system. Later he stated that the repeated 
daily use of barbiturates in therapeutic doses quite commonly causes symptoms 
such as mental depression, paralysis, etc. 

The treatment of epilepsy with phenobarbitone was begun at the David 
Lewis Colony in 1922, and by 1925 over 250 colonists were receiving it. At the 
end of 1933 there were over 400 taking regular doses of barbiturates. Some 
of these have now been taking a regular daily dose for over twelve years, 
and the combined effect of epileptic attacks and phenobarbitone therapy is 
illustrated by a few examples. 

The Colony store, which caters for 500 people, is managed entirely by 
two male colonists. They order, receive, check and apportion all groceries 
used here. The senior storekeeper is sixty-three years old and has been taking 
a daily dose of phenobarbitone for eleven years. He shows no sign of mental 
deterioration, being bright, astute and trustworthy. His assistant is thirty- 
six years old, and has been taking 2 gr. of phenobarbitone daily for over twelve 
years. This colonist is above average intelligence, and his friends say he is 
definitely brighter than he was twelve years ago. 

Our organist, who is employed during the week as laundryman, personally 
attending to his horse and van, has been having phenobarbitone daily for over 
ten years. He still has minor attacks, but is of average intelligence and shows 
no sign of mental deterioration. Many more cases can be quoted who, after 
ten or more years of regular phenobarbitone dosage, are of normal intelligence, 
and even though some still have attacks, they show not the slightest sign of 
degeneration. Many are definitely brighter than they were before the drug 
was started. It can safely be asserted that therapeutic doses of phenobar- 
bitone given daily without interruption for periods up to twelve years cause 
no obvious degenerative changes in patients with epilepsy. One must believe 
that if any degenerative change occurs in such a case it is not produced by the 
phenobarbitone, but by the disease itself or by some other treatment. 

Stopping the drug.—In his book on Epilepsy Sir William Gowers says: 
'* In most of these cases (of status epilepticus) the condition was caused by the 
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sudden arrest of the administration of bromides.” This being so, it is interest- 
ing to see if status epilepticus is produced by the sudden arrest of the admini- 
stration of phenobarbitone. Reports have been published describing cases 
where status epilepticus was induced by stopping the regular dose of pheno- 
barbitone given to insane epileptics. There is not the same definite evidence 
if one considers sane epileptics. 

A great many cases of sudden arrest of administration are found in the 
records of the Colony. Soon after the treatment was started here there was a 
luminal famine, and thirty colonists suddenly dropped it. Not one of them 
showed appreciable signs of harm. Those who have stopped phenobarbitone 
have done so without any tailing off ; there has never been a slow diminution 
in the dose, but always a sudden arrest. These patients can be divided 
conveniently into four groups. 

Group 1.—Phenobarbitone, having been taken for six months or more, 
seems to be doing no good. The drug is discontinued. Many cases have been 
investigated, and in no case has the sudden stoppage been accompanied by anv 
appreciable result. 

Group 2.—The drug, having been taken for six months or more, is discon- 
tinued, although it seems to be doing good. This group is very large, as all 
admissions to the Colony are observed for a time without any drug being given 
tothem. In some cases phenobarbitone has been given prior to admission, 
but it is stopped for a time. The group also includes colonists who go with 
friends for a holiday but do not obey instructions to continue the drug. Cases 
in this group tend to relapse mentally and to have an increased number of 
attacks. Sometimes they seem to be worse than before phenobarbitone was 
started, but this rarely persists, and they quickly return to a condition at least 
as good as that in which they were before PucngoauPtone was started. In no 
case has status epilepticus occurred. 

Group 3.—Phenobarbitone has completely arrested the attacks, but the 
patient still has the epileptic mentality, being rather unbalanced and emotional. 
Great care is taken that the drug should not be stopped in these cases, but I 
have seen a few where this has happened in spite of all precautions. It is 
found that the sudden arrest may be followed by a worsening of the mental 
trait and perhaps one or two attacks of grand mal may occur. 

Group 4.—Phenobarbitone has arrested the attacks and the patient is 
returned to normal mentality, being controlled emotionally and apparently 
cured. These cases are advised to continue the drug for two years after thev 
return home; many of them continue the drug for longer than this. In mv 
experience there is no risk of symptoms developing when phenobarbitone is 
stopped. 

Toxicomania.—When a drug such as phenobarbitone is used continuously 
over a long period it is important that no overdose should be taken and no 
addiction produced. Willcox says that repeated daily doses of a barbiturate 
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produce a definite craving in a large number of cases, and that persons addicted 
to the continued daily use of these drugs not uncommonly, as a result of this 
habit, take a dangerous overdose, whether accidentally or otherwise. 

+ It is generally accepted now that some constitutional predilection is the 
real cause of toxicomania and the addict is usually found to be cyclothymic 
in type. 

Many colonists ask for an extra dose of phenobarbitone at times. If they 
feel minor attacks coming, they find that a grain of phenobarbitone frequently 
wards them off. This is quite understandable, but in no case is the daily dose 
of 3 gr. exceeded and there is no suggestion of craving for the drug. 

One colonist, who had returned to work, was using more than his allowance 
of phenobarbitone. I concluded that he must have been taking excessive 
doses, but on investigating further it was found that the phenobarbitone was 
taken by his sister, who had discovered a remedy better than aspirin in curing 
her menstrual headaches. Another colonist was reported to me as having a 
craving for phenobarbitone and trying to steal it. I found that when pheno- 
barbitone was denied him he tried to acquire extra doses of house mixture or 
anything else from a bottle. Undoubtedly he had an obsession, but it could 
not be described as toxicomania. 

In spite of the large quantity of phenobarbitone prescribed, both to colonists 
and patients outside, I have no knowledge of a single case of addiction in an 
epileptic. Phenobarbitone has been used successfully in the treatment of people 
with the morphia or cocaine habit. 

The only conclusion at which I can arrive is that there is no danger of 
establishing a craving by giving daily therapeutic doses of phenobarbitone 
for a period up to twelve years, and that there is no evidence of such a person 
taking a dangerous overdose. 

Idiosvncrasy.—During the first few years after the introduction of pheno- 
barbitone, cases were frequently described showing a peculiar idiosyncrasy to 
the drug, which usually showed itself in the production of rashes. Several 
colonists, on admission, have said they were not given this drug as thev were 
liable to develop rashes. 

The risk of idiosyncrasy must be very slight, for there is no record of a rash 
being produced in a colonist here. As mentioned elsewhere, morning sleepiness 
is a normal accompaniment of phenobarbitone treatment when it is started, but 
in every case it has been slight in degree, and it has never lasted more than a 
fortnight. 

Wildness and excitement have been produced in a few cases, but these 
people have all been strange and apathetic before the drug was given, and 
there was merely a change from one abnormal mental state to another. 

During the last twelve months two people have said that the first few doses 
of the drug made them feel sick, but this quickly passed off, and did not recur 
after about the third dose. 
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Willcox briefly reports two cases of jaundice, supposed to have been produced 
by repeated small doses of the drug. Such exceptional cases show that an 
-= idiosyncrasy must occur in a certain few cases, but this happens so rarely that 
the possibility can almost be dismissed if anti-epileptic doses only are prescribed. 
Davis says that luminal rash can be avoided by combining the drug with 
sodium bicarbonate. Perhaps we do not get rashes in the Colony because we 
always prescribe phenobarbitonum solubile, which is alkaline. 

Colony treatment.—Within the last twelve months I have seen two cases of 
epilepsy in children between 13 and 16 years old, who were so retarded that 
neither could fasten his shoes. Whenever they went out of the house it was in 
a motor car. Neither had been to school or mixed with other children, and 
for an annual treat one was taken to a matinee at a cinema. 

Several boys have been admitted to the Colony, accompanied by a fussv 
and overfond parent who has told us never to let her son walk alone; yet in 
three months they become ardent Scouts and play cricket. With such a 
home life how can these young people appear or become normal ? 

The best results are to be expected from phenobarbitone only if the patient’s 
surroundings are favourable. An epileptic reacts quickly to his environment 
and rarely improves in spite of his surroundings. When improvement begins 
a return to a difficult environment does retard or even prevent further recovery. 
Any worry or an atmosphere of ‘‘ cannot ” and “ must not " delays recovery, and 
may even induce the recurrence of attacks long after they seem to have been 
banished by drugs. Muskens has noticed that some trifling modification of 
life may be enough to raise the patient's resistance sufficiently to stop the fits. 
With phenobarbitone treatment it is found that colony regime may supply 
just this extra condition required. In a colony food and personal habits are 
regular. A child leads a normal life, attending school, church, dancing classes, 
and joining the Scouts or Guides. Any deformity is treated by exercise or 
advice obtained from an orthopedic surgeon. An older person is encouraged 
to do genuine work, not being merely occupied ; he plays football and cricket, 
and does his shopping in the local villages. He goes home for holidays, but is 
usually glad to return. Fashion is quickly followed ; clothes must be made to 
measure for each individual; not bought in bulk, hoping some will fit. When 
an epileptic finds he can do things like an ordinary human being, he determines 
to do them thoroughly. Some of the boys recently formed a hiking club, and 
their last walk was a distance of forty miles; their hiking club must bear 
comparison with those outside. Football and cricket teams are made up 
entirely of colonists, and play in the local leagues ; Scouts attend jamborees, 
and compete with other troops in tent-pitching and bridge-building competi- 
tions. In this atmosphere of normality is the real essence of colony life, and 
with such an environment are present the most favourable conditions for 
treating epilepsy with phenobarbitone. 

Summary.—This investigation was begun to test current opinions by 
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personally observing a large number of cases over long periods. The material 
available was the cases of epilepsy who have been or are now resident at the 
David Lewis Colony. This has eliminated any variation due to seasonal 
or individual differences and exceptional cases have taken up their proper 
position. It is shown how an epileptic may receive temporary benefit from 
any new form of treatment. When this ceases, an impression is obtained that 
tolerance is established, but this is not true tolerance. The real explanation 
of this temporary improvement is found in the mental attitude of the patient 
himself, who responds, but only for a time, to any form of treatment. After 
an exhaustive test, it was shown that phenobarbitonum solubile (B.P.) is the 
best drug for general use in an institution. Prominal is indicated in the treat- 
ment of those who are anxious to keep at work and can afford this expensive 
drug. Phenobarbitone greatly reduces the incidence of “ jumps ”’, serial epilepsy, 
prolonged clonic convulsions and status epilepticus; but, with the exception 
of the first, once these conditions have begun they are not benefited by the 
drug, unless it is given in large soporific doses. In spite of warnings against 
prolonged medication, cases are reported who have taken daily therapeutic 
doses for periods up to twelve years. No sign of mental deterioration is 
produced, many are markedly improved. Although it is the custom when 
withdrawing the drug to do so gradually, by “ tailing off ", our practice of 
sudden complete withdrawal has never been accompanied by any unpleasant 
symptoms. The evidence I have obtained strongly supports the opinion of 
authorities in Paris and Berlin, who say no craving is established. An idio- 
syncrasy to phenobarbitone may occur, but we have found that it never has 
done to the soluble alkaline drug. Most people agree that even if idiosyncrasy 
occurs, ample warning is given. Emphasis is laid on the importance of suitable 
environment if epilepsy is to be treated successfully. The possibility of danger 
in phenobarbitone treatment has been greatly exaggerated, and the severity 
of toxic symptoms very much magnified. The drug has undoubtedly diminished 
the incidence of serious sequele, and a patient becomes brighter and more 
equable when under its influence. 
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A FOLLOW-UP STUDY OF ONE HUNDRED CASES MADE 
FOR THE DEPARTMENT OF PSYCHOLOGICAL 
MEDICINE, GUY’S HOSPITAL. 


By Dorotuy H. HARDCASTLE, 
Social Worker, Department of Psychological Medicine, Guy's Hospital. 


THE following study was made for the Department of Psychological 
Medicine at Guy's Hospital in London in May, 1933. The purpose of the 
study was to investigate the present condition of the first hundred patients 
who attended the Department in 1931. Some of the findings will be compared 
with those from a similar study made in New York. 

It will be necessary to give a short sketch of the history and constitution of 
the Department for which the follow-up study was done, since methods and 
milieu differ considerably from those in America. 

When Thomas Guy founded Guy's Hospital in 1725 he made special pro- 
vision that there were to be beds for '' twenty poor lunaticks ". This has since 
been discontinued, but it is possible to feel that the service is still carried on 
by the Department for Psychological Medicine, which itself is part of the 
Department for Nervous Disorders. In 1931 the total number of beds was 
648 and the number of in-patient admissions was 12,068 ; the number of out- 
patient attendances was 554,606, while the total number of attendances in 
the Department of Nervous Disorders was 2,090. 

Child guidance was felt to be a natural development of psychological 
medicine, and on this account, a clinic was opened in January, 1930, as part 
of the Department. The psychiatrist and the social worker were already 
available, and the psvchologist was obtained through the generosity of the 
Commonwealth Fund of America for two sessions a week for one year, and 
subsequently for two years. At the present time the Clinic consists of the 
Psychiatrist and Director, Dr. R. D. Gillespie, two clinical assistants, a Fellow 
in child psychology, three psychologists, one social worker and one secretary. 

The demand for the Clinic came mainly from outside. The London County 
Council School Medical Officers, Care Committee Workers and District 
Organizers were responsible for referring 73 of the 161 cases the first year, 
while 31 cases came from other departments of the hospital. 

In 1931 there were 227 new cases, of whom 66 came from the London 
County Council and 72 from other departments of Guy's Hospital. In the 
same years the numbers referred by private doctors grew from 23 to 26. These 
figures show that, while outside agencies have used the Clinic from the start, 
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the medical profession, both within and without the hospital, have increasingly 
found that it meets a need. It may also be noted in this connection that in 
the 1933 follow-up study there were 6 probation cases. 

The Clinic was the first child guidance clinic in England to be started as 
an integral part of a general hospital. In consequence there can be no selection 
of cases; all are bound to be accepted for treatment, no matter whence they 
come. 

The need for a clinic of this description has recently been further stressed 
by an independent school inquiry made by Miss B. McFie, Child Guidance 
Organizer to the London County Council. She found that among 697 un- 
selected L.C.C. school-children between the ages of 12 and 14, 46% showed 
difficulties of the kind which yield to treatment in a clinic of this type. 

In the follow-up study the majority of the patients came from the Boroughs 
of Bermondsey, Southwark and Camberwell, which include some of the poorest 
districts in London. A great deal of the property in the immediate neigh- 
bourhood of the hospital is condemned; there is overcrowding and much 
unemployment. There are many flat dwellings both of the modern and of the 
older sort. 

In a community of this kind, where an old-established hospital enters so 
much into the life of a community, a condition of dependency tends to be 
fostered ; the people look upon the hospital as a very present help in any 
kind of trouble. The Department of Psychological Medicine co-operates with 
Care Committees in arranging school meals for children, school medical care 
and so forth; also with the labour exchanges in obtaining employment 
wherever possible, with relieving officers on the question of out relief, with 
the Charity Organization Society and with the Invalid Children’s Aid Asso- 
ciation in obtaining convalescent care, and so on. All these activities perhaps 
tend to encourage the belief that the hospital does obtain many benefits for 
its patients. This attitude of dependency was apparent among many of the 
cases studied. 

Two other points were noted in the investigation. First, the visit of inquiry 
appeared to give almost uniform pleasure; quite often the mothers were 
* busy " and ungracious when the investigator appeared, but at the mention of 
Guy's Hospital and Dr. Gillespie's name their faces would light up, and the 
worker would be invited to come in and sit down and have a long chat. In 
many cases the patients expressed a desire to return to the Department for 
further help and advice. 

Amongst the parents of mental defectives, however, some resentment and 
hostility were encountered, and some time was spent in getting the parents to 
accept them at that level. A confusion exists in the minds of parents 
between defective and insane. The ''silly school’’ has a very definite stigma 
attached to it, and one has to combat this attitude. 

The follow-up study included both adults and children ; it was concerned 
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with the first hundred cases attending the Department in 1931, but the 
analysis will deal mainly with the children. There were 33 adults and 67 
children. 

In every case, except where distance made it impossible, a personal inter- 
view was held, either with the patient or with some responsible member of the 
family. Contact was made with all agencies interested in the patient, and their 
opinion of his present condition obtained. In every case, where relevant, the 
following were investigated : 

I. Present condition of symptoms for which referred. 

2. General health, i. e., sleep, appetite, whether cheerful or depressed, etc. 

3. Nature of present work—whether happy in work, doing well, whether 
keeping jobs long, etc. 

4. Social contacts, i. e., whether goes out much, friends, clubs, etc. 

5. Attitude of family—whether family is sympathetic or antagonistic, 
whether patient is well adjusted to the home circle. 

6. Sex life—whether married or single, whether friendly with members 
of the opposite sex, whether well adjusted in this respect. 

7. Patient'sown interpretations of treatment received in the Department. 

8. If recovery was made, to what patient or family attribute this 
change. 

In the cases of children under 14 the same questions were asked, except 
that inquiries into progress at school were substituted for conditions of work. 
A school report was obtained in all these cases. 

The word cure is not employed in this investigation, as its implications 
were considered to be too sweeping and the time elapsed since treatment too 
short to warrant the assumption of a complete cure; therefore much improved 
is adopted instead. Cases 1 and 2 illustrate this type. 


CasE r.—Male, æt. 1519. I.Q. 129. Referred on account of backwardness at 
school. 

The patient was found to be happy at home, not at all unsociable or diffdent 
with others. His report from school stated, ‘‘ This boy has done exceedingly well 
at school; he has matriculated with distinction in history and oral French. He is 
now doing a commercial course and again has a very good report ”. 


Case 2.—Male, æt. 16:5. LOQ. 100. Referred as a probation case for stealing. 

Both mother and patient were seen. The latter was most prosperous-looking, 
evidently well content with himself and with the world. He was smartly dressed, 
and appeared to have a good deal of pride in himself and his achievements. He is 
under-manager of a tobacconist's business in the theatre district, and inquired if 
the worker and psychiatrist would not visit his shop one evening when they were 
at the theatre. The mother said that his heart and soul were in his work ; he did 
not mind how long or hard he worked. He maintained a great affection for the 
probation officer, who still paid friendly visits. 


The word improved has been used where definite improvement has been 
noted in the condition for which the case was referred. Cases 3 and 4 afe 
used as illustrations here. 
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Case 3.—Male, æt. 1211. I.Q. 106. Referred on account of feelings of giddiness 
and epistaxis ; said to be '' highly strung ” ; constipated. 

The mother and grandmother state that the patient is very considerably 
improved ; he has no giddiness and only very occasional nose-bleeding, and no 
screaming fits, such as he used to have. He eats and sleeps well, and goes every- 
where with his father. He has joined the Boys' Brigade, and is going for the first 
time on the school holiday to the Isle of Wight. 

The mother said, ‘‘I did as the doctor told me, and allowed him to play freely 
in the streets ". He is happy at school, and has been in for several scholarships ; 
he was among the forty boys chosen for St. Olave's Grammar School. 

His school report states, ‘‘ This boy is no problem from the school point of view 
now. He is believed to have a very good chance for a trade scholarship.” 


CasE 4.—Female, æt. 16. I.Q. 76. Referred as a behaviour problem. Said 
to be difficult at home, always wanted to be in the limelight, rude, disobedient, 
quarrelsome. 

The mother was seen, and said that the patient had scarlet fever and mastoid 
disease about eighteen months ago, but is now well in health. She is in the baby 
linen department of a big West End store, and is happy there; the fitter gives her 
a very good report. She is walking out with a boy who works in the same shop 
and of whom the mother approves. She is still jealous of her elder sister, but is 
much better to get on with; the mother feels that she is growing up. If she does 
get in a temper they take no notice and it soons blows over. She has had a rise 
in salary and buys her own clothes and is pleased to be independent. 

This girl was referred by the Clinic to the Maudsley Hospital, as it was felt that 
she might require in-patient treatment. The Maudsley reported: '' This child 
only attended our clinic on two occasions; on her last visit, 16.9.33, she was con- 
sidered to be very much better. She had obtained a job in the West End which 
she seemed to be enjoying. The home situation also appeared to have improved "'. 


The other categories are : unchanged, worse, in institutions, not traced, 
dead, referred but never attended. 

Table I shows the adjustment, at the time of the follow-up study, among 
adults and children. It will be seen that only 39?$ of adults were found to be 
much improved or improved, while 6495 of the children were rated as such. 
In the adult group 34°% were found to be unchanged, as against 15% in the 
children : 


TABLE I.—Adjustments of Patients at Time of Follow-up. 


Adults. Children. 
Adjustment. — — — Total. 
No. 95e No. VT 
Much improved . : 3 - 9 ; II . 16 I4 
Improved . : . IO . 30 ; 32 . 48 42 
Unchanged . : s Il. 34 : IO . I5 2I 
Worse . . : ; Ji ; m F 4 6 4 
In institutions . ; 3 9 6 9 9 
Not traced . ; l 3 9 4 6 7 
Dead . è 2 6 2 
Referred, never attended I 3 I 
Total . . 33 100 67 100 100 
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The adult group has been arranged as follows to show relation of diagnosis 
to present adjustment : 


TABLE II.—Present Adjustment of Adults ; Relation to Diagnoses. 


Much Unchanged, 
Diagnosis. , veð Improved. worse Total. 

os a institutions. 
Affective changes j i 3 : 7 : 6 : 16 
Conversion symptoms . ; - ‘ 3 2 5 
Mentally defective ; i - : T : 2 2 
Organic . i : : 2 : A 4 ; 4 
Total . ET 3 IO I4 27 


Under affective changes have been grouped all those patients in whom fears, 
anxieties and depressions, excitements and so forth have dominated the mental 
picture. 

Under conversion symptoms have been placed those patients who complained 
of somatic difficulties found to be of mental origin. 

Under organic there was one case of prurigo, one of epilepsy and one of 
senility. 

It will at once be noted that there was no improvement in the cases grouped 
under the heading organic, and that the greatest improvement was among the 
affective changes. It may be of interest to describe more fully these three cases, 
the only adults who were rated much improved. 


CASE 5 was a severe case of agoraphobia. Before the present adjustment 
rating was decided on, the worker discussed the case with the psychiatrist, who had 
recently seen him. He felt that his present satisfactory adjustment at home and 
at work and the presence of no disabling symptoms fully warranted the rating 
of much improved. The wife did report that there was still a fear of blank walls 
and of Waterloo Station, but the patient's mother and sister, who were both inter- 
viewed, considered him to be completely cured. 


CASE 6 was a case of severe depression. She twice attempted suicide after her 
child was born and caused much anxiety to those who were responsible for her. 

When visited she seemed the picture of a happy wife and mother; she showed 
the baby and told of her efforts to give him all the fresh air and sunshine which 
she felt he should have. She referred to her state of depression as something over 
and done with. She was happy with her husband ; she said that she was not 
having any more babies, as the doctor had advised against another pregnancy, but 
seemed to find no source of conflict here. There was no indication of the old 
symptoms, and the patient seemed well adjusted in every respect. 


CASE 7.—A woman, et. 28, came to the Department with her mother, æt. 52. 
Both women were suftering from severe depression. The psychiatrist advised that 
they be separated, and the patient was admitted to the Maudsley Hospital. 

The follow-up visit showed that the patient married fifteen months ago, and 
the mother died in March of this year. The patient stated that she had never 
felt better, both physically and mentally, she has gained in weight during the winter, 
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and is sleeping and eating well. She is cheerful and happy, and has many friends 
and outside interests. She is happy in her marriage. She had experienced strong 
feelings of regret and remorse after her mother’s death, but she had got over these. 

Here, again, the patient seemed to be well adjusted, maritally and socially ; 
she had faced the fact of her mother’s death with comparative equanimity, and had 
gained sufficient insight to be able to review the past without distress. 


The study will now turn to consider the results found in the group of 
children. A group of 60 children who had not attended the Department for 
two years was examined in May, 1930; and another group of children who had - 
not attended for two years was examined in December, 1931. These findings 
can be compared with the present results. 


TABLE III.—Findings in Regard to the Adjustment of Children in the Follow-up 
Study at Guy's Hospital. 


Adjustment. 1930. 1931. 1933. 
/o* 70° 70° 

Much improved i 40-0 ‘ 38-0 s 16-0 
Improved : ; 17-0 : 18-0 ‘ 48:0 
Unchanged . , 27:0 ; 22:0 : I5:0 
In institutions . : 8-0 ; II:0 i 9:0 
Worse . ; , Ls : - , 6:0 
Not traced ; : 8-0 à II:0 i 6:0 
Total . .  I00°0 100-0 100-0 


The proportion of cases in the various categories appears to be fairly constant 
for the three periods. The greatest variation is between improved and " much 
improved ’’ groups for 1930 and 1931, when contrasted with 1933, but this is 
possibly accounted for by the very severe rating used by the investigator in 1933. 

If the figures for much improved and improved are added together for the 
three periods we get : 

I9 30. 193I. 1933. 
5770 ° 50% . 64% 


Also, the investigator of 1933 used a sixth grouping, namely, worse, not used 
by the two previous investigators, so that if the figures in the group worse 
be added to those in the group unchanged we get : 


19 30. 1931. 1933. 

27959 ° 22976 " 2195 
These findings are compared in Table IV with those of a study of 290 children 
made by the Institute of Child Guidance in New York.* In the case of the 


* “The Outcome of Treatment in a Child Guidance Clinic: A Comparison and an Evalua- 
tion," by Helen Leland Witmer and Students, Smith College Studies of Social Work, June, 1933. 
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Institute the investigation was carried out in the winters of 1931 and 1932. 
The cases chosen for investigation were those which had been accepted for 
treatment after July 1, 1927, and which had been closed before July r, 1930. 
290 cases were studied; 75 were successfully adjusted, 1r50 partially 
adjusted and 61 improved. 

In the Institute’s follow-up study, the degrees of adjustment in accordance 
with which the patients were rated were the following : 


A. Original problems have disappeared and no new problems have appeared. 

The child has friends of the age and sex normal for his age and intelligence. His 
school work is consistent with his ability. If on a job, he is a steady, reliable and 
interested worker. At home he is a friendly, co-operative member of the family 
group. 
B. The problems for which the child was referred or which were revealed in 
treatment have very definitely improved, though some traces of them may remain. 
The adjustment may be less than ideal on one of the criteria points—home adjust- 
ment, school or work—but he is not markedly maladjusted in any of these spheres. 
Further treatment at the Institute or elsewhere is not indicated. 

c. Some problems still exist, sufficiently marked to handicap his adjustment 
with other children or at school, or at work or at home. Further treatment is 
indicated (that is ideally, this statement does not take into account circumstances 
that may make further treatment impossible), but there is no urgent need for 
such treatment. 

D. The child shows definite behaviour or personality problems (very little or 
no improvement over the situation as it originally existed). New problems may 
have appeared. He isin real need of further treatment, and is definitely maladjusted 
in at least two of the three spheres of adjustment—home, friends, and school or 
work. 

E. The child's problems are more severe than when he was referred, or than 
during treatment. New problems may have appeared. He may be delin- 
quent or show definite psychopathic traits. His adjustment is unsatisfactory in 
all the spheres mentioned above. 


For the purposes of comparison the Institute's category A has been 
approximated with the rating much improved used by the Guy's clinic. 955 and 
C have been approximated with improved, D with unchanged and E with werse. 

The following table compares the adjustment ratings of 197 children from 
the Institute of Child Guidance with 57 children from the Guy's Child Guidance 
Clinic. In this case those untraced and in institutions have been omitted from 
the Guy's figures. 

There is a decided similarity between the results for the two clinics, the 
figures for unchanged and worse being almost identical. Some differences 
appear in the categories much improved and improved, as interpreted bv the 
investigator for the two clinics, but if A, B and c are added together and 
compared with much improved and improved added together, we get 73°, for 
the Institute as against 76% for Guy's Child Guidance Clinic. 

The study now attempts to look for causes of difference in the outcome oí 
the cases, and the factors which will be considered are length of attendance 
at the clinic, sex, age, and I.Q. 


id LI 
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TABLE IV.—Comparison of Adjustment Results between Institute of Child 


Guidance and Guy's Hospital Child Guidance Clinic. 


Institute of Child Guy’s Hospital Child 

Adjustment rating. Guidance: eee eee 

No. TAR No. VAN 

. A. Much improved . ‘ 49 : 25 ; II ; I9 
B and c. Improved . : 94 ‘ 48 : 32 ; 57 
D. Unchanged . ; " 38 . I9 ; IO ; I7 

| E. Worse . s . I6 . 8. 4. 3 7 
Total . . 197 100 57 100 


Attendance.—The number of attendances at the Guy's Child Guidance 
Clinic with the psychiatrist and the psychologist totalled 339, giving an average 


= per child of 5:05. 


The number of cases in which the social worker visited the home totalled 64, 


: but actually this is not a very accurate index, because 15 out of the 67 cases were 


co-operative ones, and much work was done by and through the co-operating 
agencies. Also, many interviews were held by the social worker with parents 
in the office while the children were with the psychiatrist or psychologist, or 
else in the playroom. 


TABLE V.—Relation of Frequency of Attendance at Clinic to Present Adjustment. 


Much Unchanged; worse 


Number of improved, Improved. in institutions. Tolak 

attendances. prec RR p — — am ——_ 

No. %. No %. No. %. No. 9$. 

I : I i7 s 4 66 . I. I2 3 6 100 

2 i 3 33 2- 22 -4 4 45 . g IOO 

3-5 4 IÓ . II 42 . II 42 . 26 100 

6-10 3 18 . II o . 4 22 . 18 roo 

More than ro I 25 . 3. 79' X. Je xo 4 4 100 
Total . 12 31 20 63 


Table V shows that there is practically no relation between the number of 
visits to the Clinic and the degree of improvement, except in the 4 cases where 
more than ro visits were paid. These were cases where intensive training 
was given by the psychologist. 

Much more intensive work was done by the Child Guidance Institute. 
The report on the follow-up investigation conducted there states, '' 43% of the 
successes, 42% of the partially adjusted, and 56% of the unimproved cases 
had a total of less than 30 interviews. The difference between successes and 
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failures is not statistically significant ".* It was found that the proportio: 
of successes (and of partially adjusted and improved as well) remained fair 
constant in each number of interviews group, and it was clear that the tota 
number of contacts was not related to success or failure. 

The Institute did find that there was a slight relation between the number 
of psychiatric interviews and improvement, but comparable data were not 
collected for the Guy’s study. 

Sex.—When we turn to compare the findings between the Guy's Chi 
Guidance Clinic and those of the Institute as regards sex we find quite 2 
striking correspondence. 

The Institute study states, " As in most child guidance clinics, twice as 
many boys as girls are referred for treatment. The number of successfully 
adjusted cases was slightly greater among the boys than among the girls. 
but the proportion of cases unimproved by treatment was identical among 
the two groups ''.] 


TaBLE VI.—Table Comparing Sex Incidences in Institute Child Guidance and 
Guy's Child Guidance Clinic. 


Guy's Child Guidance Clinic. Institute Child Guidance Climc. 
No. S os No. VT 
Boys . ; 40 ' 60 ; 183 : 63 
Girls . ; 27 i 40 : 107 . 37 
Total . 67 100 290 100 


TABLE VII.—Degree of Adjustment, Boys and Girls, at Guy's Hospital ani 
at Child Guidance Institute. 


Guy’s Child Child 
Guidance Clinic. Guidance Institute. 
z — i 
No. Yo No. M 


Boys much improved and improved 27 . 68 . A,B,C . 97 . 76 
Boys unchanged or worse and in 


institute k l . 09. 22 . DandE. 30 . 24 
Untraced . 2 : : - 4 . IO d 
Total . , " á . 40 100 127 100 


Girls much improved or improved . 15 . 56 . A,B,C . 46 . 66 
Girls unchanged or worse and in 
institute 


: . . 9 . 33 . DandE. 24 . 34 
Untraced . ; ; , i 135 s PE -i $$ ou ‘ 
Total .  . 27 IOO 70 100 


* Ibid., p. 375. 
t Ibid., p. 353. 


—————Á— 
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Tables VI and VII show that this holds good in the Guy's cases. The group 
of unchanged, worse and in institutions is compared with the Institute group of 
D and E. In the Guy's table the group untraced has been included. 

Table VII shows how strikingly the correspondence of sex relationships 
to adjustment has held true between the two contrasted groups. The per- 
centage in the much improved and improved groups are practically identical 
with the A, B and c group, and the same holds good between unchanged ‘and 
worse and D and E. 


TABLE VIII.—Age of the Patient and Outcome of Treatment at Guy's Child 
Guidance Clinic. 


Muchimproved. Improved. Unchanged. Worse. Total. 
Age at referral. ———— ees — pp — p I e. MESE 
No. 95. No. %. No. %. No. 9$. No 05 
I-S ca. . 2 007. 4 I 33 M 3 100 
6-8 2. 20 «.2 29 a 2 29: -= I. -13 7 100 
O-II 3. 13 . I] 4 : 2 Q. I 4 23 I00 
12-14 . 4 21. 7 37; . 5 26 . 3 16 . IQ roo 
I5—over 2 18 . 4 36 5 46 II IOO 
Total II 32 IO IO 63 100 


Table VIII shows the relation between the age of the patient and the 
outcome of treatment. In this table the only striking finding is the high 
proportion of improvement found in the 9-11 age-group, 87°% of whom were 
found to be either much improved or improved. However, the numbers dealt 
with are small, and this disproportion may be due to chance. 

The Institute's study states, “ Neither age at the time of referral to the 
Institute for treatment nor age at the time of the follow-up was related to 
adjustment ’’.* 

Intelligence quotrent.—Out of the 67 cases at Guy's Hospital, 50 were found 
to have the I.O. completed. Some of the cases were not testable, and in some 
cases the patients had not returned to have the test completed. 

The average I.Q. of these 50 cases was found to be 84:9. This is comparable 
to the average I.Q. of 85-0 found in D. Cartwright's study of 1,250 cases at 
the Rhode Island Society for Mental Hygiene in 1933, a clinic which is more 
like the Guy's Hospital Clinic in the type of population which it serves than the 
Institute. The average intelligence at the Institute of Child Guidance was 
considerably higher, 20% of the children having an I.Q. of 115 or above. 

The Institute study indicated that “intelligence as measured by the 
Stanford-Binet test showed very little relation to success in treatment "'.] 


* Ibid., p. 393. 
T Ibid., p. 355. 
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TABLE IX.—Relation of I.Q. to Present Adjustment. 


Much improved or Unchanged, worse, Total 

1.0 improved. in institutions. : 
. . m ^ tt AN p " - ~ 

No. ee No. Ms No y 
50-69 : 2 20 8 80 i IO IOO 
70—89 : II 78 3 22 ; I4 IOO 
90-109 : 16 89 2 II i 18. 100 
IIO-I3O , 5 72 2 28 ; 7 100 
49* 


* 1.Q. ratings were not done in 17 cases and one other case was not traced in the follow-u» 
study. 


It was found, however, that success in treatment is most likely to occur with 
children of normal intelligence (105-115), and very unlikely with children wit: 
an I.Q. of 75 or less. 

In the Guy's Hospital cases the greatest proportion of successes lay in the 
90-109 group. The community from which the cases were drawn is know. 
to have low intelligence on the whole, so that this 90-109 group is, relatively 
speaking, comparable with the 105-115 group of institute children. A very 
low percentage of successful adjustments appears in the 50-69 group. Four 
of these cases were placed in institutions as mentally defective, one wa: 
diagnosed an epileptic, and, at the follow-up, the mother of the sixth wished 
to have him certified, as he was becoming too difficult to be kept at home 
The other two remained at home, but there appeared to be no acceptance 
by the family of their low intelligence rate. The investigation, therefore. 
supports the findings of the Institute that success in treatment is most fre- 
quent among children whose intelligence is neither much above nor much 
below the average. However, it must again be admitted that the numbers ir 
the Guy's Hospital series are too small to suggest any very definite conclusion: 
being drawn here. 

Diagnosis.—The 67 cases were classed respectively as: 

Personality deviations, which include timidity, shyness, day-dreamirz. 
sensitiveness, lack of sociability, emotional instability and so on. 

Behaviour disorders, which include truancy, wandering, lying, stealing. 

cruelty, and sex misdemeanours. 
Sleep disorders, which include night terrors, nocturnal enuresis, somnan- 
bulism. 

Speech defects. 

Scholastic backwardness. 

Mental defect —any patient with an I.Q. of less than 70. 

Organic difficulties ; these include word-blindness and word-deafness, post 
encephalitic conditions, epilepsy and glycopania. 
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TABLE X.—Present Adjustment of Children as Related to Diagnosis. 


Unchanged, worse, 


Much improved. Improved. in institutions Total. 
Diagnosis. i 

pe JAN A —_—"—_—, 
No. 95. No. 94. No. %. No. °%, 
Behaviour disorders . 2 II 12 67 4 22 18 100 
Personality deviations . 4 33 7 58 I 9 I2 100 
. Mental defect 1 I II 8 89 9 100 
Sleep disorder . I I5 . 4 57 2 28 7 100. 
Scholastic bicksardness 3 600 I 20 I 20 5 100 
Speech defect E oue»t owe 2 67 I 33 3 100. 
Organic difficulties . I II 5 56 3 33 9 100 

Total . ; . II 32 20 63 


Table X shows that the greatest number of much improved cases was found 
among those with scholastic difficulties—67°%. The greatest number of un- 
changed, worse and in institutions, 89%, were among the mentally defective 
groups. Otherwise no outstanding differences appear, as they did in the adult 
group (Table II). Unfortunately, owing to different diagnoses and divisions 
employed by the Institute of Child Guidance no comparison can be made on 
this point. 


CONCLUSIONS. 


This paper has been concerned with the results of a follow-up study under- 
taken for the Department of Psychological Medicine at Guy’s Hospital, London, 
and particularly with the results of treatment in a group of 67 children who had 
attended the Child Guidance Clinic, which is a part of the Department. These 
results have been contrasted in regard to results of treatment, sex, number of 
attendances, age at the time of referral, and I.Q., with core found at the 
Institute of Child Guidance, New York. 

It has been shown that the Child Guidance Clinic at Guy’s Hospital grew 
out of a demand from the community, and that it is being increasingly used by 
other departments in the hospital, by schools and by other agencies. 

It would seem that a clinic of this kind which grows directly from a 
recognized community need must, of necessity, mould itself to serve that 
community in the manner best adapted to insure its co-operation, and this 
is particularly true in the present instance. 

It may be debated whether a general hospital is an ideal place for a child 
guidance clinic. There are pros and cons. It is true that it is impossible to. 
eliminate the hospital atmosphere; the children have to go through the 
regular hospital routine of admittance, the hospital 1s associated with the cure 
and treatment of physical ills, the children mix with patients attending other 
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departments of the hospital, and the attitude of dependence fostered by t- 
position of the hospital in the centre of a poor community survives. Ont 
other hand, the hospital is the natural place to which to bring the chilére 
the parents are used to bringing all their troubles there, the atmosphere ^ 
hope and confidence is already established, it is easy to have physical exar. 
nations carried out in the other departments, and, further, the Department 
Psychological Medicine is in existence, and thus expense in setting up — 
clinic is saved. 

The Child Guidance Clinic at Guy's Hospital works under difficulties. Ti- 
social work staff is woefully inadequate to deal with the case load, accomm«.. 
tion is limited, the playroom which is used on Thursday afternoons, the & 
on which children are seen by special appointment, is an examining room f: 
the remainder of the week, the supply of toys is not great, and again there: 
no regular stenographer and the clinic relies on the services of a volunt 
one. 

These factors have to be considered when the results are compared w:: 
those of the Institute, with its much more elaborate equipment. The Instit: 
deals with a much more selected group of cases, while the Guy's Hospi- 
Clinic, being a part of a general hospital, must accept each and all. 

It seems that here, again, we may see a clinic meeting a special deman. 
from a community, for there can be no doubt that America is ahead of Engl. 
in the recognition of, and interest in, psychiatric problems. 

In spite of the differences between the two clinics, the figures for preser: 
degrees of adjustment are strikingly alike. The figures for unchanged ar: 
worse are practically identical, while the groups rated much improved an: 
improved are 76% compared with the 7394 of the Institute. 

It may be argued that the figures in the Guy's Hospital study are t 
small for adequate comparison, but they are fairly constant in the two preview: 
studies, which were made respectively in 1930 and 193r. 

The principles of treatment in child guidance work are still somewl 
fluid, and it may be a debatable point how much intensive work should be det: 
with parents and with children. With regard to attendance, it was found thi 
only 4 children at the Guy's Hospital Clinic had more than ro visits to th 
psychiatrist and psychologist, and, as in the Institute cases, there was prac 
cally no relation between number of visits and subsequent adjustment. Muc 
more intensive work, involving many more attendances, was done bv tl 
Institute. 

Sex incidence showed a close correlation between the two clinics, the figure 
being almost identical in both cases. When age is considered in regard t 
adjustment the Institute found that there was little or no relation. lIn the 
Guy's Hospital group it was found that the large proportion of satisíactorh 
adjusted cases lay between the ages 9-11. But it was felt that the number 
were too small for this to be proved to be anything more than chance. 


1934.] BY DOROTHY HARDCASTLE. 549 


In regard to the I.Q. ratings as related to adjustment between the two 
groups, again the small number of cases in the Guy’s Hospital group render 
any real comparison difficult. 

The Institute dealt with a group with a higher average I.Q. They found 
that a high I.Q. is not necessarily related to success in treatment, and the same 
applies to the Guy's Hospital group; their greatest measure of success lay in 
the group with I.Q. ranging from 90-109. 

Unfortunately, owing to the different rating systems employed, no com- 
parison could be made between diagnosis as related to improvement in the 
two clinics. In the Guy's Hospital study the greatest number of successes 
was found to be among the group with scholastic backwardness. 

This study is felt to be very inadequate, but it is believed to be the first 
attempt to contrast results of treatment between an English and an American 
Clinic. It is hoped that it may serve to indicate some interesting similarities 
and differences, and to stimulate interest in much more comprehensive studies 
in the future. 
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sudden arrest of the administration of bromides." This being so, it is interest- 
ing to see if status epilepticus is produced by the sudden arrest of the admini- 
stration of phenobarbitone. Reports have been published describing cases 
where status epilepticus was induced by stopping the regular dose of pheno- 
barbitone given to insane epileptics. There is not the same definite evidence 
if one considers sane epileptics. 

A great many cases of sudden arrest of administration are found in the 
records of the Colony. Soon after the treatment was started here there was a 
luminal famine, and thirty colonists suddenly dropped it. Not one of them 
showed appreciable signs of harm. Those who have stopped phenobarbitone 
have done so without any tailing off ; there has never been a slow diminution 
in the dose, but always a sudden arrest. These patients can be divided 
conveniently into four groups. 

Group 1.—Phenobarbitone, having been taken for six months or more, 
seems to be doing no good. The drug is discontinued. Many cases have been 
investigated, and in no case has the sudden stoppage been accompanied by any 
appreciable result. 

Group 2.—The drug, having been taken for six months or more, is discon- 
tinued, although it seems to be doing good. This group is very large, as all 
admissions to the Colony are observed for a time without any drug being given 
to them. In some cases phenobarbitone has been given prior to admission, 
but it is stopped for a time. The group also includes colonists who go with 
friends for a holiday but do not obey instructions to continue the drug. Cases 
in this group tend to relapse mentally and to have an increased number of 
attacks. Sometimes they seem to be worse than before phenobarbitone was 
started, but this rarely persists, and they quickly return to a condition at least 
as good as that in which they were before phenobarbitone was started. In no 
case has status epilepticus occurred. | 

Group 3.—Phenobarbitone has completely arrested the attacks, but the 
patient still has the epileptic mentality, being rather unbalanced and emotional. 
Great care is taken that the drug should not be stopped in these cases, but I 
have seen a few where this has happened in spite of all precautions. It is 
found that the sudden arrest may be followed by a worsening of the mental 
trait and perhaps one or two attacks of grand mal may occur. 

Group 4.—Phenobarbitone has arrested the attacks and the patient is 
returned to normal mentality, being controlled emotionally and apparently 
cured. These cases are advised to continue the drug for two years after they 
return home; many of them continue the drug for longer than this. In my 
experience there is no risk of symptoms developing when phenobarbitone is 
stopped. 

Toxicomania.—When a drug such as phenobarbitone is used continuously 
over a long period it is important that no overdose should be taken and no 
addiction produced. Willcox says that repeated daily doses of a barbiturate 
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produce a definite craving in a large number of cases, and that persons addicted 
to the continued daily use of these drugs not uncommonly, as a result of this 
habit, take a dangerous overdose, whether accidentally or otherwise. 

' It is generally accepted now that some constitutional predilection is the 
real cause of toxicomania and the addict is usually found to be cyclothymic 
in type. 

Many colonists ask for an extra dose of phenobarbitone at times. If they 
feel minor attacks coming, they find that a grain of phenobarbitone frequently 
wards them off. This is quite understandable, but in no case is the daily dose 
of 3 gr. exceeded and there is no suggestion of craving for the drug. 

One colonist, who had returned to work, was using more than his allowance 
of phenobarbitone. I concluded that he must have been taking excessive 
doses, but on investigating further it was found that the phenobarbitone was 
taken by his sister, who had discovered a remedy better than aspirin in curing 
her menstrual headaches. Another colonist was reported to me as having a 
craving for phenobarbitone and trying to steal it. I found that when pheno- 
barbitone was denied him he tried to acquire extra doses of house mixture or 
anything else from a bottle. Undoubtedly he had an obsession, but it could 
not be described as toxicomania. 

In spite of the large quantity of phenobarbitone prescribed, both to colonists 
and patients outside, I have no knowledge of a single case of addiction in an 
epileptic. Phenobarbitone has been used successfully in the treatment of people 
with the morphia or cocaine habit. 

The only conclusion at which I can arrive is that there is no danger of 
establishing a craving by giving daily therapeutic doses of phenobarbitone 
for a period up to twelve years, and that there is no evidence of such a person 
taking a dangerous overdose. 

Idiosyncrasy.—During the first few years after the introduction of pheno- 
barbitone, cases were frequently described showing a peculiar idiosyncrasy to 
the drug, which usually showed itself in the production of rashes. Several 
colonists, on admission, have said they were not given this drug as thev were 
liable to develop rashes. 

The risk of idiosyncrasy must be very slight, for there is no record of a rash 
being produced in a colonist here. As mentioned elsewhere, morning sleepiness 
is a normal accompaniment of phenobarbitone treatment when it is started, but 
in every case it has been slight in degree, and it has never lasted more than a 
fortnight. 

Wildness and excitement have been produced in a few cases, but these 
people have all been strange and apathetic before the drug was given, and 
there was merely a change from one abnormal mental state to another. 

During the last twelve months two people have said that the first few doses 
of the drug made them feel sick, but this quickly passed off, and did not recur 
after about the third dose. 
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Willcox briefly reports two cases of jaundice, supposed to have been produced 
by repeated small doses of the drug. Such exceptional cases show that an 
-= idiosyncrasy must occur in a certain few cases, but this happens so rarely that 
the possibility can almost be dismissed if anti-epileptic doses only are prescribed. 
Davis says that luminal rash can be avoided by combining the drug with 
sodium bicarbonate. Perhaps we do not get rashes in the Colony because we 
always prescribe phenobarbitonum solubile, which is alkaline. 

Colony treatment.—Within the last twelve months I have seen two cases of 
epilepsy in children between 13 and 16 years old, who were so retarded that 
neither could fasten his shoes. Whenever they went out of the house it was in 
a motor car. Neither had been to school or mixed with other children, and 
for an annual treat one was taken to a matinee at a cinema. 

Several boys have been admitted to the Colony, accompanied by a fussy 
and overfond parent who has told us never to let her son walk alone ; yet in 
three months they become ardent Scouts and play cricket. With such a 
home life how can these young people appear or become normal ? 

The best results are to be expected from phenobarbitone only if the patient's 
surroundings are favourable. An epileptic reacts quickly to his environment 
and rarely improves in spite of his surroundings. When improvement begins 
a return to a difficult environment does retard or even prevent further recovery. 
Any worry or an atmosphere of ‘‘ cannot ” and “‘ must not ” delays recovery, and 
may even induce the recurrence of attacks long after they seem to have been 
banished by drugs. Muskens has noticed that some trifling modification of 
life may be enough to raise the patient's resistance sufficiently to stop the fits. 
With phenobarbitone treatment it is found that colony regime may supply 
just this extra condition required. In a colony food and personal habits are 
regular. A child leads a normal life, attending school, church, dancing classes, 
and joining the Scouts or Guides. Any deformity is treated by exercise or 
advice obtained from an orthopedic surgeon. An older person is encouraged 
to do genuine work, not being merely occupied ; he plays football and cricket, 
and does his shopping in the local villages. He goes home for holidays, but is 
usually glad to return. Fashion is quickly followed ; clothes must be made to 
measure for each individual; not bought in bulk, hoping some will fit. When 
an epileptic finds he can do things like an ordinary human being, he determines 
to do them thoroughly. Some of the boys recently formed a hiking club, and 
their last walk was a distance of forty miles; their hiking club must bear 
comparison with those outside. Football and cricket teams are made up 
entirely of colonists, and play in the local leagues ; Scouts attend jamborees, 
and compete with other troops in tent-pitching and bridge-building competi- 
tions. In this atmosphere of normality is the real essence of colony life, and 
with such an environment are present the most favourable conditions for 
treating epilepsy with phenobarbitone. 

Summary.—This investigation was begun to test current opinions by 
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personally observing a large number of cases over long periods. The material 
available was the cases of epilepsy who have been or are now resident at the 
David Lewis Colony. This has eliminated any variation due to seasonal 
or individual differences and exceptional cases have taken up their proper 
position. It is shown how an epileptic may receive temporary benefit from 
any new form of treatment. When this ceases, an impression is obtained that 
tolerance is established, but this is not true tolerance. The real explanation 
of this temporary improvement is found in the mental attitude of the patient 
himself, who responds, but only for a time, to any form of treatment. After 
an exhaustive test, it was shown that phenobarbitonum solubile (B.P.) is the 
best drug for general use in an institution. Prominal is indicated in the treat- 
ment of those who are anxious to keep at work and can afford this expensive 
drug. Phenobarbitone greatly reduces the incidence of '' jumps ’’, serial epilepsy, 
prolonged clonic convulsions and status epilepticus; but, with the exception 
of the first, once these conditions have begun they are not benefited by the 
drug, unless it is given in large soporific doses. In spite of warnings against 
prolonged medication, cases are reported who have taken daily therapeutic 
doses for periods up to twelve years. No sign of mental deterioration is 
produced, many are markedly improved. Although it is the custom when 
withdrawing the drug to do so gradually, by “ tailing off ", our practice of 
sudden complete withdrawal has never been accompanied by any unpleasant 
symptoms. The evidence I have obtained strongly supports the opinion of 
authorities in Paris and Berlin, who say no craving is established. An idio- 
syncrasy to phenobarbitone may occur, but we have found that it never has 
done to the soluble alkaline drug. Most people agree that even if idiosyncrasy 
occurs, ample warning is given. Emphasis is laid on the importance of suitable 
environment if epilepsy is to be treated successfully. The possibility of danger 
in phenobarbitone treatment has been greatly exaggerated, and the severity 
of toxic symptoms very much magnified. The drug has undoubtedly diminished 
the incidence of serious sequele, and a patient becomes brighter and more 
equable when under its influence. 
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A FOLLOW-UP STUDY OF ONE HUNDRED CASES MADE 
FOR THE DEPARTMENT OF PSYCHOLOGICAL 
MEDICINE, GUY’S HOSPITAL. 


By Dorotuy H. HARDCASTLE, 
Social Worker, Department of Psychological Medicine, Guy’s Hospital. 


THE following study was made for the Department of Psychological 
Medicine at Guy’s Hospital in London in May, 1933. The purpose of the 
study was to investigate the present condition of the first hundred patients 
who attended the Department in 1931. Some of the findings will be compared 
with those from a similar study made in New York. 

It will be necessary to give a short sketch of the history and constitution of 
the Department for which the follow-up study was done, since methods and 
milieu differ considerably from those in America. 

When Thomas Guy founded Guy’s Hospital in 1725 he made special pro- 
vision that there were to be beds for “ twenty poor lunaticks ". This has since 
been discontinued, but it is possible to feel that the service is still carried on 
by the Department for Psychological Medicine, which itself is part of the 
Department for Nervous Disorders. In 1931 the total number of beds was 
648 and the number of in-patient admissions was 12,068 ; the number of out- 
patient attendances was 554,606, while the total number of attendances in 
the Department of Nervous Disorders was 2,090. 

Child guidance was felt to be a natural development of psychological 
medicine, and on this account, a clinic was opened in January, 1930, as part 
of the Department. The psychiatrist and the social worker were already 
available, and the psychologist was obtained through the generosity of the 
Commonwealth Fund of America for two sessions a week for one year, and 
subsequently for two years. At the present time the Clinic consists of the 
Psychiatrist and Director, Dr. R. D. Gillespie, two clinical assistants, a Fellow 
in child psychology, three psychologists, one social worker and one secretary. 

The demand for the Clinic came mainly from outside. The London County 
Council School Medical Officers, Care Committee Workers and District 
Organizers were responsible for referring 73 of the 161 cases the first year, 
while 31 cases came from other departments of the hospital. 

In 1931 there were 227 new cases, of whom 66 came from the London 
County Council and 72 from other departments of Guy’s Hospital. In the 
same years the numbers referred by private doctors grew from 23 to 26. These 
figures show that, while outside agencies have used the Clinic from the start, 
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the medical profession, both within and without the hospital, have increasingly 
found that it meets a need. It may also be noted in this connection that in 
the 1933 follow-up study there were 6 probation cases. 

The Clinic was the first child guidance clinic in England to be started as 
an integral part of a general hospital. In consequence there can be no selection 
of cases; all are bound to be accepted for treatment, no matter whence they 
come. 

The need for a clinic of this description has recently been further stressed 
by an independent school inquiry made by Miss B. McFie, Child Guidance 
Organizer to the London County Council. She found that among 697 un- 
selected L.C.C. school-children between the ages of 12 and 14, 46% showed 
difficulties of the kind which yield to treatment in a clinic of this type. 

In the follow-up study the majority of the patients came from the Boroughs 
of Bermondsey, Southwark and Camberwell, which include some of the poorest 
districts in London. A great deal of the property in the immediate neigh- 
bourhood of the hospital is condemned; there is overcrowding and much 
unemployment. There are many flat dwellings both of the modern and of the 
older sort. 

In a community of this kind, where an old-established hospital enters so 
much into the life of a community, a condition of dependency tends to be 
fostered ; the people look upon the hospital as a very present help in any 
kind of trouble. The Department of Psychological Medicine co-operates with 
Care Committees in arranging school meals for children, school medical care 
and so forth; also with the labour exchanges in obtaining employment 
wherever possible, with relieving officers on the question of out relief, with 
the Charity Organization Society and with the Invalid Children’s Aid Asso- 
ciation in obtaining convalescent care, and soon. All these activities perhaps 
tend to encourage the belief that the hospital does obtain many benefits for 
its patients. This attitude of dependency was apparent among many of the 
cases studied. 

Two other points were noted in the investigation. First, the visit of inquiry 
appeared to give almost uniform pleasure; quite often the mothers were 
“ busy " and ungracious when the investigator appeared, but at the mention of 
Guy's Hospital and Dr. Gillespie's name their faces would light up, and the 
worker would be invited to come in and sit down and have a long chat. In 
many cases the patients expressed a desire to return to the Department for 
further help and advice. 

Amongst the parents of mental defectives, however, some resentment and 
hostility were encountered, and some time was spent in getting the parents to 
accept them at that level A confusion exists in the minds of parents 
between defective and insane. The “silly school” has a very definite stigma 
attached to it, and one has to combat this attitude. 

The follow-up study included both adults and children ; it was concerned 
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with the first hundred cases attending the Department in 1931, but the 
analysis will deal mainly with the children. There were 33 adults and 67 
children. 

In every case, except where distance made it impossible, a personal inter- 
view was held, either with the patient or with some responsible member of the 
family. Contact was made with all agencies interested in the patient, and their 
opinion of his present condition obtained. In every case, where relevant, the 
following were investigated : 

I. Present condition of symptoms for which referred. 

2. General health, i. e., sleep, appetite, whether cheerful or depressed, etc. 

3. Nature of present work—whether happy in work, doing well, whether 
keeping jobs long, etc. 

4. Social contacts, i. e., whether goes out much, friends, clubs, etc. 

5. Attitude of family—whether family is sympathetic or antagonistic, 
whether patient is well adjusted to the home circle. 

6. Sex life—whether married or single, whether friendly with members 
of the opposite sex, whether well adjusted in this respect. 

7. Patient'sown interpretations of treatment received in the Department. 

8. If recovery was made, to what patient or family attribute this 
change. 

In the cases of children under 14 the same questions were asked, except 
that inquiries into progress at school were substituted for conditions of work. 
A school report was obtained in all these cases. 

The word cure is not employed in this investigation, as its implications 
were considered to be too sweeping and the time elapsed since treatment too 
short to warrant the assumption of a complete cure; therefore much improved 
is adopted instead. Cases 1 and 2 illustrate this type. 


CasE 1.—Male, et. 15:9. I.Q. 129. Referred on account of backwardness at 
school. 

The patient was found to be happy at home, not at all unsociable or diffident 
with others. His report from school stated, ‘‘ This boy has done exceedingly well 
at school; he has matriculated with distinction in history and oral French. He is 
now doing a commercial course and again has a very good report "'. 


Case 2.—Male, æt. 16,5... I.Q. roo. Referred as a probation case for stealing. 

Both mother and patient were seen. The latter was most prosperous-looking, 
evidently well content with himself and with the world. He was smartly dressed, 
and appeared to have a good deal of pride in himself and his achievements. He is 
under-manager of a tobacconist’s business in the theatre district, and inquired if 
the worker and psychiatrist would not visit his shop one evening when they were 
at the theatre. The mother said that his heart and soul were in his work ; he did 
not mind how long or hard he worked. He maintained a great affection for the 
probation officer, who still paid friendly visits. 


The word improved has been used where definite improvement has been 
noted in the condition for which the case was referred. Cases 3 and 4 afe 
used as illustrations here. 
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Case 3.—Male, æt. 1211. I.Q. 106. Referred on account of feelings of giddiness 
and epistaxis ; said to be '' highly strung ” ; constipated. 

The mother and grandmother state that the patient is very considerably 
improved ; he has no giddiness and only very occasional nose-bleeding, and no 
screaming fits, such as he used to have. He eats and sleeps well, and goes every- 
where with his father. He has joined the Boys' Brigade, and is going for the first 
time on the school holiday to the Isle of Wight. 

The mother said, ‘‘I did as the doctor told me, and allowed him to play freely 
in the streets ". He is happy at school, and has been in for several scholarships ; 
he was among the forty boys chosen for St. Olave's Grammar School. 

His school report states, '' This boy is no problem from the school point of view 
now. He is believed to have a very good chance for a trade scholarship.” 


CasE 4.—Female, æt. 16. I.Q. 76. Referred as a behaviour problem. Said 
to be difficult at home, always wanted to be in the limelight, rude, disobedient, 
quarrelsome. 

The mother was seen, and said that the patient had scarlet fever and mastoid 
disease about eighteen months ago, but is now well in health. She is in the baby 
linen department of a big West End store, and is happy there; the fitter gives her 
a very good report. She is walking out with a boy who works in the same shop 
and of whom the mother approves. She is still jealous of her elder sister, but is 
much better to get on with; the mother feels that she is growing up. If she does 
get in a temper they take no notice and it soons blows over. She has had a rise 
in salary and buys her own clothes and is pleased to be independent. | 

This girl was referred by the Clinic to the Maudsley Hospital, as it was felt that 
she might require in-patient treatment. The Maudsley reported: ‘‘ This child 
only attended our clinic on two occasions; on her last visit, 16.9.33, she was con- 
sidered to be very much better. She had obtained a job in the West End which 
she seemed to be enjoying. The home situation also appeared to have improved ”’. 


The other categories are : unchanged, worse, in institutions, not traced, 
dead, referred but never attended. 

Table I shows the adjustment, at the time of the follow-up study, among 
adults and children. It will be seen that only 39°% of adults were found to be 
much improved or improved, while 64% of the children were rated as such. 
In the adult group 34?4 were found to be unchanged, as against 15% in the 
children : 


TABLE I.—Adjustments of Patients at Time of Follow-up. 


Adults. Children. 
Adjustment. — 2a E Total. 
No. VT NO Ge 
Much improved . : Qu a 9 , II . 16 I4 
Improved . : . IO . 30 ; 32 . 48 42 
Unchanged . : II . 34 ; IO . IS 2I 
Worse . T 4 6 4 
In institutions 3 9 6 9 9 
Not traced . à 3 9 4 6 7 
Dead : : 2 6 2 
Referred, never attended I 3 I 
Total . . 33 100 67 100 100 
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The adult group has been arranged as follows to show relation of diagnosis 
to present adjustment : 


TABLE II.—Present Adjustment of Adults ; Relation to Diagnoses. 


Much Unchanged, 
Diagnosis. : ved Improved. worse Total. 
ae ada institutions. 
Affective changes ; : 3 a 7 " 6 ; 16 
Conversion symptoms . : ae à 3 2 2 
Mentally defective ; . ài : e ‘ 2 
Organic : 4 


x | 
N A NU 


Total .. . : 3 IO I4 


Under affective changes have been grouped all those patients in whom fears, 
anxieties and depressions, excitements and so forth have dominated the mental 
picture. 

Under conversion symptoms have been placed those patients who complained 
of somatic difficulties found to be of mental origin. 

Under organic there was one case of prurigo, one of epilepsy and one of 
senility. 

It will at once be noted that there was no improvement in the cases grouped 
under the heading organic, and that the greatest improvement was among the 
affective changes. It may be of interest to describe more fully these three cases, 
the only adults who were rated much improved. 


rating was decided on, the worker discussed the case with the psychiatrist, who had 
recently seen him. He felt that his present satisfactory adjustment at home and 
at work and the presence of no disabling symptoms fully warranted the rating 
of much improved. The wife did report that there was still a fear of blank walls 
and of Waterloo Station, but the patient's mother and sister, who were both inter- 
viewed, considered him to be completely cured. 


CASE 6 was a case of severe depression. She twice attempted suicide after her 
child was born and caused much anxiety to those who were responsible for her. 

When visited she seemed the picture of a happy wife and mother; she showed 
the baby and told of her efforts to give him all the fresh air and sunshine which 
she felt he should have. She referred to her state of depression as something over 
and done with. She was happy with her husband; she said that she was not 
having any more babies, as the doctor had advised against another pregnancy, but 
seemed to find no source of conflict here. There was no indication of the old 
symptoms, and the patient seemed well adjusted in every respect. 


CASE 7.—A woman, et. 28, came to the Department with her mother, æt. 52. 
Both women were suffering from severe depression. The psychiatrist advised that 
they be separated, and the patient was admitted to the Maudsley Hospital. 

The follow-up visit showed that the patient married fifteen months ago, and 
the mother died in March of this year. The patient stated that she had never 
felt better, both physically and mentally, she has gained in weight during the winter, 


CASE 5 was a severe case of agoraphobia. Before the present adjustment 
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and is sleeping and eating well. She is cheerful and happy, and has many friends 
and outside interests. She is happy in her marriage. She had experienced strong 
feelings of regret and remorse after her mother’s death, but she had got over these. 

Here, again, the patient seemed to be well adjusted, maritally and socially ; 
she had faced the fact of her mother’s death with comparative equanimity, and had 
gained sufficient insight to be able to review the past without distress. 


The study will now tum to consider the results found in the group of 
children. A group of 60 children who had not attended the Department for 
two years was examined in May, 1930; and another group of children who had - 
not attended for two years was examined in December, 1931. These findings 
can be compared with the present results. 


TABLE III.—Findings in Regard to the Adjustment of Children in the Follow-up 
Study at Guy's Hospital. 


Adjustment. EON 1931. oe 
Much improved : 40:0 à 38-0 š 16:0 
Improved ; ; 17:0 " 18-0 ; 48-0 
Unchanged . i 27:0 : 22:0 ; 15:0 
In institutions . f 8-0 ; II:0 : 9:0 
Worse . : i yá : ih ; 6:0 
Not traced : i 8-0 : II:0 ; 6-0 

Total . . 100-0 100-0 100-0 


The proportion of cases in the various categories appears to be fairly constant 
for the three periods. The greatest variation is between improved and “ much 
improved ” groups for 1930 and 1931, when contrasted with 1933, but this is 
possibly accounted for by the very severe rating used by the investigator in 1933. 

If the figures for much improved and improved are added together for the 
three periods we get : 

1930. 1931. 1933. 
5720 e 560% >e 04% 


Also, the investigator of 1933 used a sixth grouping, namely, worse, not used 
by the two previous investigators, so that if the figures in the group worse 
be added to those in the group unchanged we get : 


1930. 1931. 1933. 

2729. 22% o 2a% 
These findings are compared in Table IV with those of a study of 290 children 
made by the Institute of Child Guidance in New York.* In the case of the 


* “The Outcome of Treatment in a Child Guidance Clinic: A Comparison and an Evalua- 
tion," by Helen Leland Witmer and Students, Smith College Studies of Social Work, June, 1033. 
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Institute the investigation was carried out in the winters of 1931 and 1932. 
The cases chosen for investigation were those which had been accepted for 
treatment after July 1, 1927, and which had been closed before July 1, 1930. 
290 cases were studied; 75 were successfully adjusted, 150 partiallv 
adjusted and 61 improved. 

In the Institute's follow-up study, the degrees of adjustment in accordance 
with which the patients were rated were the following : 


A. Original problems have disappeared and no new problems have appeared. 

The child has friends of the age and sex normal for his age and intelligence. His 
school work is consistent with his ability. If on a job, he is a steady, reliable and 
interested worker. At home he is a friendly, co-operative member of the family 
group. 
B. The problems for which the child was referred or which were revealed in 
treatment have very definitely improved, though some traces of them may remain. 
The adjustment may be less than ideal on one of the criteria points—home adjust- 
ment, school or work—but he is not markedly maladjusted in any of these spheres. 
Further treatment at the Institute or elsewhere is not indicated. 

c. Some problems still exist, sufficiently marked to handicap his adjustment 
with other children or at school, or at work or at home. Further treatment is 
indicated (that is ideally, this statement does not take into account circumstances 
that may make further treatment impossible), but there is no urgent need for 
such treatment. 

D. The child shows definite behaviour or personality problems (very little or 
no improvement over the situation as it originally existed). New problems may 
have appeared. He isin real need of further treatment, and is definitely maladjusted 
in at least two of the three spheres of adjustment—home, friends, and school or 
work. 

E. The child's problems are more severe than when he was referred, or than 
during treatment. New problems may have appeared. He may be delin- 
quent or show definite psychopathic traits. His adjustment is unsatisfactory in 
all the spheres mentioned above. 


For the purposes of comparison the Institute's category A has been 
approximated with the rating much improved used by the Guy's clinic. 9% and 
C have been approximated with ?mproved, D with unchanged and E with worse. 

The following table compares the adjustment ratings of 197 children from 
the Institute of Child Guidance with 57 children from the Guy's Child Guidance 
Clinic. In this case those untraced and in institutions have been omitted from 
the Guy's figures. 

There is a decided similarity between the results for the two clinics, the 
figures for unchanged and worse being almost identical. Some differences 
appear in the categories much improved and improved, as interpreted by the 
investigator for the two clinics, but if A, B and c are added together and 
compared with much improved and improved added together, we get 73% for 
the Institute as against 76% for Guy's Child Guidance Clinic. 

The study now attempts to look for causes of difference in the outcome of 
the cases, and the factors which will be considered are length of attendance 
at the clinic, sex, age, and I.O. 
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TABLE IV.—Comparison of Adjustment Results between Institute of Child 
Guidance and Guy's Hospital Child Guidance Clinic. 


Institute of Child Guy's Hospital Child 
Adjustment rating. | guidance: Guidance Clinic. 
No. 96. No. ee 
A. Much improved . : 49 , 25  . II ; I9 
B and c. Improved . , 94 i 48 ; 32 : 57 
D. Unchanged . : : 38 : 19 ; IO ; I7 
E. Worse . "RP . 16 a 8 ; 4 : 7 
Total . . 197 IOO 57 IOO 


Attendance.—The number of attendances at the Guy's Child Guidance 
Clinic with the psychiatrist and the psychologist totalled 339, giving an average 
per child of 5:05. 

The number of cases in which the social worker visited the home totalled 64, 
but actually this is not a very accurate index, because 15 out of the 67 cases were 
co-operative ones, and much work was done by and through the co-operating 
agencies. Also, many interviews were held by the social worker with parents 
in the office while the children were with the psychiatrist or psychologist, or 
else in the playroom. 


TABLE V.—Relation of Frequency of Attendance at Clinic to Present Adjustment. 


Number of improved, Improved. I institutions, 7 Total 
attendances. V — € À —— — 
No. 9$. No. 9$. No. 9$. No. 9$. 
I D I4 3 4 66 . I I7 x 6 100 
2 3 33 - 2 22 . 4 45 . 9 IOO 
3-5 4 16 II 42 . II 42 . 26 IOO 
6—10 3 18 . II 60o . 4 22 . I roo 
More than 1o I 25 . 3-05; .c n des Ue 4 100 

Total . I2 31 20 63 


Table V shows that there is practically no relation between the number of 
visits to the Clinic and the degree of improvement, except in the 4 cases where 
more than IO visits were paid. These were cases where intensive training 
was given by the psychologist. 

Much more intensive work was done by the Child Guidance Institute. 
The report on the follow-up investigation conducted there states, '' 43% of the 
successes, 42% of the partially adjusted, and 56% of the unimproved cases 
had a total of less than 30 interviews. The difference between successes and 
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failures is not statistically significant ".* It was found that the proportion 
of successes (and of partially adjusted and improved as well) remained fairly 
constant in each number of interviews group, and it was clear that the total 
number of contacts was not related to success or failure. 

The Institute did find that there was a slight relation between the number 
of psychiatric interviews and improvement, but comparable data were not 
collected for the Guy’s study. 

Sex.—When we turn to compare the findings between the Guy’s Child 
Guidance Clinic and those of the Institute as regards sex we find quite a 
striking correspondence. 

The Institute study states, ‘“ As in most child guidance clinics, twice as 
many boys as girls are referred for treatment. The number of successfully 
adjusted cases was slightly greater among the boys than among the girls, 
but the proportion of cases unimproved by treatment was identical among 
the two groups ’’.f | 


TABLE VI.—Table Comparing Sex Incidences in Institute Child Guidance and 
Guy's Child Guidance Clinic. 


Guy's Child Guidance Clinic. Institute Child Guidance Clinic. 
No. 9. No. f. 
Boys . : 40 : 60 , 183 ; 63 
Girls . à 27 : 40 . IO7 : 37 
Total . 67 100 290 IOO 


TABLE VII.—Degree of Adjustment, Boys and Girls, at Guy's Hospital and 
at Child Guidance Institute. 


Guy’s Child Child 
Guidance Clinic, Guidance Institute. 
yaa, —_— 
No. p^n No. VAP 


Boys much improved and improved 27 . 68 . A,B,C . 97 . 76 
Boys unchanged or worse and in 


institute A : e 709 4.22 D and E 30 24 
Untraced . : : 1 - 4 . IO i 

Total . : : 2 . 40 100 127 100 
Girls much improved or improved . 15 . 56 . A,B,C . 46 . 66 
Girls unchanged or worse and in 

institute : : . 0 . 33 . DandE. 24 . 34 
Untraced . : : ; "o T . i 

Total 27 IOO 70 IOO 


* Ibid., p. 375. 
T Ibid., p. 353. 
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Tables VI and VII show that this holds good in the Guy’s cases. The group 
of unchanged, worse and in institutions is compared with the Institute group of 
D and E. In the Guy's table the group untraced has been included. 

Table VII shows how strikingly the correspondence of sex relationships 
to adjustment has held true between the two contrasted groups. The per- 
centage in the much improved and tmproved groups are practically identical 
with the A, B and c group, and the same holds good between unchanged ‘and 
worse and D and E. 


TABLE VIII.—Age of the Patient and Outcome of Treatment at Guy's Child 
Guidance Clinic. 


Muchimproved. Improved. Unchanged. Worse. Total. 
Age at referral. —— ——— p came p—— IM: T 
No. %. No. %. No. 94. No. 9. No. 94. 
I—5 2 67 I 33 bp ud 3 100 
6-8 2 29 2 29 2 29 I I3 . 7 100 
0—II ; 3 I3 I7 74 2 9 I 4 23 100 
12-14 . 4 2I 7 37 5 26 . 3 IÓ . IQ IOO 
15—over 2 18 4 36 i 5 46 II 100 
Total II 32 IO IO 63 100 


Table VIII shows the relation between the age of the patient and the 
outcome of treatment. In this table the only striking finding is the high 
proportion of improvement found in the 9-11 age-group, 8795 of whom were 
found to be either much improved or improved. However, the numbers dealt 
with are small, and this disproportion may be due to chance. 

The Institute's study states, '' Neither age at the time of referral to the 
Institute for treatment nor age at the time of the follow-up was related to 
adjustment ’’.* 

Intelligence quotient.—Out of the 67 cases at Guy's Hospital, 50 were found 
to have the I.O. completed. Some of the cases were not testable, and in some 
cases the patients had not returned to have the test completed. 

The average I.Q. of these 50 cases was found to be 84:9. This is comparable 
to the average I.Q. of 85-0 found in D. Cartwright's study of 1,250 cases at 
the Rhode Island Society for Mental Hygiene in 1933, a clinic which is more 
like the Guy's Hospital Clinic in the type of population which it serves than the 
Institute. The average intelligence at the Institute of Child Guidance was 
considerably higher, 20% of the children having an I.Q. of 115 or above. 

The Institute study indicated that “intelligence as measured by the 
Stanford-Binet test showed very little relation to success in treatment ''.] 


* Ibid., p. 393. 
t Ibid., p. 355. 
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TABLE IX.—Relation of I.Q. to Present Adjustment. 


Much improved or Unchanged, worse, 


. E ITE Total. 
I.Q. improved. in institutions. 
ramus M CÓ . 
No. E No. %: No. A 
50—69 ] 2 20 8 80 ; IO IOO 
70-89 : II 78 3 22 ‘ I4 IOO 
DO EOS . 16 89 2 II f IS. 100 
110-130 . 5 72 2 28 . 7 100 
49* 


* LO. ratings were not done in 17 cases and one other case was not traced in the follow-up 
study. 


It was found, however, that success in treatment is most likely to occur with 
children of normal intelligence (105-115), and very unlikely with children with 
an I.Q. of 75 or less. 

In the Guy’s Hospital cases the greatest proportion of successes lay in the 
90-109 group. The community from which the cases were drawn is known 
to have low intelligence on the whole, so that this 90-109 group is, relatively 
speaking, comparable with the 105-115 group of institute children. A very 
low percentage of successful adjustments appears in the 50-69 group. Four 
of these cases were placed in institutions as mentally defective, one was 
diagnosed an epileptic, and, at the follow-up, the mother of the sixth wished 
to have him certified, as he was becoming too difficult to be kept at home. 
The other two remained at home, but there appeared to be no acceptance 
by the family of their low intelligence rate. The investigation, therefore, 
supports the findings of the Institute that success in treatment is most fre- 
quent among children whose intelligence is neither much above nor much 
below the average. However, it must again be admitted that the numbers in 
the Guy's Hospital series are too small to suggest any very definite conclusions 
being drawn here. 

Diagnosis.—The 67 cases were classed respectively as: 

Personality deviations, which include timidity, shyness, day-dreaming, 
sensitiveness, lack of sociability, emotional instability and so on. 

Behaviour disorders, which include truancy, wandering, lying, stealing, 
cruelty, and sex misdemeanours. 

Sleep disorders, which include night terrors, nocturnal enuresis, somnam- 
bulism. 

Speech defects. 

Scholastic backwardness. 

Mental defect—any patient with an I.Q. of less than 70. 

Organic difficulties ; these include word-blindness and word-deafness, post- 
encephalitic conditions, epilepsy and glycopenia. 
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TABLE X.—Present Adjustment of Children as Related to Diagnosis. 


Unchanged, worse, 


Much improved. Improved. in institutions: Total. 

Diagnosis. A ne : ADI 

No. 9$. No. %. No. %. No. 9,. 

Behaviour disorders > 2 XL. x 32 07 4 22 18 100 

Personality deviations . 4 33 7 58 I 9 I2 IOO 

. Mental defect o du xd I II 8 89 Q 100 

Sleep disorder : . I IS 4 57 2 28 7 100: 

Scholastic backwardness 3 60 . I 20 I 20 5 IOO 

Speech defect ; a? a c4 2 67 I 33 3 IOO 

Organic difficulties . I II 5 56 3 33 9 IOO 
Total . : . II 32 20 63 


Table X shows that the greatest number of much improved cases was found 
among those with scholastic difficulties—67%. The greatest number of un- 
changed, worse and in institutions, 89%, were among the mentally defective 
groups. Otherwise no outstanding differences appear, as they did in the adult 
group (Table II). Unfortunately, owing to different diagnoses and divisions 
employed by the Institute of Child Guidance no comparison can be made on 
this point. 


CONCLUSIONS. 


This paper has been concerned with the results of a follow-up study under- 
taken for the Department of Psychological Medicine at Guy's Hospital, London, 
and particularly with the results of treatment in a group of 67 children who had 
attended the Child Guidance Clinic, which is a part of the Department. These 
results have been contrasted in regard to results of treatment, sex, number of 
attendances, age at the time of referral, and I.Q., with results found at the 
Institute of Child Guidance, New York. ' 

It has been shown that the Child Guidance Clinic at Guy's Hospital grew 
out of a demand from the community, and that it is being increasingly used by 
other departments in the hospital, by schools and by other agencies. 

It would seem that a clinic of this kind which grows directly from a 
recognized community need must, of necessity, mould itself to serve that 
community in the manner best adapted to insure its co-operation, and this 
is particularly true in the present instance. 

It may be debated whether a general hospital is an ideal place for a child 
guidance clinic. There are pros and cons. It is true that it is impossible to. 
eliminate the hospital atmosphere; the children have to go through the 
regular hospital routine of admittance, the hospital is associated with the cure 
and treatment of physical ills, the children mix with patients attending other 
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departments of the hospital, and the attitude of dependence fostered by the 
position of the hospital in the centre of a poor community survives. On the 
other hand, the hospital is the natural place to which to bring the children, 
the parents are used to bringing all their troubles there, the atmosphere of 
hope and confidence is already established, it is easy to have physical exami- 
nations carried out in the other departments, and, further, the Department of 
Psychological Medicine is in existence, and thus expense in setting up the 
clinic is saved. 


The Child Guidance Clinic at Guy’s Hospital works under difficulties. The 


social work staff is woefully inadequate to deal with the case load, accommoda- 
tion is limited, the playroom which is used on Thursday afternoons, the day 
on which children are seen by special appointment, is an examining room for 
the remainder of the week, the supply of toys is not great, and again there is 
no regular stenographer and the clinic relies on the services of a voluntary 
one. | 

These factors have to be considered when the results are compared with 
those of the Institute, with its much more elaborate equipment. The Institute 
deals with a much more selected group of cases, while the Guy's Hospital 
Clinic, being a part of a general hospital, must accept each and all. 

It seems that here, again, we may see a clinic meeting a special demand 
from a community, for there can be no doubt that America is ahead of England 
in the recognition of, and interest in, psychiatric problems. 

In spite of the differences between the two clinics, the figures for present 
degrees of adjustment are strikingly alike. The figures for wnchanged and 
worse are practically identical, while the groups rated much improved and 
improved are 76% compared with the 73% of the Institute. 

It may be argued that the figures in the Guy's Hospital study are too 
small for adequate comparison, but they are fairly constant in the two previous 
studies, which were made respectively in 1930 and 1931. 

The principles of treatment in child guidance work are still somewhat 
fluid, and it may be a debatable point how much intensive work should be done 
with parents and with children. With regard to attendance, it was found that 
only 4 children at the Guy's Hospital Clinic had more than Io visits to the 
psychiatrist and psychologist, and, as in the Institute cases, there was practi- 
cally no relation between number of visits and subsequent adjustment. Much 
more intensive work, involving many more attendances, was done by the 
Institute. 

Sex incidence showed a close correlation between the two clinics, the figures 
being almost identical in both cases. When age is considered in regard to 
adjustment the Institute found that there was little or no relation. In the 
Guy's Hospital group it was found that the large proportion of satisfactorily 
adjusted cases lay between the ages 9-11. But it was felt that the numbers 
were too small for this to be proved to be anything more than chance. 
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In regard to the I.Q. ratings as related to adjustment between the two 
groups, again the small number of cases in the Guy's Hospital group render 
any real comparison difficult. 

The Institute dealt with a group with a higher average I.Q. They found 
that a high I.Q. is not necessarily related to success in treatment, and the same 
applies to the Guy's Hospital group; their greatest measure of success lay in 
the group with I.Q. ranging from 9o-109. 

Unfortunately, owing to the different rating systems employed, no com- 
parison could be made between diagnosis as related to improvement in the 
two clinics. In the Guy's Hospital study the greatest number of successes 
was found to be among the group with scholastic backwardness. 

This study is felt to be very inadequate, but it is believed to be the first 
attempt to contrast results of treatment between an English and an American 
Clinic. It is hoped that it may serve to indicate some interesting similarities 
and differences, and to stimulate interest in much more comprehensive studies 
in the future. 
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Clinical Notes and Cases. 


CEREBRAL TUBERCULOMA OF UNUSUAL DISTRIBUTION. 


By WirLiAM McCarTan, M.D., D.P.H.Belf., D.P.M., 
Assistant Medical Officer, West Park Mental Hospital, and 


ALFRED MEYER, M.D.Bonn, 
London County Mental Hospitals Central Pathological Laboratory. 


THE following case appears to be sufficiently uncommon to warrant a 
detailed description. 

E. J. T—, æt. 20, single. 

Family history.—Nothing of importance. 

Personal history.—At the age of seven he fell when running, bruised his 
forehead, and was “dazed for a week”. At school he is described as having 
been “ thin and frail ”’, and subject to “ occasional bilious attacks with vomiting 
and slight headache". He left school at the age of 14, having reached only 
Standard 4 or 5, and did odd jobs, the last one being at a paint factory. 
Although in the Territorials, he was always rather shy and reserved, mixing 
little with other men. 

Present illness.—The first change was noted at Christmas, 1932. His 
appetite and weight increased, his speech became slower and quieter, but there 
was no mental change at this time. 

On May 20, 1933, on his return home from work, he fell, struck his head, 
and had a fit, during which he “ went blue, foamed at the mouth and struggled’. 
Later he was admitted to St. James’s Hospital, Balham. At that time he had 
a “Fröhlich " appearance; no neurological signs were present, the visual fields 
were full, and X-ray showed no abnormality in the pituitary region. 

Blood sugar examinations on May 23 and on June 2 showed a very marked 
increase in tolerance. : 

Whilst at St. James's, he had three typical epileptic seizures at intervals 
of a week. He had a tremendous appetite, was mentally dull, and eventually 
became restless, getting out of, and crawling under his bed. 

On July 17 he was transferred to St. John's Hospital. He had no fits 
there. The blood Wassermann was normal and the cerebro-spinal fluid showed 
no change, apart from some increase in cells and protein. 

On September 9 he was admitted to West Park, his state then being as 
follows : 
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General appearance.—Bulky, “ pasty ” and sleepy. Pubic hair was scanty 
and strictly localized, the axillary hair was scanty, but on the scalp the hair 
was normal. 

The head was large and showed some bulging in the temporal and occipital 
regions, the greatest circumference being 23} inches. 

The face was large, from much subcutaneous fat rather than bony enlarge- 
ment, and the jaw was not prominent. 

Glands.—On both sides of the neck and in both axill and groins the glands 
were enlarged, firm, discrete, freely movable and elastic. Owing to the 
increase of subcutaneous fat the enlargement was not noticeable, except just 
below the pinna of the left ear, but it was stnking on palpation. In the axille 
and groins the glands were smaller than in the neck. 

Abdomen.—Rotund. There was no liver enlargement and the spleen was 
not palpable, but some enlargement was suspected on percussion. 

Chest.—There was no clinical abnormality. 

Neurological.—The gait was somewhat unsteady and abdominal reflexes 
were indefinite, but otherwise there was no neurological abnormality. Possibly 
some general hyperesthesia of the skin was present, but his mental state made 
a definite opinion on this and on the visual fields impossible. There was no 
obvious visual defect. 

Mental state.—He was generally retarded, resentful of interference, sluggish 
and ill'humoured. The reaction time was very slow and his usual state was 
one of torpid indifference, which gave way to sleepy irritability when being 
attended to or examined. 

Urine.—1,700 c.c. in 24 hours. Specific gravity 1006; alkaline reaction. 
A faint trace of albumen ; no sugar. 

Sugar tolerance test (50 grm. glucose).—Fasting, *090 gr. %.; 4 hour, 
"093 gr. % ; I hour, *128 gr. % ; 1$ hours, 104 gr, °% ; 2 hours, *094 gr. %. 

Blood-count.—Erythrocytes, 3,760,000 ; hæmoglobin, 90% ; colour index, 
I:2; white cells, 3,750; polymorphs, 54% , lymphocytes, 25% ; myelocytes, 
14°, ; eosinophils, 7%. 

Whilst at West Park he had two fits. The first was witnessed by an 
experienced nurse, who described it as follows: “ I have never seen anything 
like it. He suddenly stiffened and arched his back into a bow, and the con- 
vulsion was so strong that he rose off the bed like a spring let loose." He 
actually fell out of bed, was unconscious for an hour following this fit and was 
confused for another hour. A few days afterwards, while being examined 
there was a momentary complete loss of expression on the patient's face, and 
he changed colour a little. There was no convulsion of any sort, and it was 
all over before one had time to take stock of his appearance. He was, however, 
confused for about ten minutes afterwards. 

Histological examination of a gland, X-ray and spinal fluid examinations 
were not done at West Park, since it was hoped to arrange his transfer 
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elsewhere with a view to deep X-ray therapy, and one wished to avoid 
upsetting the patient by repeated investigations. 

Dr. Mapother kindly offered to accept him at the Maudsley Hospital, but 
on the day prior to that fixed for his removal he became much worse, the torpor 
gradually deepening to coma, and he died early on the following morning. 


POST-MORTEM EXAMINATION. 


Lymphatic glands were prominent in the neck, chest and abdomen, varying 
from the size of a pea to that of a plum. They were perfectly discrete, and 
there was no periadenitis. Peyer’s patches and solitary follicles of the intestine 
stood out. The thyroid was normal in size and appearance, but the thymus 
was possibly rather large for the patient’s age. The testicles were small. 
The spleen was enlarged. All the tissues mentioned were sent for histological 
examination. 

When the brain was examined, the outstanding feature was a large white 
firm mass replacing the floor of the third ventricle. Although the meninges 
showed some change in the form of a certain amount of thickening over this 
mass and the presence of small globular semi-transparent bodies, the process 
was mainly in the cerebrum itself. On closer examination, this tumour-like 
mass was found to have obliterated the chiasma, optic tracts, corpora mamil- 
laria and the tuber cinereum, and to have extended anteriorly and laterally. 
Anteriorly, it extended to the gyri recti, being more marked on the right 
than on the left, but leaving the olfactory nerves intact.  Laterally it 
involved the temporal lobes as far out as the gyrus hippocampi on each side. 
Posteriorly, the pathological change extended to the pia on the ventral 
surface of the pons and medulla in the form of small granules seen on the 
surface of the vessels and nerves in this area. Apart from this and the presence 
of globular bodies, the vessels and meninges appeared to be intact. 

The mass was marked off from the normal tissue by its hard consistency, 
although in certain areas in the temporal lobes it was softer, and encapsulation 
was here much less definite. | 

Transverse sections through the brain gave more definite evidence of the 
extent of the “ growth ". The foremost parts of the frontal lobes were intact, 
except for a small nodule about the size of a gooseberry on the vertex of the 
left frontal lobe, about one inch from the median fissure and immediately 
subjacent to the cortex. The main part of the growth centred around the 
third ventricle, the cavity of which was almost obliterated. The hypothalamus, 
medial parts of the thalami and tuber cinereum were involved. From here 
the growth extended irregularly to both temporal lobes, the mesial portions of 
which were affected. The lenticular nuclei, caudate nuclei and lateral parts 
of the thalami were macroscopically free from change. Apart from the pial 
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involvement the rest of the brain stem appeared to be free. The edges of the 
growth were indistinct and irregular in the deeper tissues. The convolutions 
of the hemispheres were flattened, but showed no other change. 

Microscopic examination.—Numerous pieces of cerebral tissue from the 
frontal and temporal lobes, cerebellum, the region of the third ventricle, the 
basal ganglia, aqueduct, pons and medulla oblongata were examined, and 
where it varied from normal the picture was typical of a tubercular process. 
Areas of caseation of varying size surrounded by endothelial cells, lymphocytes 
and giant-cells—these latter containing many nuclei arranged in a horse-shoe 
fashion around the periphery—were to be seen throughout the pathological 
tissue. In certain places there was some perivascular “ cuffing ’’ with plasma- 
cells, and granular cells were to be seen in areas where to the naked eye the 
tissue appeared softer. Where the tissue was hard there was abundant new 
formation of fibrous tissue shown by Van Gieson's stain and, to a lesser degree, 
glial fibres shown by Holzer's stain. 

The distribution of the disease process as noted macroscopically was in 
general confirmed by the microscope. The single, isolated nodule near the 
frontal pole proved to be a conglomerate tubercle or tuberculoma. The main 
mass extended backwards from both gyri recti to the region of the third 
ventricle, and from there to both temporal lobes. The cornu ammonis was 
free from change except for a small tubercle in the meninges just above it, the 
main mass of tuberculous tissue lying more in the hippocampal and fusiform 
gvri, involving the cortex and large parts of the white matter. In the region 
of the third ventricle, the hvpothalamus, mamillary bodies and mesial parts 
of both thalami were involved, and the various ganglion cell groups of the 
hypothalamus were completely lost in the process, which in this area consisted 
of dense fibrous tissue. The foremost parts of the substantia nigra and red 
nucleus seemed to be involved. The caudate nucleus, lenticular nucleus and 
lateral parts of the thalami were intact. The third ventricle was so compressed 
as to be reduced to a narrow cleft, and even that was bridged in places by 
tuberculous tissue. More posteriorly, the peri-aqueductal tissue, the red 
nucleus, the substantia nigra and the cranial nerve nuclei were not involved in 
this region, the meninges only being affected by small single tubercles. In the 
pons and medulla there was a similar state of affairs, the pia only being involved. 
Tubercles were found on the pial sheath of the cranial nerves, and this was 
particularly marked on the fifth nerves. 

The floor of the fourth ventricle was perfectly normal, although this is a 
favoured site in tubercular affections of the brain. 

In general, the meninges were affected far less than the brain tissue, except 
in the region of the medulla, pons and greater part of the crura, where the 
opposite was the case. In the meninges the process was identical with that in 
the brain, i.e., tubercles of conglomerate type, with central caseation. In 
places there was a proliferation of very large fibroblasts and a dense fibrous 
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network, the latter especially on the basal surface in the region of the third 
ventricle. 

The pituitary and cerebellum were free from any change, macroscopic or 
microscopic. 

The liver and pancreas were normal, and apart from the vesicles being 
rather large, the thyroid was normal The thymus was of juvenile type. 
In the testicle there was thickening of the basement membrane of the tubules, 
smallness of the cell layers and complete absence of spermatogenesis. 

The spleen showed numerous tubercles the size of a pinhead and smaller, 
and a somewhat similar condition was found in all the lymph-glands examined, 
but in addition there was in these a marked increase of fibrous tissue. Glands 
from the thymus, coeliac and common iliac regions were examined histologi- 
cally. | 

The tubercle bacillus itself was not found anywhere. 


DISCUSSION. 


From the pathological point of view the case was one of tuberculosis, 
involving, as far as could be ascertained, lymphoid tissue (lymph-glands, spleen) 
and the brain. The brain itself, as well as the basal meninges, was affected by 
the formation of caseated, mostly conglomerate tubercles. 

So far the histological appearance of our case resembles numerous findings 
of other investigators. 

The distribution of the tuberculous process was, however, remarkable in 
this case. Such a large tuberculomatous mass in the basal regions of the 
brain, in the region of the third ventricle, extending almost symmetrically to 
the frontal and also to the temporal lobes and accompanied by such a moderate 
degree of meningitis (which may be secondary), is uncommon. Again, tuber- 
culomata, whether single or multiple, are more or less circumscribed. In cases 
of ordinary tuberculous meningo-encephalitis the brain is only superficially 
involved, and that not so much by the tuberculous process itself as by unspecific 
encephalitis (Kirschbaum) or by disturbance of the blood-supply (Kirschbaum, 
Bodechtel and Opalsky). Spatz, in his contribution to Bumke's Handbuch der 
Psvchiatrie, gives a clear idea of the localization of this type of meningo- 
encephalitis. In our case the involvement of the brain substance was much 
more extensive than what has been found in so-called tuberculous meningo- 
encephalitis, even if one remembers that some writers (Weimann, Jakob, 
Pollack) have reported widespread encroachment in brain-tissue. 

The process had many points of resemblance to the “‘ sarcoma-like condition "’ 
described by Weimann, where a diffuse and infiltrating spread of the tuberculous 
tissue was found, this in itself making our case quite different from the usual 
tuberculoma. This infiltrating spread of tuberculosis in the brain is, according 
to Weimann, extremely rare. A case of widespread cortical distribution 
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described by Sittig showed microscopic changes unlike our case, in that there 
was an unspecific softening or encephalitis. Nor had the condition anything 
in common with “ tuberculoma en plaque’’ described by Gardee and Knox 
several years ago, that being essentially a meningeal change which was slight 
in our case. 

The clinical interest lies in the similarity of the case to lymphadenoma 
(Hodgkin’s disease). The discrete and widespread enlargement of the lymph- 
glands with slight eosinophilia were most suggestive. In fact lymphadenoma 
with intracranial deposits was put forward as a possible diagnosis, and arrange- 
ments to give the patient X-ray treatment were in hand when he died. The 
absence of periadenitis with so much intraglandular change was misleading. 

The localization of the mass in the brain calls for no comment in view of 
the typical clinical picture. It is perhaps worth mentioning that there was 
no temperature change, nor were there any vaso-vagal attacks or other sign 
of sympathetic disturbance. The seizure graphically described by the nurse 
would appear to have been similar to the type occasionally found in patients 
with extrapyramidal lesions, e.g., epidemic encephalitis, which, it is interesting 
to note, usually involves similar regions in the mid-brain. 

Some clinical evidence of pyramidal impairment might have been expected, 
and the complete absence of any visual defect, considering the gross involve- 
ment of the chiasma, is most surprising. It is astonishing to find a granuloma 
of this size, and tending to reduce the third ventricle to a slit, without any 
evidence in the optic discs of increased intracranial pressure. 

The somnolence and hebetude can be accounted for by the localization of 
the mass in the hypothalamus, although, of course, general intracranial distur- 
bance may have been partly responsible. The suspected hyperesthesia and 
general irritability may possibly have been in the nature of “ thalamic over- 
reaction ’’, but the small subcortical tuberculoma on the left frontal lobe and 
the involvement of the gyri recti on both sides must be remembered in 
connection with the mental features of the case, and further speculation on 
the point would be useless. 

We have to thank Dr. Golla and Mr. Geary, of the London County Mental 
Hospitals Central Pathological Laboratory, for their assistance, Dr. W. A. Cald- 
well, who first examined the case at West Park, for his views and the use of the 
notes of his examination, and Dr. Roberts, Medical Superintendent of West Park, 
for permission to publish the case. We are indebted to Dr. MacCormac of St. 
James's Hospital and Dr. Nixey of St. John's Hospital for the histories supplied. 
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Part II.—Reviews. 


The Organism of the Mind: An Introduction to Analytical Psycho- 
therapy. By G. RICHARD HEYER. Translated by EDEN and CEDAR 
Paur. London: Kegan Paul, Trench, Trübner & Co., Ltd., 1933. Pp. 
xii + 271. Price 15s. 


In the first part of this volume we note a distinctly original approach to 
the subject. Herein the writer develops the conception that '' there exists a 
series of psycho-physical ' cycles” or spheres in which life variously and 
progressively discloses itself as it moves on from primitive to increasingly 
differentiated phases and forms ". The lowest of these is the vegetative cycle 
ofnutrition. Then come the animal vital cycle of the circulation, the pneumatic 
cycle of the respiration, and lastly the mental vital cvcle. 

In relation to the first three spheres the many organ neuroses are discussed, 
with brief clinical illustrations of those svmptoms which are the physical 
expression of repressed emotions and emotional situations. Psycho-somatic 
unity is insisted upon as a rational basic conception. Constipation of mind 
and body frequently go hand in hand. Grave and persistent digestive disorders 
not infrequently appear in those who may be regarded psychopathologically as 
children, who psychically are still living in the mother's womb. They must be 
helped to realize the need for independence so that as independent beings they 
can “eat” and “ digest " the world. Heyer has a suggestive hypothesis as 
an explanation of the digestive disturbances so common in elderly people or in 
those past their prime: ''If the life of the ascent and of the prime has been 
inadequately fulfilled, if he is in revolt against a sage and cheerful descent, if 
he suffers from the modern convulsive yearning to remain youthful at any 
cost, then he will not attain harmony with the vegetative and gastro-intestinal 
world. The lack will promptly manifest itself as a disturbance of the gastro- 
intestinal tract.”’ 

In order to have some insight into the development of the circulatory 
neuroses there must be some understanding of what the heart, blood and 
circulation may mean to the unconscious. Since blood symbolizes the animal 
within us, there is no reason for surprise that anxiety should be the charac- 
teristic disturbance in this sphere, as passion comes to conflict with later 
development. ‘‘ Blood neuroses ” arise, not only in persons who have failed 
to fulfil the will of the blood (including sexuality) and have repressed it, but 
also in those who have gone too far in the surrender of their spiritual ego to 
their animal nature. 

Dealing with the pneumatic cycle of respiration, there is an endeavour to 
demonstrate how breathing is of decisive importance physically to the life 
of the deeper personality, and likewise psychically. Healthy and suitable 
breathing receives much consideration, and after examining the metaphorical 
relations of its ebb and flow, Heyer turns to the clinical happenings when the 


REVIEWS. 557 


polar rhythm is disturbed. On this theme he discusses the pathology of a 
diaphragmatic cardiac neurosis (termed '' phrenocardia’’ by Herz), and the 
psychogenesis of asthma, where the causes are regarded as multifarious. 

In somewhat mystical language, Heyer, speaking of these three cycles, says : 


“ We have come to realize that primitives still think in their ‘ bellies’; that 
in those who are somewhat more advanced there develop a life and experience 
appropriate to the ‘ blood’; and that later still, on a third and yet higher plane, 
there constitutes itself as reality a pneumatic world, a world of mental happenings, 
much more tenuous, much freer, far more conscious than the impulse world of the 
blood (affects) and the comparatively inert world of the intestines. We Europeans 
are now in the act of realizing this ‘third realm’ that of the pneumatic man. 


The man of the ‘fourth realm’, the man of the pentecostal miracle, has not yet been 
born.’ 


The chapter devoted to the influence of the mind upon body and treatment 
by suggestion is pregnant with points both of theoretical and practical interest. 
It is rightly stressed that you will only be able to see into the dark abysses of 
the mind when you have caught the intellect and the will off guard. Sugges- 
tion may often be difficult or impossible because, though culture and reason 
are good in defending the ego against numberless unconscious influences, they 
have tended to make man one-sided. The current assumption is that the 
"ego " must be the ruler and that the “ id ” must be enslaved. Hence psycho- 
analvsis becomes essential. 

Part II of the book deals with analytical methods of treatment. In 
describing how psychotherapy can be learned and how one can become a 
psycho-analyst, the negative recommendation is given that “ chiefly you must 
avoid occupying yourself at the outset with the study of human psychology ”’ 
This at first sight appears to be paradoxical advice, but evidently the author 
has the basic idea of the avoidance of preconceived conceptions. He inculcates 
the observation of animals, especially dogs, the reading of the great poets and 
imaginative writers, the study of folk mythology, and the psychology of primi- 
tives. The collective strata of the mind are examined at some length, and it is 
shown how a failure of adequate adjustment between these and the ego is a 
frequent cause of neurosis, and how difficult it is to break away from the 
gripping force of the primal sources of life. ‘‘ People are too apt to forget that 
although a man can wear a halo when he awakens to a higher and divine life, 
he still must stand with his feet firmly planted upon the earth." The great 
significance of the collective attitude of mind is emphasized. In so many 
psychological mechanisms we find the bipolar tendencies towards individuation 
on the one hand, and on the other towards undifferentiation and identification 
with the collective. In this respect there is strong criticism of the Freudian 
conceptions of regression, perversions, sadism and masochism, frigidity in 
women, and the sense of guilt. The last three chapters consist of the psycho- 
logical theories and methods of Freud, Adler and Jung. Heyer is a profound 
admirer of Freud, and pays homage to the “ great pioneer in making the obscurer 
regions of the mind comprehensible to us, and in turning a knowledge of them 
to account for the healing art He differs from him mainly in his conceptions 
of sexuality and unconscious symbolism. And in some respects there is 
certainly some misinterpretation, as when we find it stated that Freud regards 

‘the unconscious as not nature, but garbage, rubbish, filth, wicked, evil "' 
Adler's individual psychology is ranked high, but is found wanting through its 
very limited scope, and the Adlerian belief that the riddle of life is thus solved 
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cannot possibly be conceded. One does not need to read many pages of this 
book before it becomes apparent that the author’s views are very largely 
those of Jung. A good account of the latter's teachings as seen through 
Heyer's eyes is given, and in an appendix interesting illustrations are added 
demonstrating unconscious symbolism. 

Whatever view of psychopathology may be embraced, we cordiallv recom- 
mend the pages of this work. Here is no stereotyped approach to the subject 
of psychotherapy, and although in some ways we may differ from the author's 
premises and deductions, we cannot but be stimulated and often instructed bv 
his treatment of his subject—the organism of mind. We wish more medical 
. psychologists could adopt the same broad psychotherapeutic outlook. The 
mystical and spiritual factors that are brought to the fore in this work may 
alienate the sympathy of many, but may at the same time enlarge their mental 
horizon. C. STANFORD READ. 


Modern Clinical Psychiatry. By ALFRED P. Noyes, M.D. Philadelphia 
and London: W. B. Saunders Company, 1934. Pp. 485. Price 205. 


The author of this new text-book is Superintendent of the State Hospital at 
Howard, Rhode Island, and was formerly on the staff of the Boston Psvcho- 
pathic Hospital. His book, as might be expected, reflects the broad psvcho- 
biological and dynamic outlook which we associate with the names of Adolf 
Meyer and Macfie Campbell. The necessity for due consideration of “ the 
integrated facts of biology-—anatomical, physiological, chemical and psvcho- 
logical " is stressed throughout. The dynamic point of view is inculcated in 
four introductory chapters, headed respectively '' Mind, its Development and 
Purpose ”, “ Psychic Energy and the Dynamics of Behaviour ”, '' Conscious 
and Unconscious Processes ”, and “Mental Mechanisms and Motives’’, in 
which, while psychological details are avoided, the student is enabled to look 
on abnormal behaviour as “ understandable ". In the chapter on symptoms, 
too, the warning is given at the outset that “ to be understood, symptoms must 
be studied developmentally ", and that “ they have but little meaning apart 
from the setting in which they have developed ” 

The descriptions of the various clinical syndromes are clear and very 
readable. Since the book is intended for students, and in fact developed out 
of a series of clinical lectures, full discussion of nosology or pathologv is not to 
be expected, but the more outstanding present-day problems receive mention. 
Illustrative cases are described, but are not allowed to occupy more than a 
very small proportion of the book. Further, an excellent bibliographv is 
appended to each chapter. 

The description of toxic-organic psychoses suffers from excessive sub- 
division according to etiology. This tends to obscure the similarity in the 
clinical pictures arising from different causes. Exhaustion delirium receives 
only brief mention, and the treatment of confusional states does not receive 
adequate consideration. It is not very helpful to advise '' appropriate treat- 
ment of the particular underlying somatic state ’’, since the latter is often by 
no means clear, and works on general medicine rarely afford guidance. The 
paucity of information given here is in marked contrast to the detailed instruc- 
tions given for the treatment of manic-depressive insanitv, including a minute 
description of tube-feeding. As regards schizophrenia, the author mentions 
many more or less experimental methods of treatment, but is unable to 
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commend any of them. He quotes with approval, however, Bleuler's dictum 
that “ in more than one-third of schizophrenic cases the treatment will decide 
whether they can become social men again or not”. He advises “ early and 
persistent efforts '" at occupational and recreational therapy. Other references 
to occupational therapy are, however, scanty and scattered, and it would be 
an advantage if they could be gathered into one chapter, in which the appli- 
cations of this form of treatment to the different forms of mental disorder 
could be set forth. 

On the whole we would say that the work ranks high among recent text- 
books. It provides a foundation of sound psychiatric doctrine, from which 
the student may proceed to the further reading suggested in the bibliographies. 

A. WALK. 


Towards Mental Health: The Schizophrenic Problem. By CHARLES 
MacriE CAMPBELL, M.D. Cambridge, Mass.: Harvard University Press, 
1933. (Published in England by Humphrey Milford, Oxford University 
.Press. Pp. 110. Price 5s. 6d. 


Prof. Macfie Campbell has reprinted here the text of four lectures delivered 
at the University of Illinois in 1932. At this University there exists an Annual 
Foundation Lectureship (entitled the Adolph Gehrmann Lectureship) in Hygiene; 
and this was the first occasion on which mental hygiene was chosen as the 
subject for the year. 

Given this opportunity, Prof. Campbell refrained from merely expatiating, 
with facile optimism, on the possible benefits of mental hygiene activities. 
Instead, he chose to emphasize the complexities and difficulties of any attempt at 
a preventive psychiatry, and to illustrate this by reference to the many-sided 
problem of schizophrenia. 

He points out in the first place how inadequate are the fundamental concepts 
of medical science to the full understanding of mental disorders—an inadequacy 
due to their impersonality ; how, even in the prevention of a physical disease 
like tuberculosis, it is necessary to deal with personal and social factors ; and 
how, with mental disorder, every aspect of the patient's life must be given its 
due share of consideration. He speaks of the “ insidious associations ”, not 
onlv of the term “insanity ”, but of that of ‘‘ disease ". Passing to schizo- 
phrenia, some cases, typical or otherwise, are described by way of a preliminary 
survey of the “ schizophrenic territory °. Itisshown how much of the patient's 
behaviour possesses meaning and is understandable as having adaptive value. 
Next the author selects for more detailed examination three topics which con- 
stantly recur in the contents of schizophrenic psychoses : these are the manage- 
ment of the sexual instinct ; the relation of the individual to the parents and 
the attainment of independence ; and the individual's need for a personal value 
and status. A large number of illustrative cases are given. The question of 
how far the predominance of these topics in the minds of the patients indicates 
a real aetiological connection is discussed, and the author holds that there is 
such a connection, and that faultv attitudes of the patient's are, partly at least, 
the actual causes of the psvchotic reaction ; and further, that these faulty 
attitudes are caused, or at least encouraged, by faulty environment. There 
follows a discussion of the influence of the environment, and especially of 
parental attitudes, on the individual's adaptation to the three problems of sex, 
independence and personal value, and some indication of the direction in which 
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modifications seem desirable. Finally the author considers the subject of 
philosophical and religious beliefs, and the question of how far it may be justi- 
fiable, in the interests of mental hygiene, to advocate changes in the cultural 
outlook of the community ; and whilst recognizing possible dangers, he concludes 
that “cultural evolution is not to be considered a blind evolutionary process, 
but one in which conscious direction plays a part, and in this conscious direction 
the student of mental hygiene has his share ’’. 

It would be hard to find a clearer or more succinct presentation of the 
psychiatric point of view than is given in this little volume. It should be in the 
hands of all who propose to take up the study of mental disorder, and we hope 
that it may reach a still wider public. A. WALK. 


Psychopathology: A Study of Modern Approaches. By J. ERNEST 
NicoLE, D.P:M. Second edition. London: Bailliére, Tindall & Cox, 
1934. Pp. 283. Price 12s. 6d. 


Dr. Nicole’s book is now well established as an indispensable introduction 
to psychopathology, and an invaluable guide by means of which the student 
may safely pick his way among the seemingly conflicting tendencies and theories 
that make up the subject. It is, in fact, a masterpiece of condensation, and the 
brevity of its descriptions is a positive advantage, for while the reader's interest 
is constantly being stimulated, and further reading encouraged, there is no 
danger of his being led to believe that he has acquired more than the rudiments 
of each topic raised. He will, however, find here, not only the most salient 
facts lucidly set forth, but, in Dr. Nicole's comments and appraisal of the value 
of the ditferent contributions to psychopathology, much sound and unbiased 
judgment as well. 

For this edition, Dr. Nicole has written four new chapters dealing with 
ethnology and sociology, with the present position in general psychologv, and 
with the application of psychopathology to education, criminology, vocational 
and industrial psychology, morals, religion and literature. Among additions 
elsewhere we find discussions of Alexander's tentative approach to a psycho- 
therapy of schizophrenia, and of Prinzhorn's synthetic outlook and critique of 
the foundations of psychotherapy. Recent work on the biochemistry of mental 
disorders is also touched upon. 

The appendices, too, consisting of articles which originally appeared in this 
Journal, have been revised and extended. In these Dr. Nicole shows his capacity 
for detailed argument, and the student, after his rapid review of the out- 
standing problems of psychopathology, is given specimens of serious discussion 
of these problems. 

In reading such a work as this, the critic is bound to experience disappoint- 
ment here and there at the omission of some favourite minor topic, or to feel 
disposed to disagree with the relative amount of space allotted to different 
authors. We feel, for instance, that much of the chapters on biochemistry 
might have been omitted, as not being strictly germane to psychopathologv ; 
and this might have permitted a more extended consideration of such ** border- 
line ” studies as those of Jaensch on eidetic imagery or Bechterew's reflexology, 
or some mention of von Monakow and Mourgue's very interesting “ neuro- 
biological " approach. 

The bibliography is remarkably complete and up-to-date. It might be 
made more useful by being divided into two portions, the first comprising the 
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more important and standard works which it is essential for the student to 
read. 

The book deserves continued success, and we hope that the author may 
one day embody his erudite knowledge of the subject in a work planned on a 
larger scale. A. WALK. 


Year-Book of Neurology and Psychiatry, 1933. By G. Bassoe, M.D., 


and F. G. EBauGH, M.D. Chicago : The Year-Book Publishers, 1934. 
Pp. 471. Price ros. 6d. 


In this year's edition of the Year-Book, psychiatry is given a larger share 
of the available space, being allotted 142 pages out of 450. A somewhat undue 
proportion of the articles abstracted deal with generalities, and though useful as 
presentations of the psychiatric point of view, add little to our knowledge of 
the subject. 

The section on mental deficiency consists of only four abstracts; while 
in the field of psychopathology and psychotherapy, contributions published in 
psycho-analytic and individual-psychological journals are almost completely 
ignored. Altogether the selection of articles strikes one as somewhat haphazard, 
and the book cannot be relied on as a trustworthy guide to the work carried out 
during the year. It is particularly deficient in abstracts from continental 
European sources. 

The grouping of the abstracts has, in many places, been carelessly done ; 
abstracts dealing with the same subject are often found separated by others 
on widely different topics. 

Although there is room for much improvement in these respects, the book 
is a most useful publication in that it brings together in handy form a good deal 
of material not readily accessible otherwise. Examination candidates should 


certainly make a point of perusing it and its predecessors for the last two or 
three vears. A. WALK. 


An Introduction to the Study of the Nervous System. By E. E. HEWER, 
D.Sc., and G. M. Sannes, F.R.C.S., M.B., B.S.Lond. Second edition. 


London: William Heineman (Medical Books), Ltd., 1933. Pp. 147 + 
xiv. Price 21s. 


There are so many excellent text-books on the anatomy of the nervous. 
system that one always wonders 1f so many are really required. Frankly, any 
new text-book on the subject must seem redundant, unless the author or authors 
present their material in a very much better form than others have done, and 
supply us with diagrams and illustrations of unusual excellence. This is the 
second edition of this book, the first having appeared in 1929, so that there 
must be a demand for it. The illustrations and diagrams are for the most 
part good ; some of the diagrams are very good indeed. The diagram showing 
the relative position of the motor and sensory tracts passing through the internal 
capsule and the midbrain is particularly good, though simple; that showing 
the basal aspect of the brain, with the cranial nerves displayed in red, is very 
striking, and will certainly give the beginner a much clearer idea of their 
relations than any other diagram we remember seeing. To provide sixty-five 
diagrams for one hundred and thirty pages of print is a very generous allowance, 
and one that the student should appreciate. Many of them are new. 
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It is very doubtful if any useful purpose is served by including brief 
descriptions of histological methods; a small but detailed handbook, such as 
Anderson's, is of so very much more use. 

The chapter dealing with the connections of the corpus striatum is well 
done, and we are glad to see the work of Le Gros Clark incorporated. Under 
the heading of ‘‘ Ventriculography ” we should like to have seen some mention 
of the value of this method in demonstrating atrophy of the cerebrum. We 
are very, glad indeed to see a chapter on conditioned reflexes included. 

We have found the book most refreshing and can thoroughly recommend it. 

© G. W. T. H. FLEMING. 


Aids to Neurology. By E. A. BLAKE PRITCHARD, M.A., M.D., M.R.C.P. 
London : Baillière, Tindall & Cox, 1934. Pp. 376. Price 5s. 


Dr. Pritchard has produced what must surely be one of the best of the 
numerous volumes of the “ Aids” Series. In his preface he says that “ com- 
pleteness of detail has been made subordinate to the presentation of significant 
facts in reasonable perspective ". This principle, often neglected in similar 
books, is here àdmirably carried out, and the orderly grouping of the various 
conditions described, together with the constant application of phvsiological 
facts, are most pleasing. 

A special section is devoted to the integrative function of the cerebral 
cortex, and throughout the conception of generalized as opposed to localized 
cortical function is impressed on the reader. Hence the discussion of apraxia 
and aphasia proceeds unhampered by forced ideas of localization, and is entirely 
on modern lines. 

There is also a chapter on the functions and disorders of the autonomic 
nervous system, and such conditions as vaso-vagal and paroxysmal vaso-motor 
attacks, intestinal disturbances, etc., are given a place. The author's views 
on the etiology of these conditions are very guarded, and he makes no mention 
of the influence of mental factors in these cases. 

One or two minor points may be criticized. Alzheimer’s disease is stated 
to result from rapidly progressive disease of the cerebral arteries—a view not 
in accordance with that of the majority of authorities on the subject. The 
allied condition, Pick's disease, is not mentioned, though another syndrome of 
the same name (otherwise known as the Niemann-Pick disease) is given a place. 

We are glad to see that no attempt has been made to include the psvcho- 
neuroses, and that these have, presumably, been allotted to the companion 
volume on psychiatry. 

The book is said to be intended for the use of “ students in the early years 
of their medical training ". We are sure that it may be read with profit by 
many who have long passed that stage. A. WALK. 


Studies in Blood Formation. By T. D. Power, M.D., M.R.C.P. London: 
J. & A. Churchill, Ltd., 1934. Pp. 124. Price 8s. 6d. 
Whenever psychiatrists venture to write books on other subjects than 


mental disorders they must expect criticism, and there is no doubt that this 
small book will receive it. 


The book is based on the writer's experience of the treatment of mental 
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disorders, together with a certain amount of experimental work. In his first 
chapter he is careful to describe in detail the methods he has used, and it may 
be said at once that the value of his opinions is much enhanced by the obvious 
reliability of his technique. It is, however, hardly correct to include the 
so-called '' band-forms '' of polymorphonuclears amongst the metamyelocytes 
The nucleus of the metamyelocyte is reniform, the '' band-form " a narrow 
strip of undivided chromatin. 

The chapter dealing with the reticulo-endothelium is particularly good. 

In discussing the reasons for the shift to the left in therapeutic malaria, 
the author thinks that the presence of a high percentage of immature poly- 
morphs indicates an extreme exhaustion of the bone marrow. It would be 
interesting to know whether there is a shift to the left in agranulocytic angina, 
in which condition there is extreme neutropenia due to the exhaustion of the 
bone marrow. 

This book makes extremely interesting reading as a small series of essays 
—one might almost call them “ points of view "—on blood formation, and 
should serve as an example as to what can be done in a mental hospital by 
keen and patient workers. G. W. T. H. FLEMING. 


Chronic Nasal Sinusitis. By P. WaTson-WILLIAMS, M.D., Second edition. 
Bristol: John Wright & Sons, Ltd., 1933. Pp. xx + 262. Price 15s. 


The first edition of this book appeared in 1930 and was reviewed in our 
issue for January, 1931; in the preface it stated that the work was largely 
undertaken to present the author's exploral-suction technique. In addition 
to the two sections dealing with (1) pathology, symptoms and systemic effect, 
and (2) diagnostic methods and treatment, the author has added a third section 
in which he discusses some problems in chronic sepsis. It is surely a bold 
statement to say when referring to suicides that “ a great many are due to 
curable disease with consequent toxemia’’. We only wish the problem of 
sulcide was so simple. 

We cannot quite see how agranulocytosis comes to be included in a book 
on chronic nasal sinusitis. The condition is acute, and the present consensus 
of opinion is that it is due to an idiosyncrasy to the benzamine group of drugs. 

The book gives a brief and very readable account of sinusitis, and should 
appeal to all mental hospital medical officers. G. W. T. H. FLEMING. 


Excitability : A Cardiac Study. By W. BurripbcE, D.M., M.A. London: 
Humphrey Milford, Oxford University Press, 1932. Pp. ix 4- 208. 
Price 16s. 


A New Physiological Psychology. By W. BurRIDGE, D.M., M.A. London: 
Edward Arnold & Co., 1933. Pp. vi + 158. Price 7s. 6d. 


Alcohol and Anesthesia. By W. BurRIDGE, D.M., M.A. London: Williams 
& Norgate, Ltd. Pp. 65. Price 2s. 6d. 


Our readers will recognize in these three books the familar H + L = T 
which we have all come to associate with the name of Prof. Burridge, Professor 
of Physiology in Lucknow University. After reading these books the reader 
will be equally familiar with the rectangle AOBD. 
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It is doubtful if graphic and diagrammatic representation of psychological 
facts and theories conveys the same ideas to the mind of the reader as exist in 
the mind of the writer. As is well known, the author more or less reduces all 
mental processes to terms of colloidal chemistry. He arrives at that view 
by a consideration of excitability. The fundamental idea running through 
these three books is that the theories of the muscle-nerve preparation hitherto 
accepted are quite inaccurate, most misleading and thoroughly to be condemned. 
In its place we have to recognize that excitability is different from responsive- 
ness, and that tissues are in a state of rhythmic activity. The author does not 
tell us exactly what this rhythmic activity is. All these tissues are stated to 
possess two sources of potential energy which he calls the kinesiphores A and B. 
Kinesiphore A is the author's name for adsorption of colloidal particles, and 
kinesiphore B for colloidal aggregation change. 

The evidence for the existence of two kinesiphores is based on six groups of 
experiments : 

I. Those which demonstrate that many drugs, and salts may 
simultaneously exert independent actions of depression and augmenta- 
tion. Two mechanisms are obviously required for the simultaneous 
exertion of two different actions. - 

2. Those in which the cardiac machine has been run evenly while 
exposed to the actions of various drugs. Attention to two processes is 
necessary for this. 

3. Those in which the cardiac machine is run evenly by using 
different perfusing solutions. Again attention to two factors is 
necessary. 

4. The finding of two specific types of cardiac augmentation. 

5. Ihe phenomena of electrotonus. 

6. The evidence that living tissues are colloidal systems. 

On this hypothesis that central neurons and sensory end-organs are 
rhythmical structures possessing two kinesiphores, the author bases his “ new 
system of physiological psychology "'. . 

To reduce mental phenomena to questions of H + L = T is asking a great 
deal of the faith of one'sreaders. In this equation, activity due to kinesiphore 
A is denoted by the letter H, and activity due to kinesiphore B by the letter 
L. Their sum represents the normal maximum energy effort of mind and is 
represented by the letter T. In other words mental phenomena are reduced 
to the sum of adsorption of colloidal particles 4- colloidal aggregation 
changes ! 

There are many statements in these books which we find difficulty in 
accepting, e.g.: “ The difference between the neurotic and the normal is really 
one of degree, and the eventual decision really depends on the patient's inability: 
to treat as facts events which the physician and ordinary mortals can so treat.’ 

“ A mental hospital should be regarded as a place holding patients whose 
disabilities are primarily of bodily origin, with the mental troubles as secondary 
phenomena." 

'" Psychological treatment would appear, therefore, not to get down to 
causes, but rather to attempt to treat symptoms as they arise.” 

We take the strongest possible exception to the statement that " The people 
who have got down to causes, so it is suggested, form what may be here termed 
the Birmingham School, because something circulating in the blood is required 


to make all groupings of neurons dance with altered strengths to altere 
tunes ”’ 
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There are no doubt many people outside Birmingham who think they have 
got down to causes and whose opinions are quite worth while. 

We wonder if all good men remain good even when drunk ; possibly there 
are no good men, and if some men can remain gentlemen even when drunk, 
then perhaps we are all snobs or possibly the definition of a gentleman is not 
always the same, and we do not agree that drug-addiction ''is a perfectly 
natural process ”. G. W. T. H. FLEMING. 


Heredity and Environment : Studies in the Genesis of Psychological 
Characteristics. By  Grapys C. SCHWESINGER. Edited by 
FREDERICK OSBORN. New York: The Macmillan Co., 1933. 8vo. 
Pp. vii + 484. Price 17s. 

It may be taken as axiomatic that any work issued from the American 
Museum of Natural History will be well documented, and will present an 
account of the subject-matter at issue complete up to the latest date before 
publication. If proof is required of such a self-evident truth this book supplies 
the necessary material. It is encyclopedic in character, and gives a critical 
account of hundreds of researches of a psychological and sociological character, 
with references to, it may be said, innumerable others. The bibliography covers 
America thoroughly and is good on the chief continental researches, and has 
many references to Enghsh work. If the English work is somewhat less well 
represented, this is of less importance to the English reader, who is likely to 
be better acquainted with the products of his own country than of elsewhere. 

The thesis of the volume is part of an attempt to appraise the present 
status of knowledge in the field of eugenic research. The questions proposed 
for answer are: (1) In respect of any given population and any given diffe- 
rences in environmental factors, what is the central tendency and what are 
the individual extremes of range for each characteristic studied? (2) To 
what extent are variations within this range related to differences in environ- 
ment ? The authors point out that ‘‘development, physical or mental, is 
essentially an interaction between heredity and environment ’’, and whereas 
most previous studies have stressed the hereditary basis, this work concentrates 
in particular on the environment. The authors realize that there is vast 
material available on the physical side and reserve this topic for a later volume, 
confining themselves at present to the mental side under the two main headings 
of intelligence and personality. Their opening chapters deal with the measure- 
ment of these traits. Under ‘‘ Intelligence " they consider the nature of 
intelligence, its growth and maturation, the nature and use of tests, verbal 
or non-verbal, and the use and application of tests of special abilities, the con- 
stancy of the intelligence quotient, the distribution of test intelligence among 
the population and its significance in the light of subsequent achievement. 
They stress the point that mental ability of all levels is to be found in a normal 
population ; that there are no distinct gaps between people, that although 
mental defectives have quantitatively less of the general psvchological trait 
called intelligence, they are not an isolated group distinct from normals, 
with different laws of mental operation. After a discussion of recent researches, 
of which over 200 are quoted in the bibliography, they conclude that though 
tests remain better measures of what people can do than of what they will do, 
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that personality may make or mar a career and that a fine intelligence may 
mean little if blocked emotionally, the scores on mental tests must still be 
offered as the best single evidence obtainable on the intelligence of human 
beings. 

Personality is considered under the heads of ‘‘ Definition ", ‘‘ Analysis "", 
“ Methods of Study " and ‘‘ Tests". For details the reader is referred to the 
original papers, but the description given is adequate to show the nature of 
each procedure. Tests can be dated back at least to the days of Galen. 

The authors conclude that personality tests fall short in validity and 
reliabilitv of current tests of intelligence, but that thev are improving and are 
of diagnostic use in segregating individual differences in the clinic or school- 
room. For the larger aspects of population problems and social eugenics 
their value is, as yet, questionable. 

.Very numerous studies of the relation between environment and intelli- 
gence are quoted, especial attention being given to data concerning twins 
reared apart, socially selected groups, orphanage and foster-children. In 
general the most valid researches have conformed to three main procedures : 
(1) With heredity kept constant, individual differences have been studied with 
variation in environment. (2) Environment being kept constant, individuals 
have been considered from the standpoint of varying heredity. (3) Groups of 
known intelligence have been subjected to changes in environment and the 
influence of such change on intelligence noted. On the whole, it seemed that 
to have marked effect, the differences in the cultural background must be 
extreme, must be introduced at an early age and be maintained over a long 
time in the developmental period. 

In connection with personality and environment the studies extend bevond 
social psychology to the work of the modern psychiatry and child-guidance 
clinics, the effects of disease being separately discussed. It is concluded that 
until experimental research extends its activities enough to set up its own 
“laws ’’, the student of personality is limited to the deductions to be made 
from case-material and subjective report. 

On the whole the questions the answers to which the authors set out to 
seek are as yet unsolved problems, but they opine that the extreme conclusions 
of " environmentalists " on the one hand and of ''hereditarians " on the 
other find no justification in facts, that the evidence for important differences 
among individuals in hereditary capacity for intelligence is entirely conclusive, 
and that there is important evidence that the highest intelligence of the upper 
socio-economic groups as compared with groups lower in the scale is to an 
important extent due to differences in hereditary capacity. Children born of 
socially superior stock reared since birth with those born of socially inferior 
stock continue to manifest their genetic superiority in spite of uniform rearing 
—" to him that hath shall be given ". Heredity sets definite limits to intel- 
lectual capacity and also differentiates underlying temperaments. 

The problem of heredity and environment is not a general problem, but is 
specific to each individual, to each of his characteristics and to each environ- 
ment. 

No one can afford to overlook this comprehensive résumé, which should be 
on the shelves of every psychologist and psychiatrist, eugenist and social 
worker. F. C. SHRUBSALL. 
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Heredity and the Social Problem Group. Vol. I. By E. J. LIDBETTER. 
London : Edward Arnold & Co. Pp. 160. With 26 diagrams of 
pedigrees. Price 21s. 


The problem of inheritance of physical and mental defects and aberrations 
and the part played by environmental conditions in emphasizing or reducing 
hereditary tendencies is of great importance. Recent inquiries, such as the 
investigation of selected areas by Dr. E. O. Lewis for the Wood Committee of 
the Board of Education, have shown that a concentration of ill-health, mental 
defect, insanity, crime and amorality occurs apparently in nests in undue 
proportion in those populations which fall in the lowest 10% of the cultural 
or socio-economic scale. No doubt both environmental and hereditary 
influences are at work, but it seemed probable that an important factor might 
be a high degree of associative mating in this lower 10% which has been 
described as the social problem group. This can only satisfactorily be investi- 
gated by studies of the general characters and qualities of stocks within the 
problem group, and where the data can be obtained, the setting out of full 
pedigrees. Much valuable pedigree work has been done in the past, but usually 
with attention concentrated on some single character or defect. 

The present volume commences the presentation of a more general research, 
based on the records of a London area with, in 1923, a population of about 
120,000 persons, of whom 2,986 were in receipt of Poor-Law relief other than as 
able-bodied unemploved. The author has had exceptional opportunities for 
such a research, having served London Poor-Law authorities since 1898, and 
having spent twenty-eight years in the area whence the data are drawn. 

In making pedigrees he has been assisted by skilled workers, and funds 
have been contributed by the Medical Research Council, the London School 
of Economics, the Royal Society, the Eugenics Education Society, the Cloth- 
workers’ Company and private subscribers. The aim of the inquiry was, 
firstly, to take a census of the persons chargeable in the selected Poor Law area, 
to ascertain the measure of family chargeability, the periods of chargeability 
and those of independent support, the age of onset and incidence of repetition 
in the current cases, records of fertility and survival, and to compare individual 
with family chargeability. The results, where possible, have been reduced 
to pedigree form, and official and other records searched for ancestral and 
collateral data. A further research not included in this volume deals with a 
control population selected at random. Among the problems on which light 
is thrown are: The connection between public assistance and mental disability 
in its various forms, the relations between insanity and mental deficiency, 
the incidence of repetition in insanity and the question of ante-dating of onset 
in cases of insanity in successive generations. This, the first volume, deals 
mainly with facts as shown in 26 extensive pedigrees, dating from the early 
years of the last century. The early information is subject to the usual un- 
certainty, but since 1880 the data are comprehensive and well established. 
Particulars show the size of the families, duration of life, the number maintained 
from public funds, on education in poor-law schools, the mentally deficient, 
insane, alcoholic, blind, epileptic, tuberculous or criminal, with some data on 
other affections. It must be realized that a pedigree which can be placed on 
a single page may contain data of some hundred or more individuals and 
represent many months of inquiry. 

Until further details are available in subsequent volumes and the data 
have been summarized in the critical essay which is to complete the work, it is 
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premature to dogmatize as to the resulting conclusions, but it is already 
evident that there is, in the group, an unexpected amount of assortative 
mating, like with like, and that the evidence is against mental inheritance 
being along the lines of Mendelian inheritance as a.simple unit character. It is 
clearly shown how mental defect, insanity, and earlier defects, etc., may skip 
a generation or two in the direct line and yet be revealed in the collaterals. 
There can be no doubt that this is the most important collection of data in 
recent years, and this and forthcoming volumes constitute a mine in which 
geneticists and social economists may work with advantage for a considerable 
period. It is to be hoped the work will not end with the publication of these 
volumes, for with the greater knowledge arising from school inspection, National 
Health Insurance data and the like, in another generation there should be 
available material for the answers to many urgent questions. This type of 
research is worthy of the utmost support. F. C. SHRUBSALL. 


A Point Scale of Performance Tests. Vol. II. By GRACE ARTHUR, Ph.D. 
New York: The Commonwealth Fund. London: Humphrey Milford, 
Oxford University Press, 1934. Pp. xii + 106. Price 6s. 6d. 


In a previous volume (reviewed in our issue for Januarv, 1931) the author, 
who is the chief psychologist at the Child Guidance Clinic, St. Paul, Minnesota, 
set out two groups of performance tests with a scale of marking that had been 
found satisfactory. In the present volume she explains in detail the method 
whereby the point scale was arranged and standardized. It must be noted 
that the aim of the scale was help in determining the mental level of children 
attending guidance clinics for treatment, so that it is concerned with the 
average child from a home in which some co-operation would be probable, 
and that in its essentials it was not devised either for the diagnosis of the 
mentally defective or the further investigation of the supernormal child. 

The children on which it is based came from a public school of the middle 
class, which would correspond to an elementary school in a good-class district 
in England. The school chosen was one mainly attended by native-born 
Americans to avoid the difficulties which would arise if there were many 
different races represented. A study of the occupations of the parents shows 
that the intention had been fulfilled, and that the largest proportions of the 
fathers were trained office workers or skilled workmen. 

Two groups of tests are standardized, the tests themselves being described 
in the first volume. Each test was marked according to the usual procedure 
and then the results classified according to age-groups at yearly intervals, 
the age taken being that at the last birthday, except when the birthday was 
within three days of the examination, when the year was put forward. For 
each group the raw arithmetical average, the standard deviation and the 
probable error were calculated. The points assigned to each test were 
obtained from the formula: the difference between the average score of the 
higher group and that of the lower group divided by the average of the 
probable errors of the two, 1.e., 


Au, — Au, 
(PEF PE ) = points. 
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The results are plotted on a curve and the points for any given age then 
found by extrapolation. The sum total of points from all tests is then ascer- 
tained for each child. The Binet age for each group is separately ascertained, 
and a table given showing the age score on years and months corresponding to 
each unit of the total score on performance tests, from which the performance . 
can be expressed as a mental age and the usual intelligence quotient calculated, 
if desired. There have been alternative methods of marking, each of which is 
discussed in detail by the author, who gives in full her reasons for her final 
choice. The value of this volume is that while the point scale may not be 
quite accurate if transferred to an English population, it is easy for anyone 
with the test data in his possession to reproduce Dr. Arthur's methods, and so 
provide a local scale. Actually the scale seems to fit the limited number of 
cases that have been tried in this country by this method very well. The full 
tables of data attached give a clear picture of the degree of scatter to be 
expected: 

Dr. Arthur has applied her scale to groups of Jewish and Italian children 
as well as to the “ Americans ” who provided the basic data, and finds that 
provided there was no language handicap the Jewish children gave better 
results on Binet tests age for age, while the Italians gave better results with 
performance tests than with Binet tests. This is quite in accord with experience 
in England. F. C. SHRUBSALL. 


Investigations into the Causes of Mental Deficiency. By H. O. 
WILDENSKOV, M.D. (Translated by HANs ANDERSON, M.D.) London: 
Humphrey Milford, Oxford University Press. Pp. 113. 


Dr. Wildenskov's monograph is a report of his investigations into the 
families of 100 defective children, 50 of low or asylum grade, and 50 of high or 
school grade, who were inmates of the Kekker Institute, Denmark. The 
reason for the division into the two groups was the difference known to exist 
in the etiology of the higher and lower grades of deficiency. 

After a review of the literature Dr. Wildenskov discusses the criterion 
which is to be accepted as proof of mental deficiency. 

He rejects the “ Anglo-Saxon ”’ definition which involves the social criterion 
in favour of that used by some German authors which is based upon the intelli- 
gence quotient alone, and which he considers a more scientific method. Exactly 
why the bare figure of the intelligence quotient should be a more “ scientific ” 
criterion of mental deficiency than the ability of the individual to fend for 
himself in society the author does not explain, and apart from a few of the 
German school, he will find few psychiatrists to agree with him. The value of 
mental testing is enormous and is indisputably proven, but it is a delicate 
clinical method whose results require skilled interpretation in the light of the 
other available data, and to use it in any other way is scarcely “ scientific "'. 
To use it as Dr. Wildenskov has done is to make the dual assumption that 
mental deficiency is in all cases a matter of the individual's place on the curve 
of intelligence of the population, and that the intelligence quotient alone is a 
sufficient index of that place. 

Dr. Wildenskov admits the value of the sociological criterion for all social 
and “ practical questions ", though he prefers the intelligence quotient as a 
“ scientific standard ". Here arises the whole vexed question of the definition 
of the term “ mental deficiency ’’, which is too large a matter to be dealt with 
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in the space of a review. We may remark, however, that those who believe 
that, at any rate as far as the English Mental Deficiency Acts are concerned, 
“the law is an ass’’, may thank their stars that she is not a mathematician. 
If it be admitted—as how can it be otherwise ?—that mental deficiency is a 
sociological category, then those of us to whose lot it falls to make scientific 
investigations into the subject must accept the situation. It is the business 
of science to deal with facts, not artefacts, however amenable the latter may 
be to mathematical treatment. 

Dr. Wildenskov sets the amazingly high standard of I.Q. go as the lower 
limit of normal intelligence. The tests employed are not mentioned, nor is 
the age which is taken as the adult norm. If the latter was set at 14 years, 
then the lower limit of normality falls at 12°5 years, whilst if it was set at 
16 years (a figure used by many workers), then the lower limit rises to 14°4 years. 
At the former figure some 10% and at the latter some 30°% of the population 
of England is mentally defective 

Had Dr. Wildenskov been willing to use the term '' below average intelli- 
gence ” instead of '' oligophrenic " there would be less reason to quarrel with 
his findings, which in the main point along the same lines as those of other 
investigators. Thus he finds that the parents of his higher grade cases tend 
to be of lower socio-economic status than those of the lower grades, whilst the 
occurrence of ''oligophrenia " anglice “low intelligence " follows the same 
rule. Both these facts have been elicited by several investigators, notably 
by Dr. E. O. Lewis in his report to the Mental Deficiency Committee in 1929. 
Dr. Wildenskov's figures differ very widely from Lewis's, as is to be expected 
in view of the different standards set ; indeed Dr. Wildenskov can fairly claim 
the highest percentage of hereditary taint found by any observer, namely 98°% 
of the higher grade cases and 74% of the lower. Most workers, however, will 
prefer the more reserved opinions of the modern English school of thought. 

It is a pity that so laborious a piece of work should be marred by the 
artificial rigidity of its standards, and it is perhaps an even greater pity that 
the considerable value it might have had despite this rigidity is largely lost 
by the lack, firstly of an accurate description of the test methods used and of 
the results obtained, and secondly of the results of a control investigation into 
the families of 100 normal children of similar social class. C. J. C. EARL. 


Mental Deficiency Nursing Simplified. By O. P. NAPIER PEARN, 
M.R.C.S., L. R.C.P., D.P.M. London: Bailhére, Tindall & Cox; 1934. 
Pp. 275. Price 5s. 4d. 

This little book is a companion volume to the author's Mental Nursing 
Simplified, which was reviewed in this journal in January, 1932. The sections 
of the book dealing with anatomy and physiology and with the nursing of 
bodily diseases is practically the same as in the earlier work ; and for that 
section the previous review may stand, although in one or two places the author 
has made minor alterations to meet criticisms expressed there. The sections 
dealing with psychology and with mental deficiency will alone be dealt with 
here. 

The general manner of presentation is the same as in Dr. Pearn's first 
book ; it is brief and condensed, and contains many such aids to learning as 
mnemonics and tabulated lists ; and as the work is intended to supplement 
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the Association’s Manual, this method is justifiable, and may be found very 
helpful by examination candidates. It is a pity, however, that Dr. Pearn has 
kept so closely to the original Manual instead of attempting to remedy some 
of the flaws which crept into that volume. In the section on psychology, for 
instance, no clear definition is given of the terms “ instinct’’, “ habit ’’, or 
“ reflex action ", though these definitions are set as questions in the papers 
for the certificate of the Association. Moreover, for the instruction of novices 
in such a subject as the training of mental defectives, which is, or ought to be, 
based on psychological principles, the treatment accorded to psychologv by 
Dr. Pearn is wholly inadequate. 

The clinical descriptions of the physical syndromes in mental deficiency is 
well and briefly done, and presented in a form suitable for nurses who are 
revising work before an examination. 

All the principal physical signs are described, and some elementary infor- 
mation as to the pathology of the conditions is added. 

In the psychological section it is otherwise. The section on mental testing 
contains nothing of real value except an example of the calculation of an 
intelligence quotient. The rationale of testing, which would be of value to 
nurses, is omitted. The tabulated presentation of the Binet scale is quite 
useless to anyone who is familiar with the scale, and merely confusing to those 
who are not—the latter class including every likely reader of the book. Even 
as an enumeration of the tests this section is inadequate ; no mention is made 
of form-board tests, for example, whilst Demoor's test is dragged from the 
limbo of happily forgotten things and paraded before us. 

Somewhat similar objections apply to the section on the training of the 
defective. The general principles of training are neglected in favour of such 
details as the correct composition of an orchestra of ro performers. The 
technique of training of low-grade children is inadequate and out of date ; 
no method other than the Montessori is mentioned, and recreational training 
is wholly neglected. 

These and similar faults notwithstanding, the book has some practical 
value, and should prove fairly adequate for the purpose for which it is intended, 
namely, for the assistance of candidates for the Association's examinations 
for mental deficiency nurses. It is not the fault of Dr. Pearn that a book 
should be adequate for this purpose, which devotes but 15 out of its 270 pages 
to the nursing and training of mental defectives. C. J. C. EARL. 


Mental Hygiene in the Community. By Crana Bassett. New York: 
The Macmillan Company, 1934. Pp. viii + 394. Price 15s. 


Whatever may be our views on certain details in the mental hygiene pro- 
gramme, the urgency and magnitude of the problems with which it would deal 
will be admitted by all. The popular interest in psychological matters is in 
need of guidance. Miss Bassett's book describes what has been done, and 
indicates what still remains to be done. We have no desire to depreciate the 
value of the former, but it is clear that the field of work has scarcely been 
scratched over. This is no matter for wonderment when we consider that the 
programme of mental hygiene enters into every department of human life 
and human endeavour. 

The book deals with certain of these departments in detail. The author 
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begins with medicine. In spite of much recent improvement, the training of the 
student, in psychological and psychiatric subjects, is still almost ludicrously 
inadequate. The already overloaded curriculum is a great hindrance to 
progress, but a still greater obstacle is the influence of the materialistic outlook 
which is dominant amongst many of the older members of our profession. 
One important side-line of mental hygiene 1s concerned with the selection of 
prospective medical students, with the intention of eliminating those who are 
unfitted for the profession and those who are unlikely to fulfil the requirements 
of the curriculum. It is of interest to learn that nearly 20°, of the medical 
schools in the United States and Canada reported that they had no students 
repeating courses in which they had failed. The personality problems 
presented by college students are adequately discussed in another section 
of the book. We should like to know how medical students compared in 
this respect with students in other faculties. The importance of mental 
hygiene to the nursing profession 1s almost as great as to our profession, 
and Miss Bassett duly considers this branch of her subject. 

Social service agencies have done much excellent work. But the value of 
this work might be much greater if due attention were given to the mental side 
of the problems. Much endeavour is crippled by the adoption of an entirely 
wrong attitude on the part of the social worker. 

Perhaps in no other field would the value of mental hygiene be more marked 
than in that of our dealings with offenders. In words which are vigorous, but 
not too strong, the author describes the waste (human as well as financial) 
which is occasioned by our antiquated penal methods. But nothing will be 
done until we can escape from the bondage of the idea that we are dealing 
with a single anti-social act, and not with the entire personality and environ- 
ment of the offender. Here, more even than in other departments of social 
life, success depends upon attitude. We must approach the offender, not as a 
disciplinarian, but as a friend. The figures given for the percentage of definite 
mental deficiency amongst prisoners are much higher than those which would 
be given by British workers. The disparity may be due to differing racial 
conditions or to the adoption of a higher standard of comparison. 

The problems involved in the training of teachers and in the relations of 
mental hvgiene with industry are described. It is pointed out that there is an 
important psychological aspect in recreation, especially in its organized form. 
The author pleads for an increased intermingling of the sexes in adolescent 
recreation ; she thinks that many social agencies are too strictly uni-sexual. 
The ditferences between urban and rural communities are not forgotten. In 
her remarks upon religion, many readers may think that Miss Bassett is inclined 
to regard the church too exclusively as a philanthropic organization. 

In all the professions hitherto mentioned, some training, even if it be of an 
inadequate character, is provided. But there is one profession, that of marriage 
and parenthood, for which no training 1s supposed to be necessary. Yet this 
lack of knowledge is responsible for a gigantic mass of human misery. The 
obstacles to improvement in this respect are enormous. But Miss Bassett 
believes that something could be accomplished by increased co-ordination 
between already existing agencies. 

Finally, we come to the consideration of existing prophylactic and curative 
institutions. As regards mental defectives, it is urged that it is the high-grade 
case which presents the urgent social problem. The special needs of the low- 
grade case are readily recognized by the public. Moderate measures of sten- 
lization receive support. The curative aims of the modern mental hospital 
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are duly recognized. The author pleads for the establishment of small 
'' psychopathic hospitals ” for the treatment of early acute cases, for a great 
extension of psychiatric clinics, and, above all, for increased co-ordination of 
the present and future services. A fertile field for the prevention of mental 
disorders lies in the supervision of the children of mental hospital patients. 
We have nothing but praise for this admirable survey. The problems with 
which it deals are large and complex, but due comprehension of the facts will 
be the first step in progress. No one who even pretends to an interest in social 
questions can fail to benefit from a perusal of Miss Bassett’s volume. 
M. HAMBLIN SMITH. 


The Cosmic Awakening. By CHRISTOPHER PLEYDELL-BOUVERIE. London: 
Williams & Norgate, Ltd., 1934. Pp. 184. Price 7s. 6d. 


This very interesting book is concerned with two aspects of thought, aspects 
which are usually regarded as entirely separate, but which the author thinks 
can be and, indeed, must be united, if we are to escape from the general chaos 
towards which we appear to be heading. The first of these aspects is definitely 
philosophical. The theorv of relativity is applied to evolutionary psychology. 
Energy of every kind is a manifestation of life, not the reverse. We are 
disposed to regard life as an “ after-thought of nature surrounded by a world 
of energy and mass’’. The problem is much simplified by regarding life as 
the ultimate reality, of which material forms and energy processes are varying 
conditions. Evolution is a process of self-discovery. Inner self and outer 
reality are two aspects, particular and collective, of the one reality. It will 
be seen that the author's view closely resembles that of Spinoza. The author 
applies the evolutionarv theorv to the question of child development, and this 
leads, later, to some suggestive reflections upon educational systems. Life 
evolves by stages, leaving behind those forms which no longer serve as a 
means to a higher end. Scientific laws, religious dogmas, political theories 
and philosophies are particular and incomplete conditions of radio-cosmic 
law. Individuality, considered from the evolutionarv point of view, is the 
measure of unity. 

The author then proceeds to a consideration of the social and economic ills 
of the present time. The parlous state in which the world finds itself requires 
no demonstration. The author maintains that our present discontents, accen- 
tuated but not occasioned by the recent war, are due to our reliance upon 
economic theories which have outgrown their validity. He enters into 
economic and political topics, and deals vigorously with them. His views are 
controversial to an extreme degree, and they could be fully comprehended only 
by those who possess a considerable amount of acquaintance with economic 
theory and practice. But there is much that is attractive in his suggestions. 
The claim of capital on the profits of industry should be fixed and limited. The 
issue of prospectuses should onlv be permitted under public safeguards. 
Eugenics is touched upon, and it is urged that poverty will continue to exist 
so long as we harbour in our midst intelligence and phvsique of doubtful value. 

But in spite of his emphasis on existing evils the author is no pessimist. 
It is for our countrv to take the lead in a world renewal, and to stand as a link 
between the past and the future. Our power of organization and our sense of 
responsibility can, if we will, become “‘ the most magnificent example of human 
achievement ”’. 
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It is doubtful if graphic and diagrammatic representation of psychological 
facts and theories conveys the same ideas to the mind of the reader as exist in 
the mind of the writer. As is well known, the author more or less reduces all 
mental processes to terms of colloidal chemistry. He arrives at that view 
by a consideration of excitability. The fundamental idea running through 
these three books is that the theories of the muscle-nerve preparation hitherto 
accepted are quite inaccurate, most misleading and thoroughly to be condemned. 
In its place we have to recognize that excitability is different from responsive- 
ness, and that tissues are in a state of rhythmic activitv. The author does not 
tell us exactly what this rhythmic activity is. All these tissues are stated to 
possess two sources of potential energy which he calls the kinesiphores A and B. 
Kinesiphore A is the author's name for adsorption of colloidal particles, and 
kinesiphore B for colloidal aggregation change. 

The evidence for the existence of two kinesiphores is based on six groups of 
experiments : 

I. Those which demonstrate that many drugs, and salts mav 
simultaneously exert independent actions of depression and augmenta- 
tion. Two mechanisms are obviously jen gue for the simultaneous 
exertion of two different actions. 

2. Those in which the cardiac machine has heen run evenly while 
exposed to the actions of various drugs. Attention to two processes 1s 
necessary for this. 

3. Those in which the cardiac machine is run evenly by using 
different perfusing solutions. Again attention to two factors is 
necessary. 

4. The finding of two specitic types of cardiac augmentation. 

5. The phenomena of electrotonus. 

6. The evidence that living tissues are colloidal svstems. 

On this hypothesis that central neurons and sensory end-organs are 
rhythmical structures possessing two kinesiphores, the author bases his “ new 
system of physiological psychology ”’. . 

To reduce mental phenomena to questions of H + L = T is asking a great 
deal of the faith of one's readers. In this equation, activity due to kinesiphore 
A is denoted by the letter H, and activity due to kinesiphore B by the letter 
L. Their sum represents the normal maximum energv effort of mind and is 
represented by the letter T. In other words mental phenomena are reduced 
to the sum of adsorption of colloidal particles + colloidal aggregation 
changes ! 

There are many statements in these books which we find difficulty in 


accepting, e.g.: ' The difference between the neurotic and the normal is really 


one of degree, and the eventual decision really depends on the patient's inability 
to treat as facts events which the physician and ordinary mortals can so treat.’ 

“ A mental hospital should be regarded as a place holding patients whose 
disabilities are primarily of bodily origin, with the mental troubles as secondary 
phenomena." 

'" Psychological treatment would appear, therefore, not to get down to 
causes, but rather to attempt to treat symptoms as they arise."' 

We take the strongest possible exception to the statement that “ The people 
who have got down to causes, so it 1s suggested, form what may be here termed 
the Birmingham School, because something circulating in the blood is required 
to make all groupings of neurons dance with altered strengths to altered 
tunes ” 
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There are no doubt many people outside Birmingham who think they have 
got down to causes and whose opinions are quite worth while. 

We wonder if all good men remain good even when drunk ; possibly there 
are no good men, and if some men can remain gentlemen even when drunk, 
then perhaps we are all snobs or possibly the definition of a gentleman is not 
always the same, and we do not agree that drug-addiction ‘‘is a perfectly 
natural process ”’. G. W. T. H. FLEMING. 


Heredity and Environment: Studies in the Genesis of Psychological 
Characteristics. By GLapys C. SCHWESINGER. Edited by 
FREDERICK OSBORN. New York: The Macmillan Co., 1933. 8vo. 
Pp. vin + 484. Price 17s. 

It may be taken as axiomatic that any work issued from the American 
Museum of Natural History will be well documented, and will present an 
account of the subject-matter at issue complete up to the latest date before 
publication. If proof is required of such a self-evident truth this book supplies 
the necessary material. It is encyclopedic in character, and gives a critical 
account of hundreds of researches of a psychological and sociological character, 
with references to,it may be said, innumerable others. The bibliography covers 
America thoroughly and is good on the chief continental researches, and has 
many references to English work. If the English work is somewhat less well 
represented, this is of less importance to the English reader, who is likely to 
be better acquainted with the products of his own country than of elsewhere. 

The thesis of the volume is part of an attempt to appraise the present 
status of knowledge in the field of eugenic research. The questions proposed 
for answer are: (1) In respect of any given population and any given diffe- 
rences in environmental factors, what is the central tendency and what are 
the individual extremes of range for each characteristic studied? (2) To 
what extent are variations within this range related to differences in environ- 
ment? The authors point out that “development, physical or mental, is 
essentially an interaction between heredity and environment "', and whereas 
most previous studies have stressed the hereditary basis, this work concentrates 
in particular on the environment. The authors realize that there is vast 
material available on the physical side and reserve this topic for a later volume, 
conhning themselves at present to the mental side under the two main headings 
of intelligence and personality. Their opening chapters deal with the measure- 
ment of these traits. Under ‘‘ Intelligence " they consider the nature of 
intelligence, its growth and maturation, the nature and use of tests, verbal 
or non-verbal, and the use and application of tests of special abilities, the con- 
stancy of the intelligence quotient, the distribution of test intelligence among 
the population and its significance in the light of subsequent achievement. 
They stress the point that mental ability of all levels is to be found in a normal 
population ; that there are no distinct gaps between people, that although 
mental defectives have quantitatively less of the general psvchological trait 
called intelligence, they are not an isolated group distinct from normals, 
with different laws of mental operation. After a discussion of recent researches, 
of which over 200 are quoted in the bibliography, they conclude that though 
tests remain better measures of what people can do than of what they will do, 
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that personality may make or mar a career and that a fine intelligence may 
mean little if blocked emotionally, the scores on mental tests must still be 
offered as the best single evidence obtainable on the intelligence of human 
beings. 

Personality is considered under the heads of ‘‘ Definition ’’, “ Analysis ”’, 
‘“ Methods of Study " and *' Tests". For details the reader is referred to the 
original papers, but the description given 1s adequate to show the nature of 
each procedure. Tests can be dated back at least to the days of Galen. 

The authors conclude that personality tests fall short in validity and 
reliability of current tests of intelligence, but that they are improving and are 
of diagnostic use in segregating individual differences in the clinic or school- 
room. For the larger aspects of population problems and social eugenics 
their value is, as yet, questionable. 

.Very numerous studies of the relation between environment and intelli- 
gence are quoted, especial attention being given to data concerning twins 
reared apart, socially selected groups, orphanage and foster-children. In 
general the most valid researches have conformed to three main procedures : 
(1) With heredity kept constant, individual differences have been studied with 
variation in environment. (2) Environment being kept constant, individuals 
have been considered from the standpoint of varying heredity. (3) Groups of 
known intelligence have been subjected to changes in environment and the 
influence of such change on intelligence noted. On the whole, it seemed that 
to have marked effect, the differences in the cultural background must be 
extreme, must be introduced at an early age and be maintained over a long 
time in the developmental period. 

In connection with personality and environment the studies extend beyond 
social psychology to the work of the modern psychiatry and child-guidance 
clinics, the effects of disease being separately discussed. It is concluded that 
until experimental research extends its activities enough to set up its own 
“laws ”’, the student of personality is limited to the deductions to be made 
from case-material and subjective report. 

On the whole the questions the answers to which the authors set out to 
seek are as yet unsolved problems, but they opine that the extreme conclusions 
of “ environmentalists " on the one hand and of ''hereditarians " on the 
other find no justification in facts, that the evidence for important differences 
among individuals in hereditary capacity for intelligence is entirely conclusive, 
and that there is important evidence that the highest intelligence of the upper 
Socio-economic groups as compared with groups lower in the scale is to an 
important extent due to differences in hereditary capacity. Children born of 
socially superior stock reared since birth with those born of socially inferior 
stock continue to manifest their genetic superiority in spite of uniform rearing 
—' to him that hath shall be given ". Heredity sets definite limits to intel- 
lectual capacity and also differentiates underlying temperaments. 

The problem of heredity and environment is not a general problem, but is 
specific to each individual, to each of his characteristics and to each environ- 
ment. 

No one can afford to overlook this comprehensive résumé, which should be 
on the shelves of every psychologist and psychiatrist, eugenist and social 
worker. F. C. SHRUBSALL. 
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Heredity and the Social Problem Group. Vol. I. By E. J. LIDBETTER. 
London : Edward Arnold & Co. Pp. 160. With 26 diagrams of 
pedigrees. Price 21s. 


The problem of inheritance of physical and mental defects and aberrations 
and the part played by environmental conditions in emphasizing or reducing 
hereditary tendencies is of great importance. Recent inquiries, such as the 
investigation of selected areas by Dr. E. O. Lewis for the Wood Committee of 
the Board of Education, have shown that a concentration of ill-health, mental 
defect, insanity, crime and amorality occurs apparently in nests in undue 
proportion in those populations which fall in the lowest 1094 of the cultural 
or socio-economic scale. No doubt both environmental and hereditary 
influences are at work, but it seemed probable that an important factor might 
be a high degree of associative mating in this lower 10% which has been 
described as the social problem group. This can only satisfactorily be investi- 
gated by studies of the general characters and qualities of stocks within the 
problem group, and where the data can be obtained, the setting out of full 
pedigrees. Much valuable pedigree work has been done in the past, but usually 
with attention concentrated on some single character or defect. 

The present volume commences the presentation of a more general research, 
based on the records of a London area with, in 1923, a population of about 
120,000 persons, of whom 2,986 were in receipt of Poor-Law relief other than as 
able-bodied unemployed. The author has had exceptional opportunities for 
such a research, having served London Poor-Law authorities since 1898, and 
having spent twenty-eight years in the area whence the data are drawn. 

In making pedigrees he has been assisted by skilled workers, and funds 
have been contributed by the Medical Research Council, the London School 
of Economics, the Royal Society, the Eugenics Education Society, the Cloth- 
workers’ Company and private subscribers. The aim of the inquiry was, 
firstly, to take a census of the persons chargeable in the selected Poor Law area, 
to ascertain the measure of family chargeability, the periods of chargeability 
and those of independent support, the age of onset and incidence of repetition 
in the current cases, records of fertility and survival, and to compare individual 
with family chargeability. The results, where possible, have been reduced 
to pedigree form, and official and other records searched for ancestral and 
collateral data. A further research not included in this volume deals with a 
control population selected at random. Among the problems on which light 
is thrown are: The connection between public assistance and mental disability 
in its various forms, the relations between insanity and mental deficiency, 
the incidence of repetition in insanity and the question of ante-dating of onset 
in cases of insanity in successive generations. This, the first volume, deals 
mainly with facts as shown in 26 extensive pedigrees, dating from the early 
years of the last century. The early information is subject to the usual un- 
certainty, but since 1880 the data are comprehensive and well established. 
Particulars show the size of the families, duration of life, the number maintained 
from public funds, on education in poor-law schools, the mentally deficient, 
insane, alcoholic, blind, epileptic, tuberculous or criminal, with some data on 
other affections. It must be realized that a pedigree which can be placed on 
a single page may contain data of some hundred or more individuals and 
represent many months of inquiry. 

Until further details are available in subsequent volumes and the data 
have been summarized in the critical essay which is to complete the work, it is 
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premature to dogmatize as to the resulting conclusions, but it is already 
evident that there is, in the group, an unexpected amount of assortative 
mating, like with like, and that the evidence is against mental inheritance 
being along the lines of Mendelian inheritance as a.simple unit character. It is 
clearly shown how mental defect, insanity, and earlier defects, etc., may skip 
a generation or two in the direct line and yet be revealed in the collaterals. ' 
There can be no doubt that this is the most important collection of data in 
recent years, and this and forthcoming volumes constitute a mine in which 
geneticists and social economists may work with advantage for a considerable 
period. It is to be hoped the work will not end with the publication of these 
volumes, for with the greater knowledge arising from school inspection, National 
Health Insurance data and the like, in another generation there should be 
available material for the answers to many urgent questions. This type of 
research is worthy of the utmost support. F. C. SHRUBSALL. 


A Point Scale of Performance Tests. Vol. II. By GRACE ARTHUR, Ph.D. 
New York: The Commonwealth Fund. London: Humphrey Milford, 
Oxford University Press, 1934. Pp. xii 4- 106. Price 6s. 6d. 


In a previous volume (reviewed in our issue for January, 1931) the author, 
who is the chief psychologist at the Child Guidance Clinic, St. Paul, Minnesota, 
set out two groups of performance tests with a scale of marking that had been 
found satisfactory. In the present volume she explains in detail the method 
whereby the point scale was arranged and standardized. It must be noted 
that the aim of the scale was help in determining the mental level of children 
attending guidance clinics for treatment, so that it is concerned with the 
average child from a home in which some co-operation would be probable, 
and that in its essentials it was not devised either for the diagnosis of the 
mentally defective or the further investigation of the supernormal child. 

The children on which it is based came from a public school of the middle 
class, which would correspond to an elementary school in a good-class district 
in England. The school chosen was one mainly attended by native-born 
Americans to avoid the difficulties which would arise if there were many 
different races represented. A study of the occupations of the parents shows 
that the intention had been fulfilled, and that the largest proportions of the 
fathers were trained office workers or skilled workmen. 

Two groups of tests are standardized, the tests themselves being described 
in the first volume. Each test was marked according to the usual procedure 
and then the results classified according to age-groups at yearly intervals, 
the age taken being that at the last birthday, except when the birthday was 
within three days of the examination, when the year was put forward. For 
each group the raw arithmetical average, the standard deviation and the 
probable error were calculated. The points assigned to each test were 
obtained from the formula: the difference between the average score of the 
higher group and that of the lower group divided by the average of the 
probable errors of the two, Le., 


Au, — Au, 
( PE, + PE, ) = points. 
2 
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The results are plotted on a curve and the points for any given age then 
found by extrapolation. The sum total of points from all tests is then ascer- 
tained for each child. The Binet age for each group is separately ascertained, 
and a table given showing the age score on years and months corresponding to 
each unit of the total score on performance tests, from which the performance 
can be expressed as a mental age and the usual intelligence quotient calculated, 
if desired. There have been alternative methods of marking, each of which is 
discussed in detail by the author, who gives in full her reasons for her final 
choice. The value of this volume is that while the point scale may not be 
quite accurate if transferred to an English population, it is easy for anyone 
with the test data in his possession to reproduce Dr. Arthur’s methods, and so 
provide a local scale. Actually the scale seems to fit the limited number of 
cases that have been tried in this country by this method very well. The full 
tables of data attached give a clear picture of the degree of scatter to be 
expected: 

Dr. Arthur has applied her scale to groups of Jewish and Italian children 
as well as to the “ Americans’’ who provided the basic data, and finds that 
provided there was no language handicap the Jewish children gave better 
results on Binet tests age for age, while the Italians gave better results with 
performance tests than with Binet tests. This is quite in accord with experience 
in England. F. C. SHRUBSALL. 


Investigations into the Causes of Mental Deficiency. By H. O. 
WILDENSKOV, M.D. (Translated by Hans ANDERSON, M.D.) London: 
Humphrey Milford, Oxford University Press. Pp. 113. 


Dr. Wildenskov's monograph is a report of his investigations into the 
families of 100 defective children, 50 of low or asylum grade, and 50 of high or 
school grade, who were inmates of the Kekker Institute, Denmark. The 
reason for the division into the two groups was the difference known to exist 
in the etiology of the higher and lower grades of deficiency. 

After a review of the literature Dr. Wildenskov discusses the criterion 
which is to be accepted as proof of mental deficiency. 

He rejects the “ Anglo-Saxon '' definition which involves the social criterion 
in favour of that used by some German authors which is based upon the intelli- 
gence quotient alone, and which he considers a more scientific method. Exactly 
why the bare figure of the intelligence quotient should be a more “ scientific "' 
criterion of mental deficiency than the ability of the individual to fend for 
himself in society the author does not explain, and apart from a few of the 
German school, he will find few psychiatrists to agree with him. The value of 
mental testing is enormous and is indisputably proven, but it is a delicate 
clinical method whose results require skilled interpretation in the light of the 
other available data, and to use it in any other way is scarcely “ scientific ”’. 
To use it as Dr. Wildenskov has done is to make the dual assumption that 
mental deficiency is in all cases a matter of the individual's place on the curve 
of intelligence of the population, and that the intelligence quotient alone is a 
sufficient index of that place. 

Dr. Wildenskov admits the value of the sociological criterion for all social 
and '' practical questions ", though he prefers the intelligence quotient as a 
“ scientific standard ". Here arises the whole vexed question of the definition 
of the term “ mental deficiency ’’, which is too large a matter to be dealt with 
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in the space of a review. We may remark, however, that those who believe 
that, at any rate as far as the English Mental Deficiency Acts are concerned, 
“the law is an ass’’, may thank their stars that she is not a mathematician. 
If it be admitted—as how can it be otherwise ?—that mental deficiency is a 
sociological category, then those of us to whose lot it falls to make scientific 
investigations into the subject must accept the situation. It is the business 
of science to deal with facts, not artefacts, however amenable the latter may 
be to mathematical treatment. 

Dr. Wildenskov sets the amazingly high standard of I.Q. go as the lower 
limit of normal intelligence. The tests employed are not mentioned, nor is 
the age which is taken as the adult norm. If the latter was set at 14 years, 
then the lower limit of normality falls at 12:5 years, whilst if it was set at 
16 years (a figure used by many workers), then the lower limit rises to 144 years. 
At the former figure some 10% and at the latter some 3095 of the population 
of England is mentally defective 

Had Dr. Wildenskov been willing to use the term “ below average intelli- 
gence ” instead of '' oligophrenic " there would be less reason to quarrel with 
his findings, which in the main point along the same lines as those of other 
investigators. Thus he finds that the parents of his higher grade cases tend 
to be of lower socio-economic status than those of the lower grades, whilst the 
occurrence of “ oligophrenia’’ anglice “low intelligence ” follows the same 
rule. Both these facts have been elicited by several investigators, notably 
by Dr. E. O. Lewis in his report to the Mental Deficiency Committee in 1929. 
Dr. Wildenskov's figures differ very widely from Lewis's, as is to be expected 
in view of the different standards set ; indeed Dr. Wildenskov can fairly claim 
the highest percentage of hereditary taint found by any observer, namely 98°% 
of the higher grade cases and 74% of the lower. Most workers, however, will 
prefer the more reserved opinions of the modern English school of thought. 

It is a pity that so laborious a piece of work should be marred by the 
artificial rigidity of its standards, and it is perhaps an even greater pity that 
the considerable value it might have had despite this rigidity is largely lost 
by the lack, firstly of an accurate description of the test methods used and of 
the results obtained, and secondly of the results of a control investigation into 
the families of 100 normal children of similar social class. C. J. C. EARL. 


Mental Deficiency Nursing Simplified. By O. P. NAPIER PEARN, 
M.R.C.S., L.R.C.P., D.P.M. London: Bailliére, Tindall & Cox; 1934. 
Pp. 275. Price 5s. 4d. 

This little book is a companion volume to the author’s Mental Nursing 
Simplified, which was reviewed in this journal in January, 1932. The sections 
of the book dealing with anatomy and physiology and with the nursing of 
bodily diseases is practically the same as in the earlier work ; and for that 
section the previous review may stand, although in one or two places the author 
has made minor alterations to meet criticisms expressed there. The sections 
dealing with psychology and with mental deficiency will alone be dealt with 
here. 

The general manner of presentation is the same as in Dr. Pearn's first 
book ; it is brief and condensed, and contains many such aids to learning as 
mnemonics and tabulated lists; and as the work is intended to supplement 
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the Association’s Manual, this method is justifiable, and may be found very 
helpful by examination candidates. It is a pitv, however, that Dr. Pearn has 
kept so closely to the original Manual instead of attempting to remedy some 
ot the flaws which crept into that volume. In the section on psychology, for 
instance, no clear definition is given of the terms “ instinct ’’, “ habit ’’, or 
“reflex action ", though these definitions are set as questions in the papers 
for the certificate of the Association. Moreover, for the instruction of novices 
in such a subject as the training of mental defectives, which is, or ought to be, 
based on psychological principles, the treatment accorded to psychology by 
Dr. Pearn is wholly inadequate. 

The clinical descriptions of the physical syndromes in mental deficiency is 
well and briefly done, and presented in a form suitable for nurses who are 
revising work before an examination. 

All the principal physical signs are described, and some elementary infor- 
mation as to the pathology of the conditions is added. 

In the psychological section it is otherwise. The section on mental testing 
contains nothing of real value except an example of the calculation of an 
intelligence quotient. The rationale of testing, which would be of value to 
nurses, is omitted. The tabulated presentation of the Binet scale is quite 
useless to anyone who is familiar with the scale, and merely confusing to those 
who are not—the latter class including every likely reader of the book. Even 
as an enumeration of the tests this section is inadequate ; no mention is made 
of form-board tests, for example, whilst Demoor's test is dragged from the 
limbo of happily forgotten things and paraded before us. 

Somewhat similar objections apply to the section on the training of the 
defective. The general principles of training are neglected in favour of such 
details as the correct composition of an orchestra of 10 performers. The 
technique of training of low-grade children is inadequate and out of date ; 
no method other than the Montessori is mentioned, and recreational training 
is wholly neglected. 

These and similar faults notwithstanding, the book has some practical 
value, and should prove fairly adequate for the purpose for which it is intended, 
namelv, for the assistance of candidates for the Association's examinations 
for mental deficiency nurses. It is not the fault of Dr. Pearn that a book 
should be adequate for this purpose, which devotes but 15 out of its 270 pages 
to the nursing and training of mental defectives. C. J. C. EARL. 


Mental Hygiene in the Community. By Cranga Bassett. New York: 
The Macmillan Company, 1934. Pp. viii + 394. Price I5s. 


Whatever may be our views on certain details in the mental hygiene pro- 
gramme, the urgency and magnitude of the problems with which it would deal 
will be admitted by all. The popular interest in psychological matters is in 
need of guidance. Miss Bassett's book describes what has been done, and 
indicates what still remains to be done. We have no desire to depreciate the 
value of the former, but it is clear that the field of work has scarcely been 
scratched over. This is no matter for wonderment when we consider that the 
programme of mental hygiene enters into every department of human life 
and human endeavour. 

The book deals with certain of these departments in detail. The author 
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begins with medicine. In spite of much recent improvement, the training of the 
student, in psychological and psychiatric subjects, is still almost ludicrously 
inadequate. The already overloaded curriculum is a great hindrance to 
progress, but a still greater obstacle is the influence of the materialistic outlook 
which is dominant amongst many of the older members of our profession. 
One important side-line of mental hygiene is concerned with the selection of 
prospective medical students, with the intention of eliminating those who are 
unfitted for the profession and those who are unlikely to fulfil the requirements 
of the curriculum. It is of interest to learn that nearly 2094 of the medical 
schools in the United States and Canada reported that they had no students 
repeating courses in which they had failed. The personality problems 
presented by college students are adequately discussed in another section 
of the book. We should like to know how medical students compared in 
this respect with students in other faculties. The importance of mental 
hygiene to the nursing profession is almost as great as to our profession, 
and Miss Bassett duly considers this branch of her subject. 

Social service agencies have done much excellent work. But the value of 
this work might be much greater if due attention were given to the mental side 
of the problems. Much endeavour is crippled by the adoption of an entirelv 
wrong attitude on the part of the social worker. 

Perhaps in no other field would the value of mental hygiene be more » marked 
than in that of our dealings with offenders. In words which are vigorous, but 
not too strong, the author describes the waste (human as well as financial) 
which is occasioned by our antiquated penal methods. But nothing will be 
done until we can escape from the bondage of the idea that we are dealing 
with a single anti-social act, and not with the entire personality and environ- 
ment of the offender. Here, more even than in other departments of social 
life, success depends upon attitude. We must approach the offender, not asa 
disciplinarian, but as a friend. The figures given for the percentage of definite 
mental deficiency amongst prisoners are much higher than those which would 
be given by British workers. The disparity may be due to differing racial 
conditions or to the adoption of a higher standard of comparison. 

The problems involved in the training of teachers and in the relations of 
mental hygiene with industry are described. It is pointed out that there is an 
important psychological aspect in recreation, especially in its organized form. 
The author pleads for an increased intermingling of the sexes in adolescent 
recreation ; she thinks that many social agencies are too strictly uni-sexual. 
The differences between urban and rural communities are not forgotten. In 
her remarks upon religion, many readers may think that Miss Bassett is inclined 
to regard the church too exclusively as a philanthropic organization. 

In all the professions hitherto mentioned, some training, even if it be of an 
inadequate character, is provided. But there is one profession, that of marriage 
and parenthood, for which no training is supposed to be necessary. Yet this 
lack of knowledge is responsible for a gigantic mass of human misery. The 
obstacles to improvement in this respect are enormous. But Miss Bassett 
believes that something could be accomplished by increased co-ordination 
between already existing agencies. 

Finally, we come to the consideration of existing prophylactic and curative 
institutions. As regards mental defectives, it is urged that it is the high-grade 
case which presents the urgent social problem. The special needs of the low- 
grade case are readily recognized by the public. Moderate measures of steri- 
lization receive support. The curative aims of the modern mental hospital 
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are duly recognized. The author pleads for the establishment of small 
“ psychopathic hospitals '' for the treatment of early acute cases, for a great 
extension of psychiatric clinics, and, above all, for increased co-ordination of 
the present and future services. A fertile field for the prevention of mental 
disorders lies in the supervision of the children of mental hospital patients. 
We have nothing but praise for this admirable survey. The problems with 
which it deals are large and complex, but due comprehension of the facts will 
be the first step in progress. No one who even pretends to an interest in social 
questions can fail to benetit from a perusal of Miss Bassett’s volume. 
M. HAMBLIN SMITH. 


The Cosmic Awakening. By CHRISTOPHER PLEYDELL-BOUVERIE. London: 
Williams & Norgate, Ltd., 1934. Pp. 184. Price 7s. 6d. 


This very interesting book is concerned with two aspects of thought, aspects 
which are usually regarded as entirely separate, but which the author thinks 
can be and, indeed, must be united, if we are to escape from the general chaos 
towards which we appear to be heading. The first of these aspects is definitely 
philosophical. The theory of relativity is applied to evolutionary psychology. 
Energy of every kind is a manifestation of life, not the reverse. We are 
disposed to regard life as an “ after-thought of nature surrounded by a world 
of energy and mass’’. The problem is much simplified by regarding life as 
the ultimate realitv, of which material forms and energy processes are varying 
conditions. Evolution is a process of self-discovery. Inner self and outer 
reality are two aspects, particular and collective, of the one reality. It will 
be seen that the author's view closely resembles that of Spinoza. The author 
applies the evolutionarv theory to the question of child development, and this 
leads, later, to some suggestive reflections upon educational systems. Life 
evolves by stages, leaving behind those forms which no longer serve as a 
means to a higher end. Scientific laws, religious dogmas, political theories 
and philosophies are particular and incomplete conditions of radio-cosmic 
law. Individuality, considered from the evolutionary point of view, is the 
measure of unity. 

The author then proceeds to a consideration of the social and economic ills 
of the present time. The parlous state in which the world finds itself requires 
no demonstration. The author maintains that our present discontents, accen- 
tuated but not occasioned by the recent war, are due to our reliance upon 
economic theories which have outgrown their validity. He enters into 
economic and political topics, and deals vigorously with them. His views are 
controversial to an extreme degree, and they could be fully comprehended only 
by those who possess a considerable amount of acquaintance with economic 
theory and practice. But there is much that is attractive in his suggestions. 
The claim of capital on the profits of industry should be fixed and limited. The 
issue of prospectuses should only be permitted under public safeguards. 
Eugenics is touched upon, and it is urged that poverty will continue to exist 
so long as we harbour in our midst intelligence and phvsique of doubtful value. 

But in spite of his emphasis on existing evils the author is no pessimist. 
It 1s for our country to take the lead in a world renewal, and to stand as a link 
between the past and the future. Our power of organization and our sense of 
responsibility can, if we will, become '' the most magnificent example of human 
achievement ”. | 
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As we have said, many will disagree with the author, both as regards his 
analysis of the facts and his suggestions for improvement. That does not 
matter. The important thing is that there should be an alliance between the 
philosophic thinker and the political and economic expert. The philosopher 
must no longer ignore practical problems; the expert must cease to be contemp- 
tuous of the contribution which the philosopher can make to the solution of 
these problems. M. HAMBLIN SMITH. 


Nouveau Traité de Psychologie. By Georcres Dumas. Third volume: 
“The Sensory-Motor Associations". In collaboration with ANDRE 
OMBREDANE. Paris: Felix Alcan, 1933. Pp. 462. Price 100 frs. 


This is the third volume of the New Treatise of Psychology edited by Prof. 
Georges Dumas, to be completed in nine volumes. It deals with sensory-motor 
associations and is written with the collaboration of Prof. André Ombredane, 
who contributes the first and the fourth books, the former on Equilibrium and 
Orientation and the latter on Language. The second book on the Expression 
of the Emotions and the third on Mimicry are by Prof. Dumas. 

Book I by Prof. Ombredane treats of Equilibrium and Orientation. It 
is divided into four parts: (1) Equilibrium and Static-kinetic Regulation, (2) 
Experimental Data of Static-kinetic Regulation, (3) Static-kinetic Regulation 
in Man, (4) Near Orientation. Muscular tonic contraction, tonus and postural 
reflex, regulation of tonus, static and kinetic reactions of labyrinthine, cervical, 
proprioceptive, exteroceptive and telereceptive origin and their centres are all 
adequately discussed. The bibliography to this book is quite full, containing 
well over a hundred references, but these do not go any further than 1931, and 
nearly two-thirds are French. The proportion of French to German and to 
English, including American, is approximately in the ratio of 4:2:1. A 
more liberal consideration of English work would have made this section more 
complete. 

Book II on “The Expression of the Emotions ” is by Prof. Dumas. It 
consists of over 250 pages with 142 illustrations, some of which have appeared 
already in the preceding volume. The first part of this section, which is 
historical, discusses and criticizes the various theories, mechanistic, evolu- 
tionary and fixational, and is much concerned with the vindication of 
Descartes' contribution, which apparently has been much neglected, if not 
entirely overlooked. The second part is concerned with the various methods 
of research, as for instance the observation of children, mental patients, 
aborigines and animals ; the study of histrionic mimicry ; electric stimulation 
of facia] muscles and of nerve-trunks, and with pathological lesions. Prof. 
Dumas distinguishes fundamental and special expressions. The former 
(expresstons préalables) comprise those of astonishment, attention and surprise 
which are dealt with in the second chapter, whilst the special expressions, the 
expressions of joy, sorrow, fear and anger, are the subject-matter of the third 
chapter. The author points out that experimenters are not unanimous as to 
the centre or centres of anger and of fear. The localization of laughing and 
weeping in the basal ganglia is fairly certain, but this centre is not identical 
with that of joy and sorrow, as is often thought. The problem of the natural 
expression of the emotions is much larger than that of thalamic localization. 
Dumas, however, draws the following conclusions: (1) Strictly mechanical 
explanation of the expression of the emotions can go much farther than is 
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generally thought, and in the case of the simple emotions of passive sorrow and 
active joy such explanation is quite sufficient. (2) Psycho-reflex, or instinctive 
reactions, which mix with the reaction of excitement or depression, must be 
given a large part, but a very much less important one than was thought of 
by Darwin, who attributed most to useful and inherited habit. Dumas dismisses 
the James-Lange theory rather summarily, as is so often done nowadays, 
because it is misunderstood or misinterpreted. The somatic reactions produce 
centripetal excitations which give rise to the psychic experience of the emotion. 
This, in fact, Dumas himself admits without connecting it with the James- 
Lange theory. He says: “If there are emotions which have not their own 
centres (this is quite possible) it may be that they find in the feeling-tones 
(le sentiment cérébral) of Pleasure and Unpleasure, which are situate in the optic 
thalamus, as also in the general reaction of the excitation of striated and smooth 
muscle all that is necessary to organize themselves in a less systematic but 
equally central manner as anger and fear." Referring to the researches of 
Pagano, Bard and Cannon, Dumas discusses in the concluding pages of this 
chapter the question whether the emotion is a normal phenomenon, and whether 
it be advantageous or harmful to the organism. He examines the views of 
Ribot and of Wallon, which are antagonistic, and finds truth in both. Active 
emotions of weak intensity are tonic and stimulating for the function of mind 
and body. ‘ But be this as it may, the human organism pays dearly by the 
consequences of its strong emotions for the advantages it may derive often 
from its weaker emotions." The fourth and last chapter of this book deals 
with “common emotional reactions ", which include sweating, goose-flesh, 
trembling, laughter, weeping, sobbing and tears. 

Prof. Dumas is also the writer of the Book III on Mimicry. Mimicry, he 
savs, is an imitation. This imitation imitates the spontaneous expressions, and 
there can be distinguished as many kinds as there are emotional expressions 
susceptible of being imitated. There follows a good historical survey, and a 
well-documented presentation and discussion of the various kinds of mimicry, 
of the principles of physiognomy and the physiological conditions of mimicry. 
A second chapter of this book deals with vocal mimicry. 

The fourth and last book of this interesting volume is on “ Language ”’, by 
Prof. André Ombredane. In the first chapter are discussed gesture language 
and oral language, the acquisition of language by the child, and adult language. 
Under the heading ‘‘ Graphic Semeiology '" Ombredane gives a short account 
of the origins from the ideogram and the development of written language. 
The second chapter deals with the physiological conditions of language according 
to the various doctrines, which are treated necessarily in a succinct yet clear 
and impartial manner. Beginning with Gall, Bouilland, Broca, Parrot and 
Moreau (de Tours), he discusses subsequently the theories and schemes of 
Pierre Marie, Fleury, Bastian, Ogle, Baginski, Wernicke, Kussmaul, Lichtheim, 
Broadbent, Charcot, Grasset, Steinthal and Déjerine. The doctrines of Hugh- 
lings Jackson, Pick, von Monakow, Henry Head and van Woerkom are then 
outlined and criticized. As to the author's views, he follows his late teacher, 
Charles Foix, and suspends his judgment. He thinks that patient observation 
shows that language ought to be considered at the same time on a horizontal 
plane of sensory-motor elements, and on a vertical plane of degrees of differen- 
tiation of the effected operations of expression. In the third chapter we are 
given some remarks and observations on the pathological aspects of language, 
with excerpts from case-histories and experiments, all with the intention and 
for the purpose of illustrating and supporting the criticisms and views put 
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forward in the preceding chapter. The author informs us that for a number 
of years he has been and is still in collaboration with Prof. Alajouanine, of the 
Bicétre Hospital, in the investigation of aphasia. Why the author should 
persist in speaking of an '' intoxication du mot ” instead of perseveration, after 
having referred to the latter term, is difficult to understand. He also appears 
to be rather dogmatic when he says (pp. 385, 386), " It is indispensable to 
renounce this ancient theory of images and of their centres. These elements 
have been turned into groups of immutable clichés, the conception of which, 
besides being entirely theoretical, does nothing whatever to explain the mecha- 
nism of thought. Theimages do not exist. The term ought to disappear from 
our language ''. 

To this may be answered, first, that verbal images are a psychological fact: 
they are as real as sense-perceptions, as every trained psychologist knows. 
Secondly, no one will deny nowadays that for every psychic experience, which 
ipso facto is subjective, there is objectively a corresponding neural correlate. 
Thirdly, as to cerebral centres, we have pointed out already many years ago 
(A. Wohlgemuth, “ On the Feelings and their Neural Correlates, with an 
Examination of the Nature of Pain’’, British Journal of Psychology, 1917, 
vol. viii, p. 463) : " By a centre we do not necessarily mean a group of neurons 
situated in some particular spot or area of the brain, any more than that 
psychologists, who are a group of persons engaged in the elucidation of pheno- 
mena psychical, need, of necessity, all reside at the Psychological Department 
of University College. Some may live in different parts of London ; others 
have their home in Oxford, Cambridge, Berlin, Leipzig, etc. ; still they form 
a group bound together by community of interest, the individuals of which 
are in touch with each other and influence one another by their technical 
literature or by correspondence, etc."' 

Apraxia, anarthria, verbal expressions of aphasics, verbal epicrisis and the 
aphasias, the comprehension of aphasics, aphasia and the intellectual deficit 
are lengthy sub-sections of this very interesting chapter. 

To the fourth and last chapter the author has consigned a variety of points 
which, still concerned with language, it has not been found convenient to deal 
with elsewhere. Thus, for instance, cerebral left-sidedness, language and con- 
ditioned reflexes, centres of elocution, the region of Wernicke, etc. 

The get-up of the volume, paper and printing is, like the previous one, 
quite satisfactory, but the proof-reading has, in part, been done rather care- 
lessly. Here again the absence of subject and author indices greatly diminishes 
the value of the volume as a work of reference. A. WOHLGEMUTH. 


Ma 


The Principles of Logic. By C. A. Mace. London: Longmans, Green X 
Co., 1933. Pp. xii + 388. Price 12s. 6d. 


The author states that his book is intended not only for those students 
who have to take up logic as a compulsory one-year course, but also for those 
who intend to pursue their studies further. For the latter it is doubtless an 
admirable text-book giving a fairly complete survey of this difficult subject, 
but for the former the book goes beyond the requirements of the curriculum. 
and gives too much matter in too compact and condensed a form for the 
freshman. 

‘“ The special Science of Logic is a relatively complete precise and systematic 
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account of the principles of Inference.” “‘ It is therefore of interest to formu- 
late the principle of inference by which scientific knowledge is obtained. Such 
a formulation would constitute a logic of scientific method.’’ And there is 
only one law: “ Always think in accordance with facts.” 

In the earlier chapters the approaches to logic are discussed: Thought 
and Inference, Propositions and their traditional scheme ; Opposition, Imme- 
diate Inference, the Syllogism and the general theory of Deduction. Here is 
pointed out that the generalized system of logic into which the traditional 
principles are absorbed is commonly described as '' symbolic ”’ or “‘ mathematical 
logic ’’, and the various modern logical symbols which so often alarm the tyro 
by their strangeness are explained and made familiar by their use. 

Later chapters deal with Scientific Inquiry, Scientific Thought and Scientific 
Method. Association, Relation of Contingency, Correlation are discussed 
and the Mean, the Median, the Mode, Measures of Dispersion (viz., Average 
Deviation, Standard and Quartile Deviation) and the Co-efficient of Corre- 
lation are adequately explained, though a diagram here would have been of 
help to the student. The pages dealing with Probability, the theory of Scientific 
Proof and Scientific Discovery are clear and interesting. The types of Induc- 
tion, Direct and Indirect Generalization, Universalization and Functional 
Dependence are next studied. The discussion on, and moderate criticism of, 
Mill’s Canons is clear and sensible. There is a whole chapter on Analogy, and 
the last chapter is devoted to '' Logic and the Structure of the Universe ", 
where the problem of Induction (logical conditions), Ontological Conditions 
(Determinism and Simplicitv) and the Epistemological Problem come in for a 
brief discussion. 

A very interesting and useful feature of the book are the bibliographical 
notesat theend of each chapter. These notes are not only somewhat historical, 
but also are an excellent guide to the principal literature of the subjects 
discussed. A. WOHLGEMUTH. 


How the Mind Works. By CYRIL Burt, M.A., D.Sc., ERNEST JoNES, M.D., 
EMANUEL MILLER, M.D., and WirriiAM MoopiE, M.D. London: 
George Allen & Unwin, Ltd., 1933. Pp. 336. Price 7s. 6d. 


This book is based upon a series of broadcast talks given by the authors. 
The substance of these talks has been revised and enlarged for publication. 
But the intimate character of a talk at the microphone remains. Consequently 
the book does not profess to be a scientific treatise, but is addressed to ordinary 
readers, just as the original talks were addressed to ordinary listeners. 

Dr. Burt, who has edited the volume, begins with a short description of 
the working of the conscious mind and a discussion of mental tests. Dr. 
Ernest Jones follows with a brief consideration of the unconscious and its 
influence, and an exposition of what is meant by psycho-analysis, a term which 
he very properly insists must be applied only to the Freudian theorv and 
method. The importance of dreams receives due consideration, and it is 
explained how even terrifying dreams may be brought under the heading of 
wish-fulfilments. 

Dr. Miller deals with problems in the development of the child, his discussion 
of the importance of childish fears being specially illuminating. Dr. Moodie’s 
topic is certain problems in the treatment of the child, and he gives particular 
notice to the subject of play. Finally, Dr. Burt takes up the working of the 
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mind in society. He deals with the psychology of the sexes, of nations, politics, 
leisure, art and religion. He urges that the old opposition between the indi- 
vidual and the nation involves a false antithesis ; neither can realize its full 
well-being without the other; neither can, indeed, exist without the other. 
He points out that the principles of collective action are invoked by Tories as 
much as by Socialists; this is a matter upon which great misunderstanding 
exists. 

The four authors have admirably succeeded in their task of supplving a 
plain and accurate account of modern psychological teaching. Those who 
listened to the talks should have learned much, and those who peruse the 
volume quietly will learn even more. It is, of course, elementary. But many 
of our readers will find hints in this book which will assist them in dealing with 
the troubles of their patients, and possibly with their personal difficulties. 

M. HAMBLIN SMITH. 


Morality and Reality. By E. GRAHAM Howe, M.B., B.S. London: Gerald 
Howe, Ltd., 1934. Pp. 136. Price 6s. 


In a thoughtful essay on “ the law of life" Dr. Howe re-enunciates the 
truth of the old paradox that he who would save his life must lose it. He uses 
the term ‘‘reality’’ as meaning “ that which is now, which is not, as a whole, 
what I want ”. The qualifying words “as a whole” are of importance in 
his argument. Morality is not only a code or system of rights and wrongs, it 
is an attitude towards life. The evil results of an attempt to insist that our 
particular morality should be of universal applicability are stronglv insisted 
upon, as are those of the wide jumps and sudden adaptations of conduct 
which parents often expect from their children. At the same time Dr. Howe 
is not of those who would attempt to solve the problem by allowing children. 
and those grown-up children from whom our psycho-neurotics and criminals 
are recruited, to do exactly as they please. A contrast is drawn between the 
Eastern and Western views of life, with a definite preference for the former ; 
Dr. Howe declines to accept the term '' mystic ” as being one of abuse. Many 
of us might be disposed to agree. But the trouble is that ''scientific 
materialism ” is part of the reality to which we have to adapt ourselves. Still, 
we must all appreciate the advantages of the courage which Dr. Howe so 
forcibly preaches. 

The essay had the original form of a series of lectures. The kind of audience 
before which they were delivered is not made quite clear. But we feel that 
his audience would have been better satisfied had Dr. Howe given a short 
summary of practical suggestions for the solution of the problems with which 
he deals. M. HAMBLIN SMITH. 


Adjustment and Mastery. By RosBert S. WoopwonrH, Sc.D. Baltimore: 
The Williams & Wilkins Company, 1933. Pp. vi + 138. Price $1.00. 


Science, Prof. Woodworth tells us, has created a new environment for us. 
But there is a grave danger that the effect of recent inventions will destrov 
our civilization, unless we relinquish our present policy of “ drift", a policy 
which is partly due to lack of guidance, and partly to our innate unwillingness 
to be guided. Psychology teaches us that two processes are necessary: 
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mastery of our environment and adjustment to new conditions where mastery 
is impossible. The little book is intended for popular reading. Interesting 
examples of physical and psychological adaptation are provided. The main 
problems of modern psychology and their attempted solution by the various. 
psychological schools are fairly, although very briefly stated. The relative 
importance of environment and heredity is duly considered. The reader who 
digests what is here set before him will learn to be properly critical of the 
sweeping pronouncements so often made in popular periodicals, a much-needed 
warning being given of the errors involved in the confusion of association with 
causation. The only criticism which we would make is that, in his discussion 
of the treatment of the criminal, Prof. Woodworth gives too httle attention 
to the deterrent effect of punishment—an effect which is a good example of the. 
conditioned reflex so clearly described in another part of the book. 
M. HAMBLIN SMITH. 


Health and Education through Self Mastery. By ANTHONY M. Lupovicr. 
London: Watts & Co., 1933. Pp. xvi + 126. Price 3s. 6d. 


Mr. Ludovici, in common with others, believes that mankind is in a very 
bad wav. Mr. Ludovici, again in common with others, provides a diagnosis 
of, and prescribes a remedy for the troubles of mankind. The disease is due 
to the individual's '' loss of sound direction, or his acquisition of misdirection 
in the management of the mechanisms of his organism, associated with a 
perverted sensory consciousness ". The remedy appears to lie in the correction 
of faultv positions of the head, neck and vertebral column, by means of suitable 
measures devised for that purpose. We are told but little as regards the nature 
of these measures, though we understand that they are based on the system 
described in Matthias Alexander's Conscious Constructive Control of the Indi- 
vidual, We are, however, informed that we are dealing with what is probably 
“the most momentous discovery of modern times ". It may beso. But we 
have a haunting suspicion that we have heard similar sweeping statements in 
other connections. We are informed that the book developed out of an address 
given to the “ Trafalgar Kin of the English Mistery " (sic). How little the 
world knows of its greatest societies ! M. HAMBLIN SMITH. 


Hypnotism, the Friend of Man: An Aid to Health, Efficiency and 
Happiness. By J. Louis Orton. London: Thorsons, 1933. Pp. 
280. Price 5s. 


We are not favourably impressed by the sub-titles of the book, nor by the 
fact that a portrait of the author is glaringly reproduced on the paper cover. 
A study of the contents confirms our first impressions. The writer, a layman, 
shows great enthusiasm for his subject, and seemingly has collaborated with 
the late M. Coué in certain literary work. After ten years of investigation and 
experimentation, Mr. Orton tells us that he discovered “ the rock-bottom of 


hypnotism ". It is "the art and science concerned with the systematic 
training, development and utilization of attention". Hypnosis is “ an artifi- 
cially induced contemplative mood ". Here and there psvchological factors 


are loosely discussed. But we cease to treat the contents with much respect 
when we read that “ women, being more emotional and less logical than others, 


580 REVIEWS. 


are prompted to seek, amongst other fantastic aids, the help of the largely 
spurious science of psycho-analysis which Prof. Freud borrowed mainly from 
Janet. Putting his views forth to the world, he substituted the term ' psycho- 
analysis’ for Janet’s 'psychological analysis’ and ‘catharsis’ for his 
' psychological dissociation ' '' ! 

It seems that, when used in the right way, hypnosis is more or less the 
panacea for all ills. Naturally the so-called ‘‘ nervous ” disorders of all kinds 
are stressed in the main as thus benefiting (and the list given is certainly 
comprehensive), but we are assuredly sceptical of the statements that “ insane 
persons may, in many instances, be benefited "", and that it is in relation to 
"the prevention of imminent insanity that hypnotism has solid value ”. 
And we wish we were able to subscribe to the belief that moral reform can by 
this means be so easily established, and that a large proportion of criminals, 
especially young ones, can thus be reclaimed. 

Much that is rightfully established and much that is highly speculative is 
intermingled with therapeutic claims that can hardly be scientifically sub- 
stantiated. It is true that hypnosis as a form of treatment has been somewhat 
too much neglected, but we can only regard as fantastic the suggestion that 
upon its use depends so much of our health, efficiency and happiness. 

The book does not in any way merit attention from the medical psycho- 
logist, and maybe the reviewer has given it more serious criticism than was 
warranted here. C. STANFORD READ. 


Hypnotism Explained. By Aran Macey. With an Introduction by 
HILDRED CaRLILL, M.D., M.A. The Fen Series, No. 3. London: The 
Fenland Press, 1933. Pp. 131. Price, paper 2s., cloth 3s. 


Your Hidden Powers. By ALAN Macey. The Fen Series, No. 5. London: 
The Fenland Press, 1933. Pp. 117. Price, paper 2s., cloth 3s. 


The first of these two pamphlets is a brief survey of hypnotism with its 
phenomena and applications. There is nothing modern in the approach, and 
practically all authoritative references date back to the last century. Hyp- 
notism is simply '' explained ” as a result of suggestion, and all suggestion is 
regarded as auto-suggestion. No recent theories are mentioned. More than 
one highly doubtful statement is made, and we are certainly sceptical as regards 
the alleged fact that cannabis indica, hemp and chloroform are often used 
nowadavs to assist in the induction of hvpnosis, though experimentallv such 
adjuvants used to be employed. In the face of other and good literature on 
the subject, we can hardly recommend this small volume to the profession. 

The second brochure endeavours in a very popular style to teach the 
'" man in the street " how he may fully develop his latent faculties of mind 
through the training of the subconscious, through faith and right thinking. 
Auto-suggestion is the great potent force, and this is “ the deliberate praying 
to oneself, to a deeper, truer self, to the God within us". The spiritual factor 
is greatly stressed, with many Biblical quotations. It is evident that the 
writer possesses deep earnestness, which has led him to accept as valid a large 
number of highly exaggerated psychological assumptions. We can understand 
that manv who know nothing whatever of the subject mav find something 
within these pages that is helpful and stimulating. The book, however, has 
no scientific value, and could not therefore appeal to any of our readers. 

C. STANFORD READ. 
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Part III.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


The Red Nucleus: Its Relation to Postural Tonus and Righting Reactions. (Arch. 
Neur. and Psychiat., vol. xxxi, p. 768, April, 1934.) Ingram, W. R., Ransom, 
S. W., and Barris, R. W. 

Bilateral destruction of the red nuclei by lesions limited to their extent causes 
characteristic disturbances of gait in cats, and mild increases in extensor and 
Stütz tonus (the tendency of the limb to follow the hand into an extended position 
when the animal is suspended with the limbs hanging free). These lesions do not 
affect the labyrinthine or the body-righting reactions. Certain postural reactions 
are delayed and exaggerated as an effect of these lesions; among these are the 
Schunkel (the '' to and fro ” reaction), the Hinkebein (a limping or hopping), and 
the Stemmbein (a ' bracing ’’) reactions. The disorders of gait, the increases in 
Stütz tonus when the animal is supine and the disturbances of the aforementioned 
postural reactions resemble greatly the symptoms appearing after complete de- 
cerebellation as described by Rademaker ; there is, therefore, a possibility that the 
chief effects of lesions of the red nuclei may be ascribed to involvement of the 
premier cerebellar-efferent pathway. G. W. T. H. FLEMING. 


The Autonomic Nervous System. (Amer. Journ. Psychiat., vol. xiii, p. 925, March, 
1934.) Linell, E. A. 

The structure and functions of this system are reviewed. Individuals tend 
to fall into two types, the vago-tonic and the sympathetico-tonic, the latter type 
being seen to an exaggerated degree in hyperthyroidism. There is considerable 
evidence that the posterior hypothalamic nuclei contain cells controlling the 
sympathetic mechanism. The probable presence of this posterior hypothalamic 
centre, controlled, in its turn, by nerve-cells in the frontal lobe cortex, raises many 
fascinating clinical speculations. Many cases of mental derangement with cortical 
degenerative changes suggest loss of cortical control over lower emotional centres. 
There is also evidence that there are nuclei in the tuber cinereum which control the 
parasympathetic division of the autonomic nervous system. The influence of the 
hypothalamic controlling centres has, however, been rather '' overworked ” and 
it is probable that many current views will ultimately have to be modified or 
abandoned. M. HAMBLIN SMITH. 


Notes on the Behaviour of Cats Deprived of the Chief Adrenin-Secreting Mechanism. 
(Journ. of Compar. Psychol., vol. xvii, p. 149, April, 1934.) Shirley, M. 

With one adrenal completely extirpated, and the other operated on so that only 
the shell of cortex remains, cats will live at least six months. In cats so treated, 
pattern responses of fear and escape, hunting and killing and normal sex behaviour 
were exhibited. It is possible that these behaviour segments comprised only 
habit responses, conditioned through practice, and that no general upset of the 
organism that could properly be called an emotion occurred. Whether or not an 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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emotional upset occurs, it is certain that cats do exhibit pattern responses usually 
thought to be accompanied by emotion after both partial and total removal of the 
adrenals. | M. HAMBLIN SMITH. 


The Mechanism of the Nervous Discharge of Adrenaline. (Journ. Phystol., 1933, 
vol. ixxx, p. 15.) Feldberg, W., Minz, B., and Tsudzimura, H. 

The impulses in splanchnic nerves which cause output of adrenalin from the 
adrenals pass by chemical transmission, and the transmitting agent directly affect- 
ing the medullar cells has all the properties of acetylcholine. 

J. F. Lyman (Chem. Abstr.). 


The Chemical Transmitter at Synapses in a Sympathetic Ganglion. (Journ. Physiol., 
vol. lxxx, p. 12, 1933.) Feldberg, W., and Gaddum, J. H. | 
The liberation of acetyl choline is the normal mechanism by which the effects 
of preganglionic impulses pass synapses in the ganglion. 
J. F. Lyman (Chem. Abstr.). 


2. Psychology and Psychopathology. 


A Contribution to the Study of Fronto-orbital Movements of Expression [Contribution 
à l'étude de la mimique fronto-orbitaire]. (Ann. Méd. Psych., vol. xiv (1), p. t, 
Jan., 1934.) De Fursac, J. R., et d'Heucqueville, G. 

An attempt to classify expression and gesture on a scientific basis. Out of the 
mass of complex facial expressions it is possible to isolate four fundamental groups. 
Each of these has, as its key muscle, one of the fronto-orbitals. A detailed descrip- 
tion of the elaboration of these primary expressions of emotion to convey more 
complex and derived states of feeling by the associated action of other muscles of 
the face and body is the main theme of this paper. 

The first section discusses the anatomy and physiology of the fronto-orbital 
muscles. Both phylogenetically and ontogenetically they are of late develop- 
ment. Developmentally and in function they are closely related to the brain, 
whose activity they interpret. They are innervated by the upper branch of the 
facial, and it is pointed out that the nerve nucleus has important association 
paths on the one hand with the nucleus of the lacrymal gland and on the other 
with the basal ganglia (the cerebral centres of emotion). 

The second section is devoted to a study of their functions as muscles of expression. 
The frontalis expresses astonishment and interrogation (alertness from external 
stimulus) ; it also, therefore, implies ignorance. It is the key muscle to the derived 
emotions of painful surprise, fear and terror and of pleasurable surprise, admiration 
and rapture. There is a full description of the synergic action of other muscles in 
these states of feeling. The inferior orbicularis expresses satisfaction, good humour 
and joy. The smile is conveyed by the associated action of the zygomaticus major ; 
contraction of the latter alone results in the “ false smile ". In laughing there is 
general contraction of all the levators of the nose, eyes and mouth. The corrugator 
supercilii is the muscle of mental concentration (i.e. voluntary attention); the 
expression of dejection is produced by associated contraction of the depressor 
anguli oris. Finally, the pyramidalis nasi is the sign muscle for expressions of 
displeasure, anger and disgust. STANLEY M. COLEMAN. 


Auditory Acuity of the Chimpanzee. (Journ. of Compar. Psychol., vol. xvii fp. 157, 
April, 1934.) Elder, J. H. 

A procedure was developed and utilized in testing the lower intensity thresholds 

of three young subjects. Under more favourable conditions than are ordinarily 

used in testing human hearing, the absolute intensity thresholds of the chimpanzees 
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were found to be slightly lower than the average human threshold. It is pointed 
out that the values of the '' normal human threshold ” are not minimum values, 
and that human subjects with opportunities for practice equalling those of the 
chimpanzees would show thresholds similar to those of the latter. Qualitative 
comparisons of the frequency sensitivity of the chimpanzee and the averages of 
many hundreds of clinical tests with man show that the hearing of the former 
closely resembles that of younger human subjects. M. HAMBLIN SMITH. 


The Time-Error in Comparison Judgments. (Psychol. Bull., vol, xxxi, p. 229, April, 
1934.) Needham, J.G. 


A relative displacement in the direction of over- or under-estimation of the 
stimulus-object appearing in one or the other spatial or temporal position is referred 
to as the space-error or time-error. The terminology developed in Fechner's era 
remains unaltered; a positive time-error indicates an under-estimation of the 
second stimulus, while a negative time-error refers to an over-estimation of that 
stimulus. Theories on the subject fall into three groups. It is apparent that the 
task of laying the ghost of the memory image theory has not yet been accomplished. 
Secondly, there has re-appeared the concept of "set". Thirdly, reference to some 
attentional factor is sufficiently persistent to indicate the possibility of some basis 
for that proposal. A single explanatory theory should suffice for both types of 
the error. From this point of view the memory image theory is unsatisfactory. 
It is possible that the term '' time-error " may be quite misleading. It is highly 
likely that introspective evidence may become valuable in explaining the p-function 
of the time-error. The relationships of time-errors and limina have not been fully 
determined. Finally there is the recurrent suggestion that the problem has some 
bearing upon memory phenomena; recent advances cannot be said to have 
eliminated this aspect of the problem. M. HAMBLIN SMITH. 


Interferences in Reading. (Psychol. Bull., vol. xxxi, p. 244, April, 1934.) Jastak, J. 


The work on this subject is reviewed under three heads. (A) Symptoms: The 
most directly observable symptoms of reading difficulties are reading errors. A 
careful analysis of errors made by inferior readers is essential, as it may reveal 
the underlying mental twists. The inability of many children to read words as a 
whole has been stressed by nearly all workers, and many workers have noticed 
that reading and spelling difficulties are associated. Figures are confused by 
beginning non-readers just as much as letters. Lack of fluency and undue slowness 
are definite signs. There is a tendency in word-blind children to make use of their 
auditory capacities. There may be a distinct tendency to tackle words from the 
wrong end. The great facility of backward readers in mirror-writing has caused 
some observers to link it up with left-handedness. (B) -Etiological explanations : 
There is much uncertainty as to the influence of visual acuity and errors of refraction. 
Non-readers may be superior in auditory acuity. General intelligence is an impor- 
tant factor, but the role of emotional instability is unknown. Lack of training is 
the most important co-determinant. Practically all clinical studies show a preva- 
lence of boys over girls. (c) Remedial treatment: The most important factor is 
individual teaching, and this must be given by specially trained teachers. It is 
necessary to establish a healthy attitude in the child, and to avoid punishment for 
something for which the child is not responsible. M. HAMBLIN SMITH. 


Laboratory Neuroses. (Character and Personality, vol. i1, p. 127, Dec., 1933) 
Lundholm, H. 


Four laboratory neuroses, three of which occurred spontaneously during experi- 
mentation with other problems, are described and analysed. The author's theory 
is that the suggestion of an insensitivity sets up an impulse in the subject to behave 
as 1f the insensitivity obtained. In the post-hypnotic state this impulse functions 
as a subconscious compulsion. Joun D. W. PEARCE. 
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The Rorschach Ink-Blot Test: III. (Brit. Journ. Med. Psych., vol. xiii, p. 271, 
Dec., 1933.) Vernon, P. E. 


G: The diagnosis of aptitudes, intelligence and mental defect. The evidence 
is reviewed, but seems to be equivocal. The Rorschach method cannot serve as a 
test of intelligence in the psychometric sense; but it may be of value as a com- 
plement to the ordinary standardized psychometric methods in educational and 
vocational guidance. 

H: Applications to abnormal psychology: clinical validation. Rorschach 
considers that the chief use of the test is to aid the psychiatrist in his diagnosis of 
mental disease. There is, however, as yet little quantitative validation that there 
are characteristic scores for the various psychoses. 

I: Summary and conclusions. The author concludes that in spite of the 
deficiencies of the Rorschach test, he does not know any other test of personalitv 
or temperamental traits which will tell him as much about his subjects as quickly 
as does this test ; but the groundwork of standardization remains to be carried out. 

JouN D. W. PEARCE. 


The Experimental Study of Forms of Expression. (Character and Personality, vol. 
11, p. 168, Dec., 1933.) Wolff, W. 

Students hearing the records of a spoken standard sentence, recognized the 
voices of their friends, but not their own. When asked to describe the character 
of each speaker, friend or stranger, the character description derived from the 
voice agreed with that formed from living intercourse. Self-judgment, unconscious 
owing to non-identification, goes more deeply into the personality, and, tending to 
idealization, expresses the subconscious wishes of the subject. Similar results 
obtain with other forms of expression, the most significant of which are those of 
the human face. There is an increase in characterological value when only the 
front half of the profile is exhibited. With full front-view photographs constructed 
from an original and a reverse right-hand view, and an original and a reverse left- 
hand view, the subject identifies himself with the latter, while strangers fail to 
recognize that this belongs to the original person. The right-hand half of the face 
intensifies the impression caused by the original full-face photograph ; the expression 
of the left half embodies the wish images of the subject, and agrees with his un- 
conscious self-judgment. The right-hand bias of our sight renders dominant the 
impression created by the right-hand half of the face. This half produces an ettect 
of liveliness and individuality, the left half one of remoteness from life. This holds 
good in the faces of the dead, in works of art of all ages, in all nations, and also in 
animals. In dream analysis the left-hand side connotes the collective, the right- 
hand side the individual. The author suggests that the left cerebral hemisphere 
controls the individual functions, and the right cerebral hemisphere the collective 
functions and the functions of the unconscious. Joun D. W. PEARCE. 


The Determination of Personal Interests by Psychological and Graphological Methods. 
(Character and Personality, vol. 11, p. 134, Dec., 1933.) Cantril, H., Rand, 
H. A., and Allport, G. W. 


In a comparative study of the psychodiagnostic methods of graphology and 
psychology, the investigation was restricted to such parts of personality as are 
accessible to both methods. Five of Spranger’s six basic values were chosen, 
viz., the theoretical, economic, æsthetic, political, and religious, and estimates 
made by the graphologist and from the Study of Values. More cases were found 
of conspicuous agreement than of conspicuous disagreement between the two sets 
of scores; the coefficients of correlation are lowered chiefly by a scattering of 
"errors ". Agreement was greatest in asthetic interest; less in economic and 
theoretic interests ; and in political and religious interests no greater than chance. 
Difficulties of method remain to be overcome before optimum agreement between 
the two methods of psycho-diagnosis can be determined. 

Joun D. W. PEARCE. 
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The Study of Values Test and Graphology. (Character and Personality, vol. ii, p. 
144, Dec., 1933.) Meloun, J. 


A critical review of the experiment of Allport et al. (v. supra). “ Test- 
psychology " cannot at present measure exactly the disposition towards lability 
or stability of character, towards genuineness or affectation of behaviour—concepts 
of fundamental importance in medical psychology ; whereas graphology reveals 
such properties with considerable reliability. Spranger's types can be correctly 
inferred from some handwritings, but not from others. The variations in the 
coefficients of correlation for the different values are discussed ; and it is concluded 
that the optimum congruence aimed at by Allport and his colleagues is not likely 
to be reached until they obtain a reliable measurement of these dispositional 
personality traits. Jonn D. W. PEARCE. 


Facial Lupus and Personality. (Character and Personality, vol. ii, p. 117, Dec., 
I933.) Lange, J. 

An investigation into the effect of facial lupus on the personality development 
of a number of patients showed that in the majority the tendency to be shunned 
socially had become psychically insignificant. Many patients show no trace of 
being affected in their mental development by the disease, while a number display 
a quiet withdrawal or resignation. The absence of conflict is striking. In a few 
the personality is deformed, but the influence of the disease rarely becomes promi- 
nent in the personality development. Greater mental aberration is found in 
patients with lupus in covered parts of the body, due to the permanent fear of dis- 
covery. Lupus personalities, are vague, colourless and indeterminate, all the 
impulses being strikingly weak. Family histories indicate that the feeble, dim, 
resigned reaction of the lupus patient is due to his original constitution. 

JonN D. W. PEARCE. 


Personality in Primitive Society. (Character and Personality, vol. ii, p. 152, Dec., 
1933.) Barnett, J. H. 

The French school of sociologists has over-estimated the dominance in primitive 
society of the individual by the group, which it regards as the smallest functioning 
unit. American and German investigators find abundant evidence of individuality 
and personality in primitive cultures. Primitive man recognized personality and 
made rational attempts to explain it. The richer, the older, the more elaborate 
the culture of a group, the greater is the chance of the appearance and recognition 
of striking personalities. Primitive society rewarded the unusual individual much 
as contemporary culture acknowledges its individualistic members. 

Jons D. W. PEARCE. 


The Social Psychology of Everday Life. (Psychol. Bull., vol. xxxi, p. 297, May, 1934.) 
Cantril, H. 

The field of social psychology will soon cease to exist unless its subject-matter 
can consist of more important things than hypotheses concerning natural behaviour 
or of mere verbal definitions. The ordinary atfairs of social life cannot be brought 
into the laboratory without destroying their original character. Instead of select- 
ing problems from everyday life, and attempting to elucidate them by means of 
new techniques, investigators have adapted their problems to fit standardized 
laboratory methods. A series of experiments conducted with students is not a 
sutħcient foundation. Observations must be repeated in ditferent social milieus. 
The author gives a long list of social problems which await psychological investi- 
gation. M. HAMBLIN SMITH. 


Introversion-Extroversion. (Psychol. Bull., vol. xxxi, p. 331, Mav, 1934.) Guilford, 
JP. 

For the sake of brevity, the author indicates the conditions which he discusses 

by the symbols “ 1 ”,"“ E", and ' IE". Recent proposed types which correspond 
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more or less with I and E are Goldenweiser's “ intuitive mind ” and '' craft mind ”, 
Rorschach's ''introversive ” and ''extratensive " types, and Luria's ''reactive- 
stable ” and '' reactive-labile ". Spearman's theory that I is essentially a matter of 
perseveration has been found wanting. Analysis of typical tests of IE show that 
such tests measure a number of variables more or less independent of each other. 
Tests of the questionnaire type are generally neither sufficiently reliable nor valid 
for individual measurement. All the work is handicapped by inadequate criteria 
of IE. The relation of cortical dominance to IE is by no means clear. Studv of 
pathological subjects in relation to IE gives equivocal results. It is probable 
that no psychotic group is solely a case of extreme I or E, and that E's as well as I's 
may become pathological, in spite of the usual correlation between I and neurotic 
tendency. Satisfactory progress depends upon a successful factor analysis of 
personality and the discovery of its real variables. We may be compelled to 
recognize two or more varieties of IE. M. HAMBLIN SMITH. 


Echoing of Reading and of Thought [L'écho de la lecture et l'écho de la pensée. 
(L'Encéphale, vol. xxix, p. 18, Jan., 1934.) Morel, F. 

This article is the sequel to work published in L'Enc/phale, No. xxviii, March, 
1933, and is to be continued. The author states that all auditory verbal hallucina- 
tion rests on and requires what he calls /a pensée-en-mots—a philosophical concept 
opposed to the more common usage of running patterns of speech internallv 
represented. Without this, he says, no echo and no hallucination occur. It ıs 
the expression of the more primitive methods being more liable to be reduced to a 
perceptional level. 

Of all forms of echo the most impersonal is the echo of reading. It is individual 
thought with its special characters, its rapidity, its repetitions, stops, polvglottism, 
its tendency to be dialogued, its greater or less socialization, special features of 
content with possible predominance of auto-accusation, hypochondriacal ideas, 
hesitation, which give echo its special characteristics. The article concludes by a 
paraphrase of the behaviouristic concept of thought, which is also mentioned in the 
previous article. The connection between the motor components of thought and 
thought itself is to be taken up in the next article. W. McC. HARROWES. 


The Instinct of Aggression : Its Connections with the Sex Instinct [L'instinct combatif, 
ses rapports avec l'instinct sexuel]. (L'Hygiéne Mentale, vol. xxix, p. 1, Jan., 
1934.) Simonnet, H. 

This lengthy article, which occupies the whole of one number of L’Hygi¢ne 
Mentale, is a detailed correlation of the instincts of combativeness and sex. 

The combative instinct is dealt with first. The author states that the general 
tendency to preserve individual life in the face of difficulties results in the develop- 
ment of a perpetuating mechanism, which may function as either aggression 
or defence, and that the proportion is a matter of individual endowment, since the 
combative instinct may take various forms, depending on environmental factors. 
As well as the mere preservative feature there is the aim of possession, which may 
produce an aggressive striving without the hate element of actual aggression. 
But the hate element or emotional component may develop later. This is a 
separation of the conative from the affective, quite in the hormic manner. He 
points out that play reactions with their element of fight pretence are the same 
in pacific and non-pacific animals—a somewhat artificial distinction, for the sheep 
displays a true aggressiveness within the herd in spite of its timidity towards 
other animals. He brings in the role of the aggression drive in depressive states, 
but does not mention its significance in the act of suicide. 

Of the sexual drives he begins by indicating the protean manifestations of sex, 
and states that, unlike the aggressive instinct, it may be annulled without danger te 
the individual. The significance of the sex-curve in the Trobrianders as determined 
by the sequence of tribal activity as modified by festivals, seasons and so on is 
co-ordinated with the normally observed effect of social milieu. 
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The author states that combativity and sex must exist side by side, and that 
it is useless to deny this. 

The difference between male and female sexuality is dismissed by saying “‘ in 
the male the manifestations of the sexual instinct and the combative instinct 


are more accentuated than in the female ". The last part of the article is devoted 
to a plea for the direction of mental hygiene work towards the canalization of these 
two allied instincts. W. McC. HARROWES. 


Thalassa : A Theory of Genitality. (Psycho-analytic Quarterly, vol. ii, p. 361, 
vol. 111, pp. 1 and 200, Oct., 1933, Jan. and April, 1934.) Ferenczi, S. 
Psycho-analytical evidence suggests that the various phenomena connected 
with coitus are conceived as symbolic actions in which the individual re-experiences 
the pleasure of intra-uterine life, the anxiety of birth and the subsequent pleasure of 
surmounting this latter danger successfully. By identifying himself with the 
phallus injected into the vagina, and with the spermatozoa swarming into the body 
of the female, he repeats symbolically the danger of death, which his animal 
ancestors victoriously overcame in the geological cataclysm of the drying up of the 
sea. This symbolic line of reasoning is supported by arguments derived from 
embryology and comparative zoology. The protective structures containing the 
amniotic fluid and sheltering the embryo were evolved in the case of land-dwelling 
species only. In those species in which the embryo develops without an amnion, 
no sexual union in the strict sense takes place. The possession of an organ of 
copulation, the development within the maternal womb and the circumvention of 
the danger of desiccation form a biological unity constituting the ultimate basis 
of the symbolic identity of the womb with the sea and the earth on one hand, 
and of the phallus with the child and the fish on the other. It is further suggested 
that in the act of coitus and in the simultaneous act of fertilization there are fused 
into a single unity not alone the individual catastrophe of birth and the most recent 
catastrophe to the species, that of desiccation, but all the earlier catastrophes since 
life originated. Therefore the '' thalassal regressive trend '"', postulated as respon- 
sible for the urge to coitus, seeks not only the repose of intra-uterine existence, but 
also the death-like repose of the inorganic world. STANLEY M. COLEMAN. 


3. Psychiatry. 


The Results of Hereditary Prognosis in the Four Most Important Hereditary Groups 
[Die Ergebnisse der Erbprognose 1n den vier wichtigsten psychischen Erbhreisen]. 
(Zeits. f. Psych. Hygiene, vol. vi, p. 131, 1933.) Luxenburger, H. 


The ' four most important” groups are schizophrenia, manic-depressive 
insanity, epilepsy and mental deficiency. The author collects in this paper 
evidence published all over the world about those diseases and gives the figures in 
a tabulated form. The most interesting are the following : 

(1i) Schizophrenic group: Probability in children of schizophrenics 9:194 (595 
cases), in grandchildren 2:42% (investigated 750 cases for the average population 
0:85%. Probability for diseases related to schizophrenia: for children 17:6%, 
for grandchildren 4:65%. 

(2) Manic-depressive group: Probability in children of manic-depressives 
32:3% (investigated 162 cases), in the average population 0-44%. Probability in 
cyclothymic children 17:395, in the average population o:895. 

(3) Epileptic group: Probability in children of epileptics 1095, in the average 
population 0:395. 

(4) Mental deficiency : Probability in children 5895, for the average population 
about 1%. S. L. LAST. 
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The Morphology of Insanity as a Racial Process : A Study of Attention in Relation 
to Adaptive Disorders. (Brit. Journ. Med. Psych., vol. xiii, p. 296, Dec., 1933.) 
Burrow, T. 


The current specific method of psychiatry consists in the effort of the physician 
to replace the patient's deviate or abnormal ideas with ideas which are normal. 
Attention, which is the organism's medium of contact with the actualities around 
it, is of two kinds: the systemic process of attention consists in those internal 
tensional adjustments which relate the organism as a whole to the total object or 
environment ; the cerebral process of attention consists in those external tensional 
adjustments which relate the brain and its external senses to the object or environ- 
ment by means of the symbol oridea. The enormous over-specialization of function 
in the cerebral segment, due to the preponderant use of the symbol, has resulted in 
physiological tensions and strains in this region, which are definitely perceptible 
as processes alien to the organism as a whole. The conflict in mental disorders 
is between the physiological tensions and strains pertinent to the cerebral mode of 
attention, in contrast to those that belong to the organism's attention as a total, 
systemic function. This conflict is a physiological disparity, and is perceptible 
and remediable only through recourse to physiological methods of repair. The 
physician must apply himself to the actual physiological organism of the patient. 

Joun D. W. PEARCE. 


Psychoneuroses of Childhood : Their Etiology and Treatment. (Brit. Journ. Med. 
Psych., vol. xiti, p. 313, Dec., 1933.) Schmideberg, M. 

All psychoneurotic manifestations are based on neuroses in childhood. Neurotic 
symptoms may occur even in the very first days of life. Probably no child between 
the ages of two and five years is free from anxiety, conversion or obsessional 
symptoms. In the latency period, through repression, instinctual energies are lost, 
often for ever, which might otherwise have been used in ego development, character 
formation and the ability to love. The importance of this loss is incalculable. The 
result in adult life appears in psychoneurosis, delinquency, psychosis and drug- 
addiction ; inhibition of intellectual capacity, the ability to love, social impulses 
and sublimations ; unhappiness, character abnormalities and sexual disturbances. 
Much misery and suffering may be avoided by a successful therapy in childhood. 
Cases are described which illustrate the various symptoms which anxiety produces 
in children, and the success of treatment by analysis is recorded. 

JOHN D. W. PEARCE. 


The Nosological Position of Panic Reactions. (Amer. Journ. Psychtat., vol. xiii, 
p. 1295, May, 1934.) Diethelm, O. 

Panic reactions, maximal fear states which result from prolonged tension and 
insecurity, occur in certain constitutional make-ups as a reaction to specific life 
situations. Panics develop as the climax of a tension depression, or they may form 
an important and prolonged phase in depressions with uneasiness and anxietv. 
The term ‘‘tension depression ” does not coin a new disease entity, but describes 
reactions of an attack type, in which tension and its symptoms are the outstanding 
complaint, and in which the depressive affect seems to play a subordinate role. 
From a formal point of view, we may distinguish between paranoid and disorganizing 
panics. M. HAMBLIN SMITH. 


Constitutional Factors in Homosexuality. (Amer. Journ. Psychiat., vol. xiti, p. 1250, 
May, 1934.) Henry, G. W., and Galbraith, H. M. 

The constitutional and physiological components of homosexuality have been 
unduly neglected. The bodily findings present in homosexual and heterosexual 
individuals are described. But the division between the two groups is somewhat 
arbitrary. Phylogenetically and embryologically we have evolved from a state 
of hermaphroditism. A predominance of maleness or femaleness is all that can 
be expected in those who are heterosexually adjusted. In many individuals the 
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sexual balance is so delicate that unfortunate sexual traumata in early life, or the 
many obstacles in the pathway to sexual maturity, may determine a homosexual 
development. Heterosexual development seems to be less difficult for female 
patients. None of the married homosexuals in the studied group had made a 
satisfactory marital adjustment, and three-fourths of their marriages had been 
dissolved. M. HAMBLIN SMITH. 


Homo-erotism and Paranoia. (Amer. Journ. Psychiat., vol. xiii, p. 957, March, 
I934.) .Brill, A. A. 

Homosexuality is not an independent phenomenon, but a part of the normal 
sexual instinct. Like other so-called perversions, pathological homosexuality 
may develop on an environmental basis, regardless of its constitutional factors. 
We may have homosexual difficulties of evervday adjustment, to which the sensuous 
performances of the frank homosexual are absolutely foreign. Active and passive 
homosexuality may belong to quite different syndromes. The adjustment of 
modern men is essentially homosexual. Whether in the struggle for bread or for 
women, men are always rivals. The task of civilization, as represented by all 
religions, is to do away with hatred and rivalry. The erotic or life instinct replaces 
the destructive or death instinct. It is the former that unites, and promotes love, 
and, in sublimated forms, promotes all the great assets of culture. Pathological 
homosexuality, while permitting much play to Eros, curtails its activities to a fatal 
extent; it is, at best, a narcissistic outlet. Paranoia is related closely to homo- 
sexualitv in that it, too, is an offshoot of narcissism, but its regression to the anal- 
sadistic level enables the destructive impulses to push the erotic instinct into the 
background and thus make wav for the sadism of the death instinct. The 
author follows Ferenczi in preferring Karsch-Haak's term '' homo-erotism " to 
that of homosexuality, as rendering prominent the psychical aspects of the impulse 
in contrast to the biological term '' sexuality ". The paper is illustrated by case- 
histories of patients. M. HAMBLIN SMITH. 


Photographic Study of Ocular Movements in Mental Disease. (Arch. Neur. and 
Psychiat., vol. xxxi, p. 556, March, 1934.) Couch, F. H., and Fox, J. C. 

The author, using a Dodge mirror recorder, investigated 117 cases of mental 
disorder and explored four optical situations: (1) Pursuit of a moving pendulum, 
(2) optokinetic nystagmus, (3) response to commands to look to the right and to the 
left, and (4) response to peripheral retinal stimuli. 

In 16 patients the results were all normal, in 60 normal apart from disorders of 
attention. In the remaining 41 there was evidence of defect or of inadequate 
adjustment. In more than half of these a step-like interruption of the pursuit 
movement was present. Gross defects were present in 18 patients, involving the 
response to one or more of the optical situations, and pointing to a profound 
incapacity for ocular adjustment well bevond the domain of inattention. 

Both types of movement, pursuit and saccadic, were defective. Negativism 
was clearly shown in three patients in catatonic stupor. While watching the 
swinging pendulum the eye moved in a direction opposite to that of the pendulum, 
either by a quick jerk or a slow drift in the reverse direction. 

G. W. T. H. FLEMING. 


The Problem of Suicide. (Med. Journ. and Rec., Jan. 3, 1934.) Davidson, G. M. 


The author investigated 48 cases of suicide. He found that the following 
personality traits played an important role: Sensitivity, emotional immaturity, 
poor reaction to failure, and especially an increased tendency to suggestibility and 
a strong impulse life. The mechanism of suicide the author outlines as follows : 
At the time of suicide the individual has reached the limit of his resources, has lost 
his goal which represented all conscious and unconscious cravings, and has reached 
a state of extreme insecurity projected in fear of the unknown. The “dominant ”’ 
motive produces: an extreme contraction of the field of consciousness, a state of 
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As we have said, many will disagree with the author, both as regards his 
analysis of the facts and his suggestions for improvement. That does not 
matter. The important thing is that there should be an alliance between the 
philosophic thinker and the political and economic expert. The philosopher 
must no longer ignore practical problems; the expert must cease to be contemp- 
tuous of the contribution which the philosopher can make to the solution of 
these problems. M. HAMBLIN SMITH. 


Nouveau Traité de Psychologie. By GEoRcEs Dumas. Third volume: 
“The Sensory-Motor Associations". In collaboration with ANDRE 
OMBREDANE. Paris: Felix Alcan, 1933. Pp. 462. Price 100 frs. 


This is the third volume of the New Treatise of Psychology edited by Prof. 
Georges Dumas, to be completed in nine volumes. It deals with sensory-motor 
associations and is written with the collaboration of Prof. André Ombredane, 
who contributes the first and the fourth books, the former on Equilibrium and 
Orientation and the latter on Language. The second book on the Expression 
of the Emotions and the third on Mimicry are by Prof. Dumas. 

Book I by Prof. Ombredane treats of Equilibrium and Orientation. It 
is divided into four parts: (1) Equilibrium and Static-kinetic Regulation, (2) 
Experimental Data of Static-kinetic Regulation, (3) Static-kinetic Regulation 
in Man, (4) Near Orientation. Muscular tonic contraction, tonus and postural 
reflex, regulation of tonus, static and kinetic reactions of labyrinthine, cervical, 
proprioceptive, exteroceptive and telereceptive origin and their centres are all 
adequately discussed. The bibliography to this book is quite full, containing 
well over a hundred references, but these do not go any further than 1931, and 
nearly two-thirds are French. The proportion of French to German and to 
English, including American, is approximately in the ratio of 4:2:1. A 
more liberal consideration of English work would have made this section more 
complete. 

Book II on “ The Expression of the Emotions ” is by Prof. Dumas. It 
consists of over 250 pages with 142 illustrations, some of which have appeared 
already in the preceding volume. The first part of this section, which is 
historical, discusses and criticizes the various theories, mechanistic, evolu- 
tionary and fixational, and is much concerned with the vindication of 
Descartes’ contribution, which apparently has been much neglected, if not 
entirely overlooked. The second part is concerned with the various methods 
of research, as for instance the observation of children, mental patients, 
aborigines and animals ; the study of histrionic mimicry ; electric stimulation 
of facial muscles and of nerve-trunks, and with pathological lesions. Prof. 
Dumas distinguishes fundamental and special expressions. The former 
(expressions préalables) comprise those of astonishment, attention and surprise 
which are dealt with in the second chapter, whilst the special expressions, the 
expressions of joy, sorrow, fear and anger, are the subject-matter of the third 
chapter. The author points out that experimenters are not unanimous as to 
the centre or centres of anger and of fear. The localization of laughing and 
weeping in the basal ganglia is fairly certain, but this centre is not identical 
with that of joy and sorrow, as is often thought. The problem of the natural 
expression of the emotions is much larger than that of thalamic localization. 
Dumas, however, draws the following conclusions: (1) Strictly mechanical 
explanation of the expression of the emotions can go much farther than is 
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generally thought, and in the case of the simple emotions of passive sorrow and 
active joy such explanation is quite sufficient. (2) Psycho-reflex, or instinctive 
reactions, which mix with the reaction of excitement or depression, must be 
given a large part, but a very much less important one than was thought of 
by Darwin, who attributed most to useful and inherited habit. Dumas dismisses 
the James-Lange theory rather summarily, as is so often done nowadays, 
because it is misunderstood or misinterpreted. The somatic reactions produce 
centripetal excitations which give rise to the psychic experience of the emotion. 
This, in fact, Dumas himself admits without connecting it with the James- 
Lange theory. He says: ‘‘ If there are emotions which have not their own 
centres (this is quite possible) it may be that they find in the feeling-tones 
(le sentiment cérébral) of Pleasure and Unpleasure, which are situate in the optic 
thalamus, as also in the general reaction of the excitation of striated and smooth 
muscle all that is necessary to organize themselves in a less systematic but 
equally central manner as anger and fear." Referring to the researches of 
Pagano, Bard and Cannon, Dumas discusses in the concluding pages of this 
chapter the question whether the emotion is a normal phenomenon, and whether 
it be advantageous or harmful to the organism. He examines the views of 
Ribot and of Wallon, which are antagonistic, and finds truth in both. Active 
emotions of weak intensity are tonic and stimulating for the function of mind 
and body. ‘ But be this as it may, the human organism pays dearly by the 
consequences of its strong emotions for the advantages it may derive often 
from its weaker emotions.” The fourth and last chapter of this book deals 
with “ common emotional reactions ", which include sweating, goose-flesh, 
trembling, laughter, weeping, sobbing and tears. 

Prof. Dumas is also the writer of the Book III on Mimicry. Mimicry, he 
says, is an imitation. This imitation imitates the spontaneous expressions, and 
there can be distinguished as many kinds as there are emotional expressions 
susceptible of being imitated. There follows a good historical survey, and a 
well-documented presentation and discussion of the various kinds of mimicry, 
of the principles of physiognomy and the physiological conditions of mimicry. 
A second chapter of this book deals with vocal mimicry. 

The fourth and last book of this interesting volume is on “ Language ”, by 
Prof. André Ombredane. In the first chapter are discussed gesture language 
and oral language, the acquisition of language by the child, and adult language. 
Under the heading ‘‘ Graphic Semeiology ’’ Ombredane gives a short account 
of the origins from the ideogram and the development of written language. 
The second chapter deals with the physiological conditions of language according 
to the various doctrines, which are treated necessarily in a succinct yet clear 
and impartial manner. Beginning with Gall, Bouilland, Broca, Parrot and 
Moreau (de Tours), he discusses subsequently the theories and schemes of 
Pierre Marie, Fleury, Bastian, Ogle, Baginski, Wernicke, Kussmaul, Lichtheim, 
Broadbent, Charcot, Grasset, Steinthal and Déjerine. The doctrines of Hugh- 
lings Jackson, Pick, von Monakow, Henry Head and van Woerkom are then 
outlined and criticized. As to the author's views, he follows his late teacher, 
Charles Foix, and suspends his judgment. He thinks that patient observation 
shows that language ought to be considered at the same time on a horizontal 
plane of sensory-motor elements, and on a vertical plane of degrees of ditferen- 
tiation of the effected operations of expression. In the third chapter we are 
given some remarks and observations on the pathological aspects of language, 
with excerpts from case-histories and experiments, all with the intention and 
for the purpose of illustrating and supporting the criticisms and views put 
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forward in the preceding chapter. The author informs us that for a number 
of years he has been and is still in collaboration with Prof. Alajouanine, of the 
Bicétre Hospital, in the investigation of aphasia. Why the author should 
persist in speaking of an '' intoxication du mot ” instead of perseveration, after 
having referred to the latter term, is difficult to understand. He also appears 
to be rather dogmatic when he says (pp. 385, 386), ‘‘ It is indispensable to 
renounce this ancient theory of images and of their centres. These elements 
have been turned into groups of immutable clichés, the conception of which, 
besides being entirely theoretical, does nothing whatever to explain the mecha- 
nism of thought. The images do not exist. The term ought to disappear from 
our language '' 

To this may be answered, first, that verbal images are a psychological fact ; 
they are as real as sense-perceptions, as every trained psychologist knows. 
Secondly, no one will deny nowadays that for every psychic experience, which 
ipso facto is subjective, there is objectively a corresponding neural correlate. 
Thirdly, as to cerebral centres, we have pointed out already many years ago 
(A. Wohlgemuth, “ On the Feelings and their Neural Correlates, with an 
Examination of the Nature of Pain ", British Journal of Psychology, 1917, 
vol. viii, p. 463) : " By a centre we do not necessarily mean a group of neurons 
situated in some particular spot or area of the brain, any more than that 
psvchologists, who are a group of persons engaged in the elucidation of pheno- 
mena psvchical, need, of necessity, all reside at the Psychological Department 
of University College. Some may live in different parts of London ; others 
have their home in Oxford, Cambridge, Berlin, Leipzig, etc. ; still they form 
a group bound together by community of interest, the individuals of which 
are in touch with each other and influence one another by their technical 
literature or by correspondence, etc.” 

Apraxia, anarthria, verbal expressions of aphasics, verbal epicrisis and the 
aphasias, the comprehension of aphasics, aphasia and the intellectual deticit 
are lengthy sub-sections of this very interesting chapter. 

To the fourth and last chapter the author has consigned a variety of points 
which, still concerned with language, it has not been found convenient to deal 
with elsewhere. Thus, for instance, cerebral left-sidedness, language and con- 
ditioned reflexes, centres of elocution, the region of Wernicke, etc. 

The get-up of the volume, paper and printing is, like the previous one, 
quite satisfactory, but the proof-reading has, in part, been done rather care- 
lessly. Here again the absence of subject and author indices greatly diminishes 
the value of the volume as a work of reference. A. WOHLGEMUTH. 


The Principles of Logic. Bv C. A. Macr. London: Longmans, Green & 
Co., 1933. Pp. xii + 388. Price 12s. 6d. 


The author states that his book is intended not only for those students 
. who have to take up logic as a compulsory one-year course, but also for those 
who intend to pursue their studies further. For the latter it is doubtless an 
admirable text-book giving a fairly complete survey of this difficult subject, 
but for the former the book goes beyond the requirements of the curriculum, 
and gives too much matter in too compact and condensed a form for the 
freshman. 

‘The special Science of Logic is a relatively complete precise and systematic 
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account of the principles of Inference." “It is therefore of interest to formu- 
late the principle of inference by which scientific knowledge is obtained. Such 
a formulation would constitute a logic of scientific method." And there is 
only one law: '' Always think in accordance with facts.” 

In the earlier chapters the approaches to logic are discussed: Thought 
and Inference, Propositions and their traditional scheme ; Opposition, Imme- 
diate Inference, the Syllogism and the general theory of Deduction. Here is 
pointed out that the generalized system of logic into which the traditional 
principles are absorbed is commonly described as '' symbolic "" or “ mathematical 
logic ", and the various modern logical symbols which so often alarm the tvro 
by their strangeness are explained and made familiar by their use. 

Later chapters deal with Scientific Inquiry, Scientific Thought and Scientific 
Method. Association, Relation of Contingency, Correlation are discussed 
and the Mean, the Median, the Mode, Measures of Dispersion (viz., Average 
Deviation, Standard and Quartile Deviation) and the Co-efficient of Corre- 
lation are adequately explained, though a diagram here would have been of 
help tothe student. The pages dealing with Probability, the theory of Scientific 
Proof and Scientific Discovery are clear and interesting. The tvpes of Induc- 
tion, Direct and Indirect Generalization, Universalization and Functional 
Dependence are next studied. The discussion on, and moderate criticism of, 
Mill's Canons is clear and sensible. There is a whole chapter on Analogy, and 
the last chapter is devoted to ‘ Logic and the Structure of the Universe "', 
where the problem of Induction (logical conditions), Ontological Conditions 
(Determinism and Simplicitv) and the Epistemological Problem come in for a 
brief discussion. 

A very interesting and useful feature of the book are the bibliographical 
notes at the end of each chapter. These notes are not only somewhat historical, 
but also are an excellent guide to the principal literature of the subjects 
discussed. A. WOHLGEMUTH. 


How the Mind Works. By CvRir Burt, M.A., D.Sc., ERNEST Jones, M.D., 
EMANUEL MILLER, M.D., and WiriiaM MoopiEg, M.D. London: 
George Allen & Unwin, Ltd., 1933. Pp. 336. Price 7s. 6d. 


This book is based upon a series of broadcast talks given by the authors. 
The substance of these talks has been revised and enlarged for publication. 
But the intimate character of a talk at the microphone remains. Consequently 
the book does not profess to be a scientific treatise, but is addressed to ordinary 
readers, just as the original talks were addressed to ordinary listeners. 

Dr. Burt, who has edited the volume, begins with a short description of 
the working of the conscious mind and a discussion of mental tests. Dr. 
Ernest Jones follows with a brief consideration of the unconscious and its 
influence, and an exposition of what is meant by psycho-analysis, a term which 
he very properly insists must be applied only to the Freudian theory and 
method. The importance of dreams receives due consideration, and it is 
explained how even terrifying dreams may be brought under the heading of 
wish-fulfilments. 

Dr. Miller deals with problems in the development of the child, his discussion 
of the importance of childish fears being specially illuminating. Dr. Moodie's 
topic is certain problems in the treatment of the child, and he gives particular 
notice to the subject of play. Finally, Dr. Burt takes up the working of the 
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mind in society. He deals with the psychology of the sexes, of nations, politics, 
leisure, art and religion. He urges that the old opposition between the indi- 
vidual and the nation involves a false antithesis; neither can realize its full 
well-being without the other; neither can, indeed, exist without the other. 
He points out that the principles of collective action are invoked by Tories as 
much as by Socialists; this is a matter upon which great misunderstanding 
exists. 

The four authors have admirably succeeded in their task of supplving a 
plain and accurate account of modern psychological teaching. Those who 
listened to the talks should have learned much, and those who peruse the 
volume quietly will learn even more. It is, of course, elementary. But many 
of our readers will find hints in this book which will assist them in dealing with 
the troubles of their patients, and possibly with their personal difficulties. 

M. HAMBLIN SMITH. 


———— — 


Morality and Reality. By E. GRAHAM Howe, M.B., B.S. London: Gerald 
Howe, Ltd., 1934. Pp. 136. Price 6s. 


In a thoughtful essay on '' the law of life" Dr. Howe re-enunciates the 
truth of the old paradox that he who would save his life must lose it. He uses 
the term ‘‘reality’’ as meaning " that which is now, which is not, as a whole, 
what I want”. The qualifying words “as a whole"' are of importance in 
his argument. Morality is not only a code or system of rights and wrongs, it 
is an attitude towards life. The evil results of an attempt to insist that our 
particular morality should be of universal applicability are strongly insisted 
upon, as are those of the wide jumps and sudden adaptations of conduct 
which parents often expect from their children. At the same time Dr. Howe 
is not of those who would attempt to solve the problem by allowing children, 
and those grown-up children from whom our psycho-neurotics and criminals 
are recruited, to do exactly as they please. A contrast is drawn between the 
Eastern and Western views of life, with a definite preference for the former ; 
Dr. Howe declines to accept the term “ mystic ” as being one of abuse. Many 
of us might be disposed to agree. But the trouble is that ''scientific 
materialism ” is part of the reality to which we have to adapt ourselves. Still, 
we must all appreciate the advantages of the courage which Dr. Howe so 
forcibly preaches. 

The essay had the original form of a series of lectures. The kind of audience 
before which they were delivered is not made quite clear. But we feel that 
his audience would have been better satished had Dr. Howe given a short 
summary of practical suggestions for the solution of the problems with which 
he deals. M. HAMBLIN SMITH. 


Adjustment and Mastery. By ROBERT S. Woopworth, Sc.D. Baltimore: 
The Williams & Wilkins Company, 1933. Pp. vi + 138. Price $1.00. 
Science, Prof. Woodworth tells us, has created a new environment for us. 
But there is a grave danger that the effect of recent inventions will destroy 
our civilization, unless we relinquish our present policy of “ drift ", a policy 
which is partly due to lack of guidance, and partly to our innate unwillingness 
to be guided. Psychology teaches us that two processes are necessary : 
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mastery of our environment and adjustment to new conditions where mastery 
is impossible. The little book is intended for popular reading. Interesting 
examples of physical and psychological adaptation are provided. The main 
problems of modern psychology and their attempted solution by the various 
psychological schools are fairly, although very briefly stated. The relative 
importance of environment and heredity is duly considered. The reader who 
digests what is here set before him will learn to be properly critical of the 
sweeping pronouncements so often made in popular periodicals, a much-needed 
warning being given of the errors involved in the confusion of association with 
causation. The only criticism which we would make is that, in his discussion 
of the treatment of the criminal, Prof. Woodworth gives too little attention 
to the deterrent effect of punishment—an effect which is a good example of the. 
conditioned reflex so clearly described in another part of the book. 
M. HAMBLIN SMITH. 


Health and Education through Self Mastery. By ANTHONY M. Lupovici. 
London: Watts & Co., 1933. Pp. xvi + 126. Price 3s. 6d. 


Mr. Ludovici, in common with others, believes that mankind is in a very 
bad wav. Mr. Ludovici, again in common with others, provides a diagnosis 
of, and prescribes a remedy for the troubles of mankind. The disease is due 
to the individual's “ loss of sound direction, or his acquisition of misdirection 
in the management of the mechanisms of his organism, associated with a 
perverted sensory consciousness ". The remedy appears to lie in the correction 
of faulty positions of the head, neck and vertebral column, by means of suitable 
measures devised for that purpose. We are told but little as regards the nature 
of these measures, though we understand that they are based on the system 
described in Matthias Alexander's Conscious Constructive Control of the Indi- 
vidual. We are, however, informed that we are dealing with what is probably 
“ the most momentous discovery of modern times". It may be so. But we 
have a haunting suspicion that we have heard similar sweeping statements in 
other connections. We are informed that the book developed out of an address 
given to the “ Trafalgar Kin of the English Mistery " (sic). How little the 
world knows of its greatest societies ! M. HAMBLIN SMITH. 


Hypnotism, the Friend of Man: An Aid to Health, Efficiency and 
Happiness. By J. Louis Orton. London: Thorsons, 1933. Pp. 
280. Price 5s. 


We are not favourably impressed by the sub-titles of the book, nor by the 
fact that a portrait of the author is glaringly reproduced on the paper cover. 
A study of the contents confirms our first impressions. The writer, a layman, 
shows great enthusiasm for his subject, and seemingly has collaborated with 
the late M. Coué in certain literary work. After ten years of investigation and 
experimentation, Mr. Orton tells us that he discovered “ the rock-bottom of 


hypnotism ". It is "the art and science concerned with the systematic 
training, development and utilization of attention ". Hypnosis is “ an artifi- 
cially induced contemplative mood ". Here and there psychological factors 


are loosely discussed. But we cease to treat the contents with much respect 
when we read that ‘ women, being more emotional and less logical than others, 
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are prompted to seek, amongst other fantastic aids, the help of the largely 
spurious science of psycho-analysis which Prof. Freud borrowed mainly from 
Janet. Putting his views forth to the world, he substituted the term ‘ psycho- 
analysis’ for Janet’s ‘psychological analysis’ and ‘catharsis’ for his 
‘ psychological dissociation ' ” ! 

It seems that, when used in the right wav, hypnosis is more or less the 
panacea for all ills. Naturally the so-called '' nervous ” disorders of all kinds 
are stressed in the main as thus benefiting (and the list given is certainly 
comprehensive), but we are assuredly sceptical of the statements that '' insane 
persons may, in many instances, be benefited ’’, and that it is in relation to 
"the prevention of imminent insanity that hypnotism has solid value ”. 
And we wish we were able to subscribe to the belief that moral reform can by 
this means be so easily established, and that a large proportion of criminals, 
especially young ones, can thus be reclaimed. 

Much that is rightfully established and much that is highly speculative is 
intermingled with therapeutic claims that can hardly be scientifically sub- 
stantiated. It is true that hypnosis as a form of treatment has been somewhat 
too much neglected, but we can onlv regard as fantastic the suggestion that 
upon its use depends so much of our health, efficiency and happiness. 

The book does not in any way merit attention from the medical psycho- 
logist, and maybe the reviewer has given it more serious criticism than was 
warranted here. C. STANFORD READ. 


a M — — 


Hypnotism Explained. By Aran Macey. With an Introduction by 
HILDRED CaRLILL, M.D., M.A. The Fen Series, No. 3. London: The 
Fenland Press, 1933. Pp. 131. Price, paper 2s., cloth 3s. 


Your Hidden Powers. By ALAN Macey. The Fen Series, No. 5. London: 
The Fenland Press, 1933. Pp. 117. Price, paper 2s., cloth 3s. 


The first of these two pamphlets is a brief survey of hypnotism with its 
phenomena and applications. There is nothing modern in the approach, and 
practically all authoritative references date back to the last century. Hyp- 
notism is simply “ explained ” as a result of suggestion, and all suggestion is 
regarded as auto-suggestion. No recent theories are mentioned. More than 
one highly doubtful statement is made, and we are certainly sceptical as regards 
the alleged fact that cannabis indica, hemp and chloroform are often used 
nowadavs to assist in the induction of hvpnosis, though experimentally such 
adjuvants used to be employed. In the face of other and good literature on 
the subject, we can hardly recommend this small volume to the profession. 

The second brochure endeavours in a very popular style to teach the 
“man in the street " how he may fully develop his latent faculties of mind 
through the training of the subconscious, through faith and right thinking. 
Auto-suggestion is the great potent force, and this is “ the deliberate praying 
to oneself, to a deeper, truer self, to the God within us ". The spiritual factor 
is greatly stressed, with many Biblical quotations. It is evident that the 
writer possesses deep earnestness, which has led him to accept as valid a large 
number of highly exaggerated psychological assumptions. We can understand 
that many who know nothing whatever of the subject may find something 
within these pages that is helpful and stimulating. The book, however, has 
no scientific value, and could not therefore appeal to any of our readers. 

C. STANFORD READ. 


i 
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Part III.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


The Red Nucleus : Its Relation to Postural Tonus and Righting Reactions. (Arch. 
Neur. and Psychiat., vol. xxxi, p. 768, April, 1934.) Ingram, W. R., Ransom, 
S. W., and Barris, R. W. 


Bilateral destruction of the red nuclei by lesions limited to their extent causes 
characteristic disturbances of gait in cats, and mild increases in extensor and 
Stutz tonus (the tendency of the limb to follow the hand into an extended position 
when the animal is suspended with the limbs hanging free). These lesions do not 
affect the labyrinthine or the body-righting reactions. Certain postural reactions 
are delayed and exaggerated as an effect of these lesions; among these are the 
Schunkel (the '' to and fro ” reaction), the Hinkebein (a limping or hopping), and 
the Stemmbein (a “ bracing '") reactions. The disorders of gait, the increases in 
Stitz tonus when the animal is supine and the disturbances of the aforementioned 
postural reactions resemble greatly the symptoms appearing after complete de- 
cerebellation as described by Rademaker ; there is, therefore, a possibility that the 
chief effects of lesions of the red nuclei may be ascribed to involvement of the 
premier cerebellar-efferent pathway. G. W. T. H. FLEMING. 


The Autonomic Nervous System. (Amer. Journ. Psychiat., vol. xiii, p. 925, March, 
1934.) Linell, E. A. 

The structure and functions of this system are reviewed. Individuals tend 
to fall into two types, the vago-tonic and the sympathetico-tonic, the latter type 
being seen to an exaggerated degree in hyperthyroidism. There is considerable 
evidence that the posterior hypothalamic nuclei contain cells controlling the 
sympathetic mechanism. The probable presence of this posterior hypothalamic 
centre, controlled, in its turn, by nerve-cells in the frontal lobe cortex, raises many 
fascinating clinical speculations. Many cases of mental derangement with cortical 
degenerative changes suggest loss of cortical control over lower emotional centres. 
There is also evidence that there are nuclei in the tuber cinereum which control the 
parasympathetic division of the autonomic nervous system. The influence of the 
hypothalamic controlling centres has, however, been rather ‘‘ overworked ”, and 
it is probable that many current views will ultimately have to be modified or 
abandoned. M. HAMBLIN SMITH. 


Notes on the Behaviour of Cats Deprived of the Chief Adrenin-Secreting Mechanism, 
(Journ. of Compar. Psvchol., vol. xvii, p. 149, April, 1934.) Shirley, M. 

With one adrenal completely extirpated, and the other operated on so that only 
the shell of cortex remains, cats will live at least six months. In cats so treated, 
pattern responses of fear and escape, hunting and killing and normal sex behaviour 
were exhibited. It is possible that these behaviour segments comprised only 
habit responses, conditioned through practice, and that no general upset of the 
organism that could properly be called an emotion occurred. Whether or not an 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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emotional upset occurs, it is certain that cats do exhibit pattern responses usually 
thought to be accompanied by emotion after both partial and total removal of the 
adrenals. M. HAMBLIN SMITH. 


The Mechanism of the Nervous Discharge of Adrenaline. (Journ. Physiol., 1933, 
vol. lxxx, p. 15.) Feldberg, W., Minz, B., and Tsudzimura, H. 


The impulses in splanchnic nerves which cause output of adrenalin from the 
adrenals pass by chemical transmission, and the transmitting agent directly affect- 
ing the medullar cells has all the properties of acetylcholine. 

J. F. Lyman (Chem. Abstr.). 


The Chemical Transmitter at Synapses in a Sympathetic Ganglion. (Journ. Physiol., 
vol. lxxx, p. 12, 1933.) Feldberg, W., and Gaddum, J. H. | 
The liberation of acetyl choline is the normal mechanism by which the effects 
of preganglionic impulses pass synapses in the ganglion. 
J. F. Lyman (Chem. Abstr.). 


2. Psychology and Psychopathology. 


A Contribution to the Study of Fronto-orbital Movements of Expression [Contribution 
à l'étude de la mimique fronto-orbitaire]. (Ann. Méd. Psych., vol. xiv (1), P. 1, 
Jan., 1934.) De Fursac, J. R., et d'Heucqueville, G. 

An attempt to classify expression and gesture on a scientific basis. Out of the 
mass of complex facial expressions it is possible to isolate four fundamental groups. 
Each of these has, as its key muscle, one of the fronto-orbitals. A detailed descrip- 
tion of the elaboration of these primary expressions of emotion to convey more 
complex and derived states of feeling by the associated action of other muscles of 
the face and body is the main theme of this paper. 

The first section discusses the anatomy and physiology of the fronto-orbital 
muscles. Both phylogenetically and ontogenetically they are of late develop- 
ment. Developmentally and in function they are closely related to the brain, 
whose activity they interpret. They are innervated by the upper branch of the 
facial, and it is pointed out that the nerve nucleus has important association 
paths on the one hand with the nucleus of the lacrymal gland and on the other 
with the basal ganglia (the cerebral centres of emotion). 

The second section is devoted to a study of their functions as muscles of expression. 
The frontalis expresses astonishment and interrogation (alertness from external 
stimulus); it also, therefore, implies ignorance. It is the key muscle to the derived 
emotions of painful surprise, fear and terror and of pleasurable surprise, admiration 
and rapture. There is a full description of the synergic action of other muscles in 
these states of feeling. The inferior orbicularis expresses satisfaction, good humour 
and joy. The smile is conveyed by the associated action of the zygomaticus major ; 
contraction of the latter alone results in the '' false smile’’. In laughing there is 
general contraction of all the levators of the nose, eyes and mouth. The corrugator 
supercilii is the muscle of mental concentration (i.e. voluntary attention); the 
expression of dejection is produced by associated contraction of the depressor 
anguli oris. Finally, the pyramidalis nasi is the sign muscle for expressions of 
displeasure, anger and disgust. STANLEY M. COLEMAN. 


Auditory Acuity of the Chimpanzee. (Journ. of Compar. Psychol., vol. xvii f. 157, 
April, 1934.) Elder, J. H. 

A procedure was developed and utilized in testing the lower intensity thresholds 

of three young subjects. Under more favourable conditions than are ordinarily 

used in testing human hearing, the absolute intensity thresholds of the chimpanzees 
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were found to be slightly lower than the average human threshold. It is pointed 
out that the values of the “ normal human threshold " are not minimum values, 
and that human subjects with opportunities for practice equalling those of the 
chimpanzees would show thresholds similar to those of the latter. Qualitative 
comparisons of the frequency sensitivity of the chimpanzee and the averages of 
many hundreds of clinical tests with man show that the hearing of the former 
closely resembles that of younger human subjects. M. HAMBLIN SMITH. 


Ihe Time-Error in Comparison Judgments. (Psychol. Bull., vol, xxxi, p. 229, April, 
1934.) Needham, J.G. 


A relative displacement in the direction of over- or under-estimation of the 
stimulus-object appearing in one or the other spatial or temporal position is referred 
to as the space-error or time-error. The terminology developed in Fechner's era 
remains unaltered ; a positive time-error indicates an under-estimation of the 
second stimulus, while a negative time-error refers to an over-estimation of that 
stimulus. Theories on the subject fall into three groups. It is apparent that the 
task of laying the ghost of the memory image theory has not yet been accomplished. 
Secondly, there has re-appeared the concept of "set". Thirdly, reference to some 
attentional factor is sufficiently persistent to indicate the possibility of some basis 
for that proposal. A single explanatory theory should suffice for both types of 
the error. From this point of view the memory image theory is unsatisfactory. 
It is possible that the term '' time-error '" may be quite misleading. It is highly 
likely that introspective evidence may become valuable in explaining the p-function 
of the time-error. The relationships of time-errors and limina have not been fully 
determined. Finally there is the recurrent suggestion that the problem has some 
bearing upon memory phenomena; recent advances cannot be said to have 
eliminated this aspect of the problem. M. HAMBLIN SMITH. 


Interferences in Reading. (Psychol. Bull., vol. xxxi, p. 244, April, 1934.) Jastak, J. 


The work on this subject is reviewed under three heads. (a) Symptoms: The 
most directly observable symptoms of reading difficulties are reading errors. A 
careful analysis of errors made by inferior readers is essential, as it may reveal 
the underlying mental twists. The inability of many children to read words as a 
whole has been stressed by nearly all workers, and many workers have noticed 
that reading and spelling difficulties are associated. Figures are confused by 
beginning non-readers just as much as letters. Lack of fluency and undue slowness 
are definite signs. There is a tendency in word-blind children to make use of their 
auditory capacities. There may be a distinct tendency to tackle words from the 
wrong end. The great facility of backward readers in mirror-writing has caused 
some observers to link it up with left-handedness. (5) -Etiological explanations : 
There is much uncertainty as to the influence of visual acuity and errors of refraction. 
Non-readers may be superior in auditory acuity. General intelligence is an impor- 
tant factor, but the role of emotional instability is unknown. Lack of training is 
the most important co-determinant. Practically all clinical studies show a preva- 
lence of boys over girls. (c) Remedial treatment: The most important factor is 
individual teaching, and this must be given by specially trained teachers. It is 
necessary to establish a healthy attitude in the child, and to avoid punishment for 
something for which the child is not responsible. M. HAMBLIN SMITH. 


Laboratory Neuroses. (Character and Personality, vol. ii, p. 127, Dec., 1933.) 
Lundholm, H. 

Four laboratory neuroses, three of which occurred spontaneously during experi- 
mentation with other problems, are described and analysed. The author's theory 
is that the suggestion of an insensitivity sets up an impulse in the subject to behave 
as if the insensitivity obtained. In the post-hypnotic state this impulse functions 
as a subconscious compulsion. Joun D. W. PEARCE. 
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The Rorschach Ink-Blot Test: III. (Brit. Journ. Med. Psych., vol. xiii, p. 271, 
Dec., 1933.) Vernon, P. E. 


G: The diagnosis of aptitudes, intelligence and mental defect. The evidence 
is reviewed, but seems to be equivocal. The Rorschach method cannot serve as a 
test of intelligence in the psychometric sense ; but it may be of value as a com- 
plement to the ordinary standardized psychometric methods in educational and 
vocational guidance. 

H: Applications to abnormal psychology: clinical validation. Rorschach 
considers that the chief use of the test is to aid the psychiatrist in his diagnosis of 
mental disease. There is, however, as yet little quantitative validation that there 
are characteristic scores for the various psychoses. 

I: Summary and conclusions. The author concludes that in spite of the 
deficiencies of the Rorschach test, he does not know any other test of personalitv 
or temperamental traits which will tell him as much about his subjects as quickly 
as does this test ; but the groundwork of standardization remains to be carried out. 

Joun D. W. PEARCE. 


The Experimental Study of Forms of Expression. | (Character and Personality, vol. 
it, p. 168, Dec., 1933.) Wolff, W. 

Students hearing the records of a spoken standard sentence, recognized the 
voices of their friends, but not their own. When asked to describe the character 
of each speaker, friend or stranger, the character description derived from the 
voice agreed with that formed from living intercourse. Self-judgment, unconscious 
owing to non-identification, goes more deeplv into the personality, and, tending to 
idealization, expresses the subconscious wishes of the subject. Similar results 
obtain with other forms of expression, the most significant of which are those of 
the human face. There is an increase in characterological value when only the 
front half of the profile is exhibited. With full front-view photographs constructed 
from an original and a reverse right-hand view, and an original and a reverse left- 
hand view, the subject identifies himself with the latter, while strangers fail to 
recognize that this belongs to the original person. The right-hand half of the face 
intensifies the impression caused by the original full-face photograph ; the expression 
of the left half embodies the wish images of the subject, and agrees with his un- 
conscious self-judgment. The right-hand bias of our sight renders dominant the 
impression created by the right-hand half of the face. This half produces an effect 
of liveliness and individuality, the left half one of remoteness from life. This holds 
good in the faces of the dead, in works of art of all ages, in all nations, and also in 
animals. In dream analysis the left-hand side connotes the collective, the right- 
hand side the individual. The author suggests that the left cerebral hemisphere 
controls the individual functions, and the right cerebral hemisphere the collective 
functions and the functions of the unconscious. Joun D. W. PEARCE. 


The Determination of Personal Interests by Psvchological and Graphological Methods. 
(Character and Personality, vol. 11, p. 134, Dec., 1933.) Cantril, H., Rand, 
H. A., and Allport, G. W. 


In a comparative study of the psychodiagnostic methods of graphology and 
psychology, the investigation was restricted to such parts of personality as are 
accessible to both methods. Five of Spranger’s six basic values were chosen, 
viz., the theoretical, economic, xsthetic, political, and religious, and estimates 
made by the graphologist and from the Study of Values. More cases were found 
of conspicuous agreement than of conspicuous disagreement between the two sets 
of scores; the coefficients of correlation are lowered chiefly by a scattering of 
"errors ". Agreement was greatest in asthetic interest; less in economic and 
theoretic interests ; and in political and religious interests no greater than chance. 
Difficulties of method remain to be overcome before optimum agreement between 
the two methods of psycho-diagnosis can be determined. 

Joun D. W. PEARCE. 
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The Study of Values Test and Graphology. (Character and Personality, vol. ii, p. 
144, Dec., 1933.) Meloun, J. 


A critical review of the experiment of Allport et al. (v. supra). '' Test- 
psychology ” cannot at present measure exactly the disposition towards lability 
or stability of character, towards genuineness or affectation of behaviour—concepts 
of fundamental importance in medical psychology ; whereas graphology reveals 
such properties with considerable reliability. Spranger’s types can be correctly 
inferred from some handwritings, but not from others. The variations in the 
coefficients of correlation for the different values are discussed ; and it is concluded 
that the optimum congruence aimed at by Allport and his colleagues is not likely 
to be reached until they obtain a reliable measurement of these dispositional 
personality traits. Joux D. W. PEARCE. 


Facial Lupus and Personality. (Character and Personality, vol. ii, p. 117, Dec., 
I933.) Lange, J. 

An investigation into the effect of facial lupus on the personality development 
of a number of patients showed that in the majority the tendency to be shunned 
socially had become psychically insignificant. Many patients show no trace of 
being affected in their mental development by the disease, while a number display 
a quiet withdrawal or resignation. The absence of conflict is striking. In a few 
the personality is deformed, but the influence of the disease rarely becomes promi- 
nent in the personality development. Greater mental aberration is found in 
patients with lupus in covered parts of the body, due to the permanent fear of dis- 
covery. Lupus personalities, are vague, colourless and indeterminate, all the 
impulses being strikingly weak. Family histories indicate that the feeble, dim, 
resigned reaction of the lupus patient is due to his original constitut:on. 

Joun D. W. PEARCE. 


Personality in Primitive Society. (Character and Personality, vol. ii, p. 152, Dec. 
1933.) Barnett, J. H. 


'The French school of sociologists has over-estimated the dominance in primitive 
society of the individual by the group, which it regards as the smallest functioning 
unit. American and German investigators find abundant evidence of individuality 
and personality in primitive cultures. Primitive man recognized personality and 
made rational attempts to explain it. The richer, the older, the more elaborate 
the culture of a group, the greater is the chance of the appearance and recognition 
of striking personalities. Primitive society rewarded the unusual individual much 
as contemporary culture acknowledges its individualistic members. 

Joun D. W. PEARCE. 


» 


The Social Psychology of Everday Life. (Psychol, Bull., vol. xxxi, p. 297, May, 1934.) 
Cantril, H. 

The field of social psvchology will soon cease to exist unless its subject-matter 
can consist of more important things than hypotheses concerning natural behaviour 
or of mere verbal definitions. The ordinary atfairs of social life cannot be brought 
into the laboratory without destroying their original character. Instead of select- 
ing problems from everyday life, and attempting to elucidate them by means of 
new techniques, investigators have adapted their problems to fit standardized 
laboratory methods. A series of experiments conducted with students is not a 
sutficient foundation. Observations must be repeated in different social milieus. 
The author gives a long list of social problems which await psychological investi- 
gation. M. HAMBLIN SMITH. 


Introversion-Extroversion. (Psychol. Bull., vol. xxxi, p. 331, May, 1934.) Guilford, 
JE. 

For the sake of brevity, the author indicates the conditions which he discusses 

by the symbols “ I ”,“ E", and“ IE". Recent proposed types which correspond 
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more or less with I and E are Goldenweiser's '' intuitive mind ” and “ craft mind ”, 
Rorschach's “ introversive’’ and ''extratensive " types, and Luria's ''reactive- 
stable ” and '' reactive-labile ". Spearman's theory that I is essentially a matter of 
perseveration has been found wanting. Analysis of typical tests of IE show that 
such tests measure a number of variables more or less independent of each other. 
Tests of the questionnaire type are generally neither sufficiently reliable nor valid 
for individual measurement. All the work is handicapped by inadequate criteria 
of IE. The relation of cortical dominance to IE is by no means clear. Study of 
pathological subjects in relation to IE gives equivocal results. It is probable 
that no psychotic group is solely a case of extreme I or E, and that E's as well as I's 
may become pathological, in spite of the usual correlation between I and neurotic 
tendency. Satisfactory progress depends upon a successful factor analysis of 
personality and the discovery of its real variables. We may be compelled to 
recognize two or more varieties of IE. M. HAMBLIN SMITH. 


Echoing of Reading and of Thought [L'écho de la lecture et l'écho de la pensée]. 
(L'Encéphale, vol. xxix, p. 18, Jan., 1934.) Morel, F. 

This article is the sequel to work published in L’Enc.‘phale, No. xxviii, March, 
1933, and is to be continued. The author states that all auditory verbal hallucina- 
tion rests on and requires what he calls /a pensée-en-mots—a philosophical concept 
opposed to the more common usage of running patterns of speech internally 
represented. Without this, he says, no echo and no hallucination occur. It is 
the expression of the more primitive methods being more liable to be reduced to a 
perceptional level. 

Of all forms of echo the most impersonal is the echo of reading. It is individual 
thought with its special characters, its rapidity, its repetitions, stops, polvglottism, 
its tendency to be dialogued, its greater or less socialization, special features of 
content with possible predominance of auto-accusation, hypochondriacal ideas, 
hesitation, which give echo its special characteristics. The article concludes by a 
paraphrase of the behaviouristic concept of thought, which is also mentioned in the 
previous article. The connection between the motor components of thought and 
thought itself is to be taken up in the next article. W. McC. HARROWES. 


The Instinct of Aggression : Its Connections with the Sex Instinct [L'instinct combatif, 
ses rapports avec l'instinct sexuel]. (L’Hvgiéne Mentale, vol. xxix, p. x, Jan., 
1934.) Simonnet, H. 


This lengthy article, which occupies the whole of one number of L'Hvgiène 
Mentale, is a detailed correlation of the instincts of combativeness and sex. 

The combative instinct is dealt with first. The author states that the general 
tendency to preserve individual life in the face of difficulties results in the develop- 
ment of a perpetuating mechanism, which may function as either aggression 
or defence, and that the proportion is a matter of individual endowment, since the 
combative instinct may take various forms, depending on environmental factors. 
As well as the mere preservative feature there is the aim of possession, which may 
produce an aggressive striving without the hate element of actual aggression. 
But the hate element or emotional component may develop later. This is a 
separation of the conative from the affective, quite in the hormic manner. He 
points out that play reactions with their element of fight pretence are the same 
in pacific and non-pacific animals—a somewhat artificial distinction, for the sheep 
displays a true aggressiveness within the herd in spite of its timidity towards 
other animals. He brings in the role of the aggression drive in depressive states, 
but does not mention its significance in the act of suicide. 

Of the sexual drives he begins by indicating the protean manifestations of sex, 
and states that, unlike the aggressive instinct, it may be annulled without danger to 
the individual. The significance of the sex-curve in the Trobrianders as determined 
by the sequence of tribal activity as modified by festivals, seasons and so on is 
co-ordinated with the normally observed effect of social milieu. 
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The author states that combativity and sex must exist side by side, and that 
it is useless to deny this. . 

The difference between male and female sexuality is dismissed by saying '' in 
the male the manifestations of the sexual instinct and the combative instinct 


are more accentuated than in the female ". The last part of the article is devoted 
to a plea for the direction of mental hygiene work towards the canalization of these 
two allied instincts. W. McC. HARROWES. 


Thalassa: A Theory of Genitality. | (Psycho-analytic Quarterly, vol. ti, p. 361, 
vol. iii, pp. 1 and 200, Oct., 1933, Jan. and April, 1934.) Ferenczi, S. 


Psycho-analytical evidence suggests that the various phenomena connected 
with coitus are conceived as symbolic actions in which the individual re-experiences 
the pleasure of intra-uterine life, the anxiety of birth and the subsequent pleasure of 
surmounting this latter danger successfully. By identifying himself with the 
phallus injected into the vagina, and with the spermatozoa swarming into the body 
of the female, he repeats symbolically the danger of death, which his animal 
ancestors victoriously overcame in the geological cataclysm of the drying up of the 
sea. This symbolic line of reasoning is supported by arguments derived from 
embryology and comparative zoology. The protective structures containing the 
amniotic fluid and sheltering the embryo were evolved in the case of land-dwelling 
species only. In those species in which the embryo develops without an amnion, 
no sexual union in the strict sense takes place. The possession of an organ of 
copulation, the development within the maternal womb and the circumvention of 
the danger of desiccation form a biological unity constituting the ultimate basis 
of the symbolic identity of the womb with the sea and the earth on one hand, 
and of the phallus with the child and the fish on the other. It is further suggested 
that in the act of coitus and in the simultaneous act of fertilization there are fused 
into a single unity not alone the individual catastrophe of birth and the most recent 
catastrophe to the species, that of desiccation, but all the earlier catastrophes since 
life originated. Therefore the '' thalassal regressive trend ’’, postulated as respon- 
sible for the urge to coitus, seeks not only the repose of intra-uterine existence, but 
also the death-like repose of the inorganic world. STANLEY M. COLEMAN. 


3. Psychiatry. 


The Results of Hereditary Prognosis in the Four Most Important Hereditary Groups 
[Die Ergebnisse der Erbprognose in den vier wichtigsten psychischen Erbhreisen]. 
(Zeits. f. Psych. Hygiene, vol. vi, p. 131, 1933.) Luxenburger, H. 


The “four most important'' groups are schizophrenia, manic-depressive 
insanity, epilepsy and mental deficiency. The author collects in this paper 
evidence published all over the world about those diseases and gives the figures in 
a tabulated form. The most interesting are the following : 

(1) Schizophrenic group: Probability in children of schizophrenics 9:1% (595 
cases), in grandchildren 2:42% (investigated 750 cases for the average population 
0°85%. Probability for diseases related to schizophrenia: for children 17:695, 
for grandchildren 4:65%. 

(2) Manic-depressive group: Probability in children of manic-depressives 
32:394 (investigated 162 cases), in the average population 0-44%. Probability in 
cyclothymic children 17:395, in the average population 0-8%. 

(3) Epileptic group: Probability in children of epileptics 1095, in the average 
population 0:395. 

(4) Mental deficiency : Probability in children 58%, for the average population 
about 195. S. L. Lasr. 
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The Morphology of Insanity as a Racial Process : A Study of Attention in Relation 
to Adaptive Disorders. (Brit. Journ. Med. Psych., vol. xiii, p. 296, Dec., 1933.) 
Burrow, T. 


The current specific method of psychiatry consists in the effort of the physician 
to replace the patient's deviate or abnormal ideas with ideas which are normal. 
Attention, which is the organism's medium of contact with the actualities around 
it, is of two kinds: the systemic process of attention consists in those internal 
tensional adjustments which relate the organism as a whole to the total object or 
environment ; the cerebral process of attention consists in those external tensional 
adjustments which relate the brain and its external senses to the object or environ- 
ment by means of the symbol or idea. The enormous over-specialization of function 
in the cerebral segment, due to the preponderant use of the symbol, has resulted in 
physiological tensions and strains in this region, which are definitely perceptible 
as processes alien to the organism as a whole. The conflict in mental disorders 
is between the physiological tensions and strains pertinent to the cerebral mode of 
attention, in contrast to those that belong to the organism's attention as a total, 
systemic function. This conflict is a physiological disparity, and is perceptible 
and remediable only through recourse to physiological methods of repair. The 
physician must apply himself to the actual physiological organism of the patient. 

Jonn D. W. PEARCE. 


Psychoneuroses of Childhood : Their Etiology and Treatment. (Brit. Journ. Med. 
Psych., vol. xiii, p. 313, Dec., 1933.) Schmideberg, M. 

All psychoneurotic manifestations are based on neuroses in childhood. Neurotic 
symptoms may occur even in the very first days of life. Probably no child between 
the ages of two and five years is free from anxiety, conversion or obsessional 
symptoms. In the latency period, through repression, instinctual energies are lost, 
often for ever, which might otherwise have been used in ego development, character 
formation and the ability to love. The importance of this loss is incalculable. The 
result in adult life appears in psychoneurosis, delinquency, psychosis and drug- 
addiction ; inhibition of intellectual capacity, the ability to love, social impulses 
and sublimations ; unhappiness, character abnormalities and sexual disturbances. 
Much misery and suffering may be avoided by a successful therapy in childhood. 
Cases are described which illustrate the various symptoms which anxiety produces 
in children, and the success of treatment by analysis is recorded. 

Joun D. W. PEARCE. 


The Nosological Position of Panic Reactions. (Amer. Journ. Psychiat., vol. xiii, 
f. 1295, May, 1934.) Diethelm, O. 

Panic reactions, maximal fear states which result from prolonged tension and 
insecurity, occur in certain constitutional make-ups as a reaction to specific life 
situations. Panics develop as the climax of a tension depression, or they may form 
an important and prolonged phase in depressions with uneasiness and anxiety. 
The term “tension depression " does not coin a new disease entity, but describes 
reactions of an attack type, in which tension and its symptoms are the outstanding 
complaint, and in which the depressive affect seems to play a subordinate role. 
From a formal point of view, we may distinguish between paranoid and disorganizing 
panics. M. HAMBLIN SMITH. 


Constitutional Factors in Homosexuality. (Amer. Journ. Psychiat., vol. xiii, p. 1250, 
May, 1934.) Henry, G. W., and Galbraith, H. M. 


The constitutional and physiological components of homosexuality have been 
unduly neglected. The bodily findings present in homosexual and heterosexual 
individuals are described. But the division between the two groups is somewhat 
arbitrary. Phylogenetically and embryologically we have evolved from a state 
of hermaphroditism. A predominance of maleness or femaleness is all that can 
be expected in those who are heterosexually adjusted. In many individuals the 
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sexual balance is so delicate that unfortunate sexual traumata in early life, or the 
many obstacles in the pathway to sexual maturity, may determine a homosexual 
development. Heterosexual development seems to be less difficult for female 
patients. None of the married homosexuals in the studied group had made a 
satisfactory marital adjustment, and three-fourths of their marriages had been 
dissolved. M. HAMBLIN SMITH. 


Homo-erotism and Paranoia. (Amer. Journ. Psychiat., vol. xiii, p. 957, March, 
1934.) -Brill, A. A. 

Homosexuality is not an independent phenomenon, but a part of the normal 
sexual instinct. Like other so-called perversions, pathological homosexuality 
may develop on an environmental basis, regardless of its constitutional factors. 
We may have homosexual difficulties of everyday adjustment, to which the sensuous 
performances of the frank homosexual are absolutely foreign. Active and passive 
homosexuality may belong to quite different syndromes. The adjustment of 
modern men is essentially homosexual. Whether in the struggle for bread or for 
women, men are always rivals. The task of civilization, as represented by all 
religions, is to do away with hatred and rivalry. The erotic or life instinct replaces 
the destructive or death instinct. It is the former that unites, and promotes love, 
and, in sublimated forms, promotes all the great assets of culture. Pathological 
homosexuality, while permitting much play to Eros, curtails its activities to a fatal 
extent; it is, at best, a narcissistic outlet. Paranoia is related closely to homo- 
sexuality in that it, too, is an offshoot of narcissism, but its regression to the anal- 
sadistic level enables the destructive impulses to push the erotic instinct into the 
background and thus make way for the sadism of the death instinct. The 
author follows Ferenczi in preferring Karsch-Haak’s term '' homo-erotism " to 
that of homosexuality, as rendering prominent the psychical aspects of the impulse 
in contrast to the biological term '' sexuality ". The paper is illustrated by case- 
histories of patients. M. HAMBLIN SMITH. 


Photographic Study of Ocular Movements in Mental Disease. (Arch. Neur. and 
Psychiat., vol. xxxi, p. 556, March, 1934.) Couch, F. H., and Fox, J. C. 

The author, using a Dodge mirror recorder, investigated 117 cases of mental 
disorder and explored four optical situations: (1) Pursuit of a moving pendulum, 
(2) optokinetic nystagmus, (3) response to commands to look to the right and to the 
left, and (4) response to peripheral retinal stimuli. 

In 16 patients the results were all normal, in 60 normal apart from disorders of 
attention. In the remaining 41 there was evidence of defect or of inadequate 
adjustment. In more than half of these a step-like interruption of the pursuit 
movement was present. Gross defects were present in 18 patients, involving the 
response to one or more of the optical situations, and pointing to a profound 
incapacity for ocular adjustment well beyond the domain of inattention. 

Both types of movement, pursuit and saccadic, were defective. Negativism 
was clearly shown in three patients in catatonic stupor. While watching the 
swinging pendulum the eye moved in a direction opposite to that of the pendulum, 
either by a quick jerk or a slow drift in the reverse direction. 

G. W. T. H. FLEMING. 


The Problem of Suicide. (Med. Journ. and Rec., Jan. 3, 1934.) Davidson, G. M. 


The author investigated 48 cases of suicide. He found that the following 
personality traits played an important role: Sensitivity, emotional immaturity, 
poor reaction to failure, and especially an increased tendency to suggestibility and 
a strong impulse life. The mechanism of suicide the author outlines as follows : 
At the time of suicide the individual has reached the limit of his resources, has lost 
his goal which represented all conscious and unconscious cravings, and has reached 
a state of extreme insecurity projected in fear of the unknown. The “dominant ”’ 
motive produces: an extreme contraction of the field of consciousness, a state of 
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inattention to life. The individual ceases to will, gives way to imagination, with 
the result that normal automatic rejection of what is unhealthy will cease. 
Treatment should consist in hospitalization, occupational therapy, and the 
elimination of fear. The insufficiency symptoms and hypochondriasis often 
encountered may be benefited by the administration of pituitary. Attention, of 
course, has to be paid to general health and hygiene. 

G. W. T. H. FLEMING. 


Studies on Suicide : II. Some Comments on the Biological Aspects of Suicide. 
(Psycho-analytic Review, vol. xxi, p. 146, April, 1934.) Lewis, N. D. C. 

Every biological activity, including pathological processes, is in some way an 
attempt at adaptation. In the pathological process a competitive situation is 
created between the forces attempting to maintain a certain level of adjustment 
and those acting in a destructive manner, the latter, the regressive elements, 
tending to bring the organism to a lower level of adjustment. A complete victory 
for the regressive elements produces a total failure in adaptation. 

Suicide comes under the category of profound pathological situations in which 
the regressive parts totally destroy the adaptation, and this translated into terms 
of psychiatry indicates that those who commit or attempt suicide are in a patho- 
logical mental state of the dimensions of psychosis. It is not logical to assume 
the absence of a psychosis in any case of suicide because there have been no obvious 
classical symptoms of mental disorder. 

Accidental suicidal acts, complete or aborted, carried out by psycho-neurotic 
persons with no intention of ending life, have their own psychogenic determinants 
and should not be classified with genuine suicide. Acts of self-destruction by 
“custom ", such as the Japanese “ hara-kiri ", should also be excluded, since 
there is no choice in the matter of life or death. Lastly the relationship of mass 
suicide to genuine suicide has not yet been accurately determined, but psycho- 
logically the former appears more closely related to mob-delirium. 

STANLEY M. COLEMAN. 


The Psychogenesis and Prognostic Value of Cotard's Syndrome [Sobre la psicogénesis 
y el valor pronóstico del sindrome de Cotard). (La Semana Méd., vol. xli, 
p. 1172, April 19, 1934.) Loudet, O., and Dalke, L. M. 


Cotard's syndrome consists of systematized ideas of negation, with a collection 
of other secondary elements, and is met with only in cases of '' anxious ’’ melan- 
cholia and of chronic hypochondriasis. It must be distinguished from the isolated 
ideas of negation which occur in other psychotic conditions. Cotard’s syndrome 
is constituted by a complex of symptoms which are well defined and are logically 
bound together. It is not a mere collection of ideas, without nosological or prog- 
nostic value, but is a true secondary systematization. The occurrence of the syn- 
drome is always of grave import, but it does not invariably involve a prognosis of 
chronicity. It may present itself in acute or chronic form. It is suceptible of cure 
in certain cases of melancholia and when it occurs in relatively young subjects. 

M. HAMBLIN SMITH. 


A Case of Stupor of Twelve Years’ Duration with Complete Amnesia for Ten Years. 
(Amer. Journ. Psychiat., vol. xiii, p. 1272, May, 1934.) Munn, C. 

The woman whose case is described was '' dead to the world " for ten years. 
This psychological death was the logical culmination of a process of regression 
beginning with her mother's death, hastened by a proposal of marriage and com- 
pleted by an attack of influenza. Improvement commenced after an attack of 
Vincent's angina. Recovery was accompanied by a complete amnesia for ten 
of the twelve years of the stuporose period. It is of interest to note that both the 
precipitating and the ameliorating factors were acute febrile conditions. Little 
or no blunting of intelligence was found on emergence from the stupor. The 
literature on the subject is reviewed. M. HAMBLIN SMITH. 
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An Examination of the Clinico-Pathological Evidence Offered for the Concept of 
Dementia Precox as a Specific Disease Entity. |(Amer. Journ. Psychiat., 
vol. xiii, p. 1039, March, 1934.) Conn, J.H. 


After an exhaustive review of the literature on this subject, the author concludes 
that there are many contradictory opinions on the topic of a uniform anatomical 
basis to this disorder. There has been no satisfactory correlation between the so- 
called classical groups of dementia præcox and specific anatomical findings. The 
same histo-pathological findings which are reported as being specific for these 
groups are also reported as present in a variety of organic and toxic conditions. 
Further, there is no uniformity in the clinical views of what constitutes a dementia 
præcox reaction. The attempts to group these heterogeneous findings into a 
specific disease entity have proved to be progressively less productive of constructive 
formulations during a period of fifty years of intensive research. 

M. HAMBLIN SMITH. 


Schizophrenic States in the Functional Psychoses and in Normal Individuals. (Amer. 
Journ. Psychiat., vol. xiii, p. 1214, May, 1934.) Page, J., Landis, C., and 
Katz, S. E. 

The concept of the “ total personality '" has given us a new orientation in 
the study of mental disease. A questionnaire consisting of fifty typical schizo- 
phrenic behaviour traits, as determined by a consensus of psychiatric opinion, was 
given to 100 manic-depressives, 125 schizophrenics, and 240 normal individuals. 
The two latter groups averaged about 18 schizophrenic traits, the manic-depressive 
group averaged only r4 such traits. Analysis of individual traits failed to reveal 
a dichotomy of personality types underlying schizophrenic and manic-depressive 
patients. The research throws doubt upon the hypothesis that the '' total per- 
sonality ” is basic in the development of the disease syndrome ; either the question- 
naire method is not a valid mode of checking the hypothesis, or the hypothesis 
itself is incorrect. M. HAMBLIN SMITH. 


The Concomitance of Organic and Psychological Changes during Marked Improvement 
in Schizophrenia. (Amer. Journ. Psychiat., vol. xiii, p. 1349, May, 1934.) 
Erickson, M. H. 

Detailed studies were made for a period of seven months on a patient suffering 
from schizophrenia, catatonic reaction type. Three distinct psychiatric states 
were found : stupor, recovery from the stupor, and a condition of apparent recovery 
from the psychosis. During the stuporous state he was under weight, had dimi- 
nished oxygen consumption, reduced body temperature, polyuria and delayed 
colonic emptying time. During the second period he gained weight, manifested a 
slight increase in body temperature, a slight decrease in oxygen consumption rate, 
and mild secondary anæmia. During the third period he seemed to have reached 
the level of his pre-institutional mentał state, had gained weight, and showed a 
normal body temperature and oxygen consumption rate. There was evidence of a 
pituitary deficiency manifested at about puberty. When more studies of this 
kind have been made, we may have an answer to the question of functional inter- 
dependence. M. HAMBLIN SMITH. 


The Mental State in Katatonia (L'état mental au cours de l'accès catatonique). (Ann. 
Méd. Psych., vol. xiv (1), p. 317, March, 1934.) Baruk, M. 

Patients, in a remission following a katatonic phase, complain especially of having 
experienced a feeling of mental torpor. They state that their will-power was under 
control and that the power of spontaneous initiative was lost. Frequently impera- 
tive hallucinations or vague delusional ideas are brought forward to explain this 
feeling. Despite the total absence of directed thinking, there is little impairment 
of memory fixation. Diminished affectivity is usually experienced, though some 
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cases describe heightened emotionalism bordering on ecstasy. When the condition 
had evolved towards hebephrenia there was diminished consciousness with unaware- 
ness of the automatisms and stereotyped speech and actions. These psychological 
phenomena are an attempt by the patient to describe and account for the subjective 
results of the causal cerebral toxemia, and support previous physiological and 
experimental work on the etiology of this condition. STANLEY M. COLEMAN. 


Thought in Schizophrenia. (Arch. Neur. and Psychiat., vol. xxxi, p. 1063, May, 
1934.) Vigotsky, L. S. 

The author studied the development of thought in children up to the age of 
puberty and the deterioration of thought in schizophrenia. 

He found that the most important development of thought in adolescence was 
the change from '' complex " types of thinking to conceptual types of thinking. 
[By complex-thinking the author means a simple elementary generalization found 
in the thought processes of a child, primitive man or a psychotic patient. It may 
be thought of as group thinking.) He also found that the most important deteriora- 
tion of thought occurring in schizophrenia was an impairment in the function 
of the formation of concepts. 

This investigation consisted in offering the patients a situation which required 
the formation of artificial concepts which would not be met with anywhere 
but in the setting of a laboratory experiment. It was possible by this method 
to demonstrate the impairment of the formation of concepts, not only when the 
disturbance of thought was quite apparent, but also in the cases in which no formal 
disorder of thought could be demonstrated. 

The most frequent association structures encountered were (1) collective think- 
ing, in which various objects are grouped together as if they formed a collec- 
tion composed of different objects united by certain relationships; (2) chain 
complex thinking ; (3) associative complex thinking ; (4) pseudo-complex chain- 
thinking. 

There was great difficulty in the formation of new concepts, although those 
formed previouslv were used well and quite automatically. 

Some writers have compared the thinking of schizophrenics with the thinking 
of primitive people, with thought in dreams and finally with intellectual processes 
in lower animals, especially with the process of thought in spiders, as shown by 
Volkelt. However, the author points out that the selective consciousness of the 
spider does not so much perceive isolated sensations as perceive total conditioned 
emotional situations. Between abstract thinking in the form of concepts and 
thought as it is exhibited by the spider there are a great many developmental 
steps. 

The complex thought observed in schizophrenics is the nearest step to conceptual 
thought and immediately precedes it genetically. There are millions of years of 
development between the process of thought of a spider and concept formation. 

Early in schizophrenia the meaning of words is changed, but it is difficult to 
show these changes without using special methods. In schizophrenia, the patient 
uses in his speech the system of fixed names which he learned in childhood. When 
the disintegration takes place he reverts to complexes in the place of concepts. 
Each one of us carries schizophrenia in a latent form, i. e. in the mechanisms of 
thought, which when uncovered become the central figure in the drama of schizo- 
phrenic thought. The meanings of words become pathologically altered in schizo- 
phrenia, though such alterations do not become apparent for a long time. The 
experiments showed that there is a better understanding between schizophrenics 
and normal persons than between one schizophrenic and another.  Disturbance 
in the capacity to understand words used in a metaphorical sense is a frequent 
characteristic of schizophrenia. The patients cannot see in a situation concretely 
described meanings other or more abstract than those directly signified by the 
particular words used in describing it. 

Study of the perceptions of a patient with schizophrenia shows that various 
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common perceptual objects easily lose their common perceptual characteristics. 
Slight variations in light or in the position of the object bring out in the patient 
responses similar to those of normal persons to the Rorschach tests. Just as normal 
persons may see fairies, faces, landscapes, etc., in the ink-blots, the schizophrenic 
attaches to objects the most extraordinary meanings if there is the slightest change 
in their customary appearance. 

The author does not look on schizophrenia as a psychogenic disorder. Dis- 
turbances in concept formation are the immediate result of the disease, not its 
cause. G. W. T. H. FLEMING. 


Sleep and its Relationship to Schizophrenia. (Journ. Neur. and Psvchopath., vol. xiv, 
p.247, Jan., 1934.) Ewen, J. H. 

The writer discusses the Hess theory of sleep, which postulates sleep as a vege- 
tative process by which the autonomic nervous system regulates the activity of the 
higher cerebral functions. He investigated 10 cases of schizophrenia, and found 
that their total number of hours of sleep was greater than that of 1o normal persons, 
that 7 had miosis, and that ergotamine was without action on the duration of sleep 
or on the size of the pupils. The carotid sinus reflex was present in all ro. He 
considers that many of the signs and symptoms of schizophrenia are those of over- 
activity of the parasympathetic. G. W. T. H. FLEMING. 


Familial Organic Psychosis (Alzheimer's Type). (Arch. Neur. and Psychiat., vol. 
xxxi, D. 737, April, 1934.) Lowerberg, K., and Waggoner, R. W. 

The authors describe a case of Alzheimer’s disease in a man who died at the 
age of 37. Four other members of the family had died in their fourth decade from 
somewhat similar conditions, all undoubtedly Alzheimer’s disease. The early 
age and the presence of so marked a heredity have not previously been emphasized 
in Alzheimer’s disease. From a clinical viewpoint cases may be divided into the 
presenile type which is the commonest, the juvenile type which is rare, and an 
intermediary type. G. W. T. H. FLEMING. - 


Somnambulism in the Intoxications [Sonambulismo nas intoxicagóes]. (Revista da 
Assoc. Paulista de Med., vol. iv, p. 20, Jan., 1934.) Alvim, J. F., and de 
Alvarenga, T. | 


The authors concentrate upon the determining factors of somnambulism. They 
believe that observations indicate the presence of two causes—a neurotic predis- 
position and poisoning. They describe the conditions which cause neurotic patients 
to be disturbed in sleep. They also describe a case of hysterical somnambulism 
in a morphinomaniac. They explain the psycho-physiological mechanism as being 
subordinated to a toxic sensorial excitement, originating during sleep, with associa- 
tion of ideas producing groups of images manifested by hallucinations of sight and 
hearing. They consider that there is a type, hitherto undescribed, of somnambulism 
which is characterized by very lively motor reactions, and which they suggest 
should be known by the name “ oneirobania ''. M. HAMBLIN SMITH. 


Spiritistic Alienation [Delirio espirita]. (La Semana Méd., vol. xli, p. 743, March 8, 
1934.) Gorriti, F. 

Very few text-books describe this condition as a distinct entity ; most writers 
agree in regarding it as a direct result of the abuse of spiritistic practices, looking 
upon it as similar to '' religious mania ” in its mode of development. The author, 
however, considers that the condition should be regarded as a clinical variety of 
paranoia. A detailed description of a case is given, including specimens of patient's 
letters and interpretations given by the patient of '' spirit photographs ”’ 

M. HAMBLIN SMITH. 
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A Tuberculosis Survey in Mental Hospitals. (Amer. Journ. Psychiat., vol. xiii, p. 
975, March, 1934.) McGhie, B. T., and Brink, G. C. 


A higher percentage of tuberculous disease is found in patients with mental 
conditions than in the patients in general hospitals or in the general population 
(exclusive of certain industrial groups). Infection with tubercle bacilli has taken 
place in a higher percentage of mentally defective children than in apparently 
healthy school-children. In all suspicious cases every effort must be made to rule 
out tuberculosis as the cause of the symptoms. Temperature records, sputum 
examinations and weight charts are of great value, but an X-ray of the lungs is 
essential before the probability of tuberculosis can be eliminated. A properly 
conducted intracutaneous test is of great importance. Morbidity from tubercu- 
losis is high in the nursing profession. Nurses with no pre-existing infection and 
resulting immunity should not be allocated in wards with known open cases of 
tuberculosis. X-ray pictures of the lungs should be taken of all probationer 
nurses before they are accepted. M. HAMBLIN SMITH. 


4. Neurolo£gy. 


The Neuropathic Factor in Disease. (Birmingham Med. Rev., vol. viii, p. 252, 
Dec., 1933.) Evans, J. J. 

Against the theory that focal infection and elective affinity establish secondary 
diseases, the author adduces the lack of adequate scientific proof, the unilaterality 
and ipsilaterality of the secondary lesions, and the occurrence of secondary diseases 
with non-septic primary lesions. Adopting the eye for illustrative purposes, he 
suggests that secondary lesions result from ‘ lowered vitality " of the tissues 
secondarily affected, due to defect of “trophic influence” or to reflex antidromic 
impulses. The ipsilaterality of the secondary lesion is accounted for bv the 
antidromic, noxious, long axon-reflex disturbing the vascular state of the tissues. 

Jouu D. W. PEARCE. 


Head Injuries. (Arch. Neur. and Psychiat., vol. xxxi, p. 893, May, 1934.) Strauss, 
I., and Savitsky, N. 

The writers point out the importance of a very complete neurological examina- 
tion. Mann has mentioned as often overlooked the following symptoms: Difficulty 
in lateral conjugate gaze, a slight tendency to fall to one side, diminished corneal 
reflexes, and slight disorders in co-ordinated movements. Goldstein emphasized 
that mild involvement of the cerebellar pathways is often overlooked, as are 
also residuals of aphasia and mild forms of sensory agnosia. Changes in 
tonus limited to one limb, slight postural defects, defective associated movements, 
convergence reactions and other less striking evidences of disease of the basal 
ganglia are often missed. Others have pointed out the importance of an isolated 
positive Rossolimo reflex, mild contraction of the visual fields or diminished 
vibratory sensation in the lower limbs. There should be a careful study of the 
nature of the intellectual processes, the quality of the sensory experiences and the 
status of the volitional tendencies. Many head injuries show ready fatigability, 
emotional lability, difficulty in thinking, etc.—all changes similar to those found in 
the early stages of an organic psychosis. 

The authors plead for the use of special technique in the making of tests and for 
the examination of the affective side of the mind. They also point out the frequent 
occurrence of defects in the visual fields ; in some cases the colour fields are affected. 
A careful otological examination will often reveal defects of the vestibular apparatus, 
and by using an audiometer degrees of deafness otherwise missed will be detected. 

Encephalography and ventriculography often show changes not otherwise 
thought of. There is a great need for pathological studies of brains some years 
.after the head injury. G. W. T. H. FLEMING. 
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Brain Trauma. (Arch. Neur. and Psychiat., vol. xxxi, p. 956, May, 1934.) Winkel- 
man, N. W., and Eckel, J. L. 


The authors made a histological study of a group of cases of severe brain trauma. 
They point out that in some cases the trauma makes more active a pre-existing 
process, such as a syphilitic one. Subarachnoid hemorrhage is the most common 
gross lesion. Large and small hemorrhages within the brain substance are com- 
paratively common. The onset of cedema shortly after an injury increases the 
damage to the brain. 

The development of pial cortical adhesions could be traced from the beginning 
as the result of subarachnoid hemorrhage and secondary reaction. ‘‘ Traumatic 
neuroses ” are usually based on organic changes. G. W. T. H. FLEMING. 


The Problem of the Pathogenesis and Psychopathology of the Amnesic Syndrome after 
Skull Injuries [Zur Frage der Pathogenese und Psychopathologie des amnesti- 
schen Symptomencomplexes nach Schádeltraumen]. (Zeits. f. d. ges. Neur. u. 
Psychiat., vol. cxlix, Nos. 1-3, pp. 134-75, 1933.) Klein, R., and Kral, A. 

The authors describe four cases in detail. The cases seem to confirm the view held 
by Schröder that the concussional psychosis shows three stages : The first is that 
of deep unconsciousness, the second transitional stage resembles delirium, and the 
last stage is the amnesic, which tends to disappear gradually. From the analysis 
of the second stage mainly, the authors come to the conclusion that a lesion of the 
brain-stem, and not a diffuse general lesion of the brain, must be held responsible 
for the syndrome. This conclusion is reached not only by the study of the psychic 
symptoms, but from the somatic and vegetative disorders and from comparison 
with alcoholic delirium. 

The amnesia in this type of case can be classified as anterograde amnesia, 
retrograde amnesia and amnesia for the past. 

The anterograde amnesia involves a space of time after the accident, in which 
the patient may have apparently regained consciousness. It cannot be explained 
psychologically only, and the authors think an “ apsychogenic ” explanation 
necessary, assuming that many happenings do not “ enter the personality ''. 

The amnesia for the past, in which the history of the whole life and the formerly 
acquired knowledge is lost, is only a temporary one, passing away gradually. It 
is not due to a disorder on the receptive side, but is a disorder of reproduction. 

The retrograde amnesia can be explained psychologically to some extent, the 
authors assuming that sometimes psychogenic mechanisms come into play and that 
a defective reception might be of importance too. 

The authors believe that their theories hold for the amnesias due to traumatism 
only, and that they could not be generalized and applied to amnesic syndromes 
from other causes, as in senile changes of the brain. S. L. Lasr. 


Can Traumatic Epilepsy Develop as a Sequel to Uncomplicated Simple Concussion ? 
[Kann traumatische Epilepsie als Folge einer. unkomplizierten, einfachen 
Gehirnerschütterung entstehen ?}. (Acta Psych. u. Neur., vol. viii, p. 549, 1933.) 
Kaila, M. | 


By simple uncomplicated concussion the author understands the following 
syndrome: Unconsciousness of short duration, consciousness returning quickly 
and remaining clear; the patient may vomit for some time and have an altered 
pulse and respiration, but no other serious somatic or psychic symptoms. 

Amongst 194 cases of head injury seen by the author, 78 cases belonged to this 
group; his second group of 54 cases had a fracture of the base or of the vault 
without dislocation, and the remaining 62 cases had more severe psychic or 
somatic symptoms, compound or depressed fractures. 

In the first group he observed 4 epileptics, but only in one of them could the 
traumatism be held responsible. The second group contains 3 epileptics where the 
disease seemed to be due to the injury, and in the last group 6 had real epileptic 
seizures and 6 had epileptic equivalents in consequence of the accident. 
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Kaila deducts from these figures that traumatic epilepsy may occur as a sequel 
to uncomplicated simple concussion, but that this occurrence is a rare one. 
S. L. Lasr. 


A Case of Cyst of the Ependyma of the Third Ventricle : A Contribution to the Problem 
of the Relationship of Psychic Symptoms to the Brain Stem [Ein Fall von 
Ependymcyste des III Ventrikels: Ein Beiträg zur Frage der Beziehungen 
psychischer Störungen zum Hirnsiamm]. (Zetts. f. d. ges. Neur. u. Psychiat., 
1933, cxlix, pp. 312-344.) Foerster, O., and Gagel, O. 

The authors give a full clinical and histological description of a cystic tumour 
situated in the third ventricle. They believe this tumour to have taken origin in 
the ependyma. The psychical state was characterized by disorientation, loss of 
memory as well as of impressionability, confabulations and apathy interrupted 
by euphoric states. According to the authors, the picture resembled Korsakov's 
psychosis. Six other cases of tumours affecting the third ventricle are then 
described, in which a definite maniacal state was one of the features. In 4 cases 
this appeared during the operation, whereas 3 showed this state previous to the 
operation, and it was obviously mechanical] irritation of the infundibulum which 
provoked the mania. 

Having mentioned the maniacal state occurring in tumours of the quadrigeminal 
plate and the unconsciousness and coma which arise spontaneously in tumours of 
the third ventricle, and often during operations near the corpora quadrigemina, 
the authors express the following view : 

The functions of the cortex, as the region where the neurodynamic processes 
related to consciousness, take place, are stimulated by the anterior part of the 
hypothalamic region, and inhibited by the medulla oblongata and the grey matter 
round the aqueduct and the posterior part of the third ventricle. Mania, therefore, 
can develop either by stimulation of the activating region (anterior hypothalamic 
region) or by depression of the inhibitory one (quadrigeminal region). On the other 
hand, sleep and unconsciousness can be produced by stimulation of the inhibitory 
region or depression of the (stimulating) hypothalamus. S. L. Lasr. 


Tolosa's Sign and the Changes in Deep Sensibility Occurring in Tabes [O sinal de 
Tolosa e as alteracoes da sensibildade profunda na tabes). (Revista da 
Assoc. Paulista de Med., vol. iv, p. 78, Feb., 1934.) Bicudo, J. da F. 

There are two cremasteric reflexes—superficial (R.C.S.), obtained by light 
friction, and in close relation with tactile sensibility, and deep (R.C.P.), obtained by 
deep pressure, and in strict relation with deep and especially with visceral sensibility. 
These reflexes disappear, either separately or conjointly, in various nervous diseases, 
and the disappearance is known as Tolosa's sign. The alterations of the reflexes 
observed in 16 cases of tabes are tabulated and discussed. It is suggested that 
further observations in this field may produce results of considerable diagnostic 
importance. | M. HAMBLIN SMITH. 


The Blinking Reflex [Le réflexe de clignement à la menace]. (L’Encéphale, vol. xxix, 
p. 1, Jan., 1934.) Rademaker, G. G. J., and Garcin, R. 

The authors conclude that rolandic and occipito-rolandic lesions are capable 
of abolishing the blinking reflex in the heterolateral temporal field without hemi- 
anopsia in that part of the field. They point out that this finding is in accord with 
physiological experiments, and that it is of significance both for its evidence as to 
the path of the reflex and in diagnosis. They mention that their thesis has received 
confirmation as a result of surgical intervention in the area mentioned. 

W. McC. HARROWES. 


Painful Paroxysmal Hereditary Akinesta (Heredo-akinesie paroxystique douloureuse. 
(L'Encéphale, vol. xxix, p. 100, Feb., 1934.)  Koulhov, A. E. 

This communication, from the Neurological Clinic at Moscow, describes a 

condition occurring in certain children when their meals are not regular and when 
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the interval between them extends to seven hours. The condition is characterized 
by pain in the extremities with akinesia unassociated with paralysis. The condition 
tends to be familial. The ingestion of food puts an end to the attack, and depri- 
vation of nourishment seems the essential cause. The condition has been observed 
in six members of the same family. 

The author states : 

(1) The condition is a nosological entity and has the following characteristics : 

(a) Pain and weakness, slight paresis, tenderness of the nerve-trunks, 
objective blunting of sensibility. 

(b) Deprivation of food is the cause of the attack. The longer the 
deprivation the worse the attack. 

(c) Local fatigue—predominant use of any member—determines the 
site of onset. 

(d) There is no periodicity apart from deprivation of food. 

(e) The condition begins proximally in the limbs. Consciousness is 
not involved, apart from some apathy and listlessness. 

(f) Duration of the attack is variable and depends on food intake. Depend- 
ing on the intensity, a few hours to one to two days are required for the 
‘liquidation ” of the attack. 

(g) Complete normality occurs between attacks. 

(2) The condition is familial, and each member of the family has the same type 
of attack. This gives confirmation to the nosological existence of the state. 

(3) The author is inclined to believe that the origin is peripheral. 

(4) The condition seems to belong to the paroxysmal syndrome type, such as 
migraine and periodic paralysis. 

No suggestion as to pathology is made. It is to be searched for along the 
lines of the above-mentioned conditions. 

Probably there is a myopathic element, and certainly also a vegetative disturb-. 
ance. 

Prognosis depends on the régime of the individual. 

The author states that the type of food does not seem to have any significance, 
but gives no dietary facts. W. McC. HARROWES. 


Subacute Forms of Poliomyelitis [Les poliomyélites subaigués]. (L'Encéphale, vol. 
xxix, p. 32, Jan., 1934.) Poursines, Y. 

The term ‘‘ poliomyelitis ” should apply only to inflammatory processes affecting 
the anterior horn of the spinal cord. It is necessary to establish this, the author 
States, because of a tendency to use the word to indicate the symptoms of the 
whole picture of the disease. 

The author indicates the existence of a form of poliomyelitis intermediate 
between true Heine-Medin disease and Duchenne's chronic state, where there is a 
true poliomyelitis, but with a subacute progression. This condition is subdivided into 
three sections: (a) An idiopathic condition, definitely established ; (b) a condition 
due to the attenuated activity of a neurotropic virus which may be the virus of 
Heine-Medin or some other neurotropic virus; (c) syphilitic subacute poliomyelitis. 
The article is illustrated and cases are quoted. The distinction from the acute 
forms is purely quantitative. More attention is devoted to the pathological than 
the clinical aspect. W. McC. HARROWES. 


Focal Striatal Lesions [Lésions en foyer du striatum: Troubles de la mimique, 
itérations motrices, hypertonie]. (L’Encéphale, vol. xxix, p. 127, Feb., 1934.) 
Gwiraud, P., and Derombies, M. 

The authors describe a case showing— 

(a) Facial expression replaced by grimacing. 

(b) Tachypnoea of an irregular nature with synkinetic masticatory movements 
and associated movements of walking when accelerated. 

(c) Generalized hypertonia and cataleptic attitudes. 

(d) Dysphagia and dysarthria. 


LXXX. 4I 
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They attribute this syndrome to a lesion affecting the head of the caudate 
nucleus, part of the putamen and the upper part of the globus pallidus. 
W. McC. HARROWES. 


The Narcolepsies : Cryptogenic and Symptomatic Types. (Arch. Neur. and Psychiat., 
vol. xxxi, p. 615, Jan., 1934.) Nothin, J., and Jelliffe, S. E. 

Narcolepsy is a group of symptoms that may occur under a variety of conditions. 
The cases reported in the literature can be classified in five definite groups: (1) 
Attacks of sleep and hypersomnia in psychoneuroses, in manic-depressive psychosis 
and in schizophrenia ; (2) narcoleptic attacks in chronic epidemic encephalitis ; 
(3) narcoleptic attacks in cases of involvement of the central nervous system, 
exclusive of Group 2, and in cases of somatic disease; (4) attacks in combination 
with convulsive (epileptic) attacks; (5) attacks in cases in which there are no 
definite signs pointing to organic pathological changes—these are the cryptogenic 
types of narcolepsy. The authors discuss the theories of sleep, and the etiological 
and pathogenic possibilities. It is suggested that the narcolepsies are closely 
related to the epilepsies. This is based on the following considerations: (1) The 
paroxysmal nature of the narcoleptic attacks; (2) the occasional occurrence of 
various types of aura preceding the attack; (3) the hyperkinetic manifestations 
reported during the narcoleptic attacks; (4) the confusional states reported at 
times as following the attacks; (5) the mixture of both types of attack, the 
narcoleptic and the epileptic, in the same person ; (6) the occasional transition of 
narcoleptic manifestations into epileptic seizures and vice versa ; (7) the epileptic 
heredity in some instances ; (8) the fact that, as with the epilepsies, there are 
symptomatic and cryptogenic types of narcolepsies. 

G. W. T. H. FLEMING. 


5. Oligophrenia (Mental Deficiency). 


The Brain of the Mental Defective. Part II : The Corpus Callosum in its Relation to 
Intelligence. | (Journ. Neur. and Psychopath., vol. xiv, p. 217, Jan., 1934.) 
Ashby, W. R., and Stewart, R. M. 

The authors measured the area of the mesial cross-section of the corpus callosum 
in 69 brains, 60 being from mental defectives of known mental age and 9 from 
normal persons. There was no evidence of any specific correlation between the 
area of the corpus callosum and mental age. The change in size of the corpus 
callosum with mental age appears to be simply part of the general change in size. 

G. W. T. H. FLEMING. 


Segregation of the Morally Defective [L'internement des arriérés sociaux (pervers 
constitutionnels)]. (Ann. Méd. Psych., vol. xiv (1), f. 157, Feb., 1934.) 
Xavier et Abély, P. 

The moral defective and the normal recidivist should be carefully differentiated. 
In the former group 75% give a history of delinquency in childhood. Education 
and environment have no ameliorating effect. The moral defective shows evidence 
of irresistible antisocial impulses, his criminal propensities are frequently bizarre, 
and there is a discrepancy between risk and profit. The point of discord between 
him and society is not localized as 1s usual in the normal recidivist ; there are 
multiple points of friction; he is a polymorphous pervert. Lastly the moral 
recidivist can be disciplined, while the moral defective is as unruly in prison as 
elsewhere. 

Other forms of constitutionally pathological delinquents also come into the 
differential diagnosis. There are specialized perverts, such as the sexual, the pros- 
titute and certain obsessionals, who commit stereotyped delinquencies ; periodic 
types suffering from cyclothymia; and an important group of recidivistic 


1934.] TREATMENT AND PHARMACOLOGY. 599 


delinquents, who are not perverse, but who suffer from excessive irritability and lack 
of emotional control resulting in acts of violence. 

The moral imbecile is unsuited to the régime of the mental hospital, where he 
may either present no symptoms and be prematurely discharged, or may be a 
constant source of disturbance, deriving no benefit from the usual therapeutic 
measures. Again, he is not deterred by punishment, the sentence of imprisonment 
being always too short. In the writer’s opinion there should be suitable legislative 
changes allowing the establishment of special psychiatric centres for this type of 
delinquent. It is insisted that only deprivation of liberty for an indefinite period, 
in a hospital provided with facilities for disciplinary measures and social readaption 
by occupational therapy, would have any effect. Discharge would only be allowed 
after repeated examinations by specialists and after a prolonged period of good 
behaviour. It is pointed out that the number of these abnormal delinquents is 
exaggerated on account of their frequent recidivism; they are compared to the 
supernumeraries at a theatre, who give the illusion of a long procession by their 
continual reappearance. STANLEY M. COLEMAN. 


6. Treatment and Pharmacology. 


The Child Guidance Clinic in America: Its Evolution and Future Development. 
(Brit. Journ. Med. Psych., vol. xiii, p. 328, Dec., 1933.) Hardcastle, D. N. 


The author traces the development of the child guidance clinic in America. 
He describes the general practice of the clinic, and indicates the ways in which the 
particular technique of each member of the team—psychiatric social worker, 
psychologist and psychiatrist—has affected the whole philosophy of the clinic. The 
almost universal interest in popular psychology is investing the child guidance 
movement with a much wider aspect, and its ramifications are to be found in all 
grades of society. 

A questionnaire addressed to twelve representative clinics reveals a considerable 
divergence of opinion regarding fundamental tenets. Most are agreed that a lack 
of psychiatric education renders the general practitioner unable to co-operate ; 
referrals should come from all sources ; personal psychiatric contact with the child 
is not nullified by the team principle; the aim of the clinic to help the patient to 
adjust to environment or to change environment depends on the site difficulty ; 
the type of treatment is that which will suit the child, psycho-analysis not being 
used. The róle of the social worker is being shifted gradually from the social to 
the therapeutic level, and the psychologists also are undertaking direct individual 
therapy. jou D. W. PEARCE. 


Family Allowances as a Eugenic Measure. (Character and Personality, vol. ii, p. 99, 
Dec., 1933.) McDougall, W. 

The author advocates the institution of family allowances as a measure of great 
eugenic possibilities. The premises of this argument, first advanced in 1906, are: 
(a) In Western civilization the operation of “ the social ladder " effects a tendency 
for persons better endowed physically, morally and intellectually to rise in the 
scale of social strata, or, if born in the upper strata, to maintain themselves 
therein; and the converse applies. Consequently naturally gifted children are 
procreated in very much larger proportion by the upper than by the lower social 
strata. (b) The individuals and social classes potentially the most fertile in 
children of talent have at present, and have had for some generations, an increas- 
ingly low birth-rate. New evidence strengthening these premises is briefly sum- 
marized. A widespread system of family allowances may be highly dysgenic or 
powerfully eugenic ; in the former a flat rate applies, the same for all ; in the latter 
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the amount of allowance per child is proportionate to the salary of the parent. 
Negative eugenic measures (sterilization of the feeble-minded, etc.) can bring only 
very limited benefits, whereas positae eugenic measures are the most urgent need 
of our time. Joun D. W. PEARCE. 


Occupational Therapy in Veterans Administration Facilities. |. (Occupat. Ther. and 
Rehabil., vol. xis, p. 357, Dec., 1933.) Kefauver, H. J. 

Occupational therapy is an essential form of treatment for neuro-psychiatric 
patients, and is very valuable in tuberculous and general hospital cases. Articles 
made by patients in veterans administration hospitals are Government property, 
to be disposed of by a board of appraisers. The primary objective is the physical 
and mental betterment of the patients, the material benefits accruing to the hospital 
being of secondary importance. Joun D. W. PEARCE. 


Musical Experiment with Patients and Employees at Worcester State Hospital. 
(Occupat. Ther. and Rehabil., vol. xii, p. 341, Dec., 1933.) Searle, W. F. 


A musical test given to over fifty patients and employees indicated that mental 
patients respond emotionally to music, and derive as much benefit therefrom as do 
normal people. «Jonn D. W. PEARCE. 


Epilepsy : Treatment of Institutionalized Adult Patients with a Ketogenic Diet 
(Arch. Neur. and Psychiat., vol. xxxi, p. 787, April, 1934.) Notktin, J. 
The author treated 20 institution adult patients with essential epilepsy by 
means of a ketogenic diet for periods varying from 108-729 days. Each patient 
showed evidence of mental deterioration, and 89:594 gave a positive acetone reaction 
in the urine. 
With the exception of two cases there was an increase in the number of fits. 
Eight patients of this group showed a decrease of the basal metabolic rate during 
the diet, sometimes reaching very low values. G. W. T. H. FLEMING. 


Malarial Delirium and Paralytic Paraphrenias (Onirisme Malariaque et Para- 
phrénies Pavalytiques}. (L’ Encéphale, vol. xxix, p. 73, Feb., 1934.) Masquin, 
P., and Borel, J. 

Malarial therapy brings about certain modifications in the course of general 

paralysis. These are divided into— 
(a) Psychoses of the febrile period. 
(b) Late psychoses—the so-called paraphrenic states. 

Of the delirious states it is stated that they are relatively frequent and are 
typical with fluctuating hallucinations of all the senses, definitely due to the 
malarial injection, and to be distinguished from other delirious states supervening 
in general paralysis by the absence of the “ luxuriant richness habitual to toxic 
deliria '" and by a tendency to become stereotyped. Auditory are more common 
than visual hallucinations. The accompanying confusion is less marked than in 
other deliria. The condition tends to clear up entirely, leaving no confusion, 
and does not appear to be continuous with the enfeeblement which may later 
appear. A post-delirious psychosis is described, generally of a paranoid nature. 
Delirium as a feature of general paralysis is no new concept, and its association with 
alcohol has been suggested, but is denied by the authors, who state that it is due 
to the malaria alone, and as a rule appears only in cases where there is evidence 
of hepato-renal inadequacy. 

The late psychoses (paraphrénies paralytiques) develop after malaria and after 
the febrile period has passed, either early or late. They have been described bv 
other authors as confusional, hallucinatory, systematized, stuporose, with ideas 
of reference, manic-depressive, hypochondriacal, depressive and catatonic. This 
polymorphism has led the authors to suggest that all such psychoses might be 
subsumed under the term they have used, ''paralytic paraphrenia’’. The article 
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attempts to weigh up and assign relative importance to the three features of 
delirium, psychosis and dementia as they tend to appear in general paralysis. 
Hereditary factors are mentioned as being of significance for the type of psychosis 
which is developed, and the responsibility of the malaria for delirium and possible 
subsequent psychosis is weighed up against the recoveries. 

W. McC. HARROWES. 


Treatment of Dementia Paralytica with Typhoid H Antigen Vaccine. (Arch. Neur. 
and Psychiat., vol. xxxi, p. 579, Jan., 1934.) Schnitker, M. T. 


The writer used a water-clear saline filtrate containing the flagellar (H) antigen, 
the somatic (O) antigen having been blocked by phenol. The reaction after H 
antigen consists in a slightly higher level of fever which is more constant and is 
maintained at its peak for a longer time, while the decline in temperature is more 
gradual. The systemic reaction is much less severe than with whole vaccine. 
The contra-indications to the use of H antigen are four: (1) Severe cardio-renal 
disease, (2) active pulmonary disease, (3) severe cachexia, (4) acute infections with 
rapid sedimentation. Tryparsamide can be given at the height of the fever, with 
better clinical results and no increase in the dangers of complications. The results 
obtained in 25 cases were just as good as with malaria. 

G. W. T. H. FLEMING. 


Indications for Treatment in Manic-Depressive Depressions (Richtlinien für die 
Behandlung Manisch-depresstver Depressionen]. (Acta Psychiat. et Neurol., 
vol. viti, p. 425, 1933.) Tomasson, H. 

Four basic symptoms of depression are recognized: abnormality of mood, 
inhibition, anxiety phenomena and somatic reverberations. 

Forty-six Cases were carefully studied, and in each case the author attempted to 
analyse which of the basic symptoms could be regarded as subjective complaints of 
the patient. The cases were then treated with sympathetic and parasympathetic 
stimulants and depressants according to the symptoms. The parasympathetic 
system was either found to be normal or showed diminished activity. The action 
of the sympathetic was generally normal, but in cases where anxiety was present 
a definite sympatheticotonia occurred in all instances. The treatment in mild 
cases of depression gave the following results : 

(1) A combination of bromide and codeine had an unfavourable effect on all 
basic symptoms. 

(2) Pilocarpine (given in the form of inf. jaborandi) favourably atfected the mood, 
to a less extent also the inhibition (retardation) and the somatic reverberatives. 
Anxiety was lessened onlv in very mild cases. 

(3) Anxiety is increased, even in the mildest cases, by ephedrine. 

(4) Acetyl choline had not the slightest effect on the anxiety. 

(5) Ergotoxin (depressant of sympathetic) considerably improved the anxiety 
and to a less extent also the other basic symptoms. R. STRÓM-OLSEN. 


States of Mental Confusion : Considerations upon their Treatment Without and Prior 
to the Mental Hospital (Los estados de confusión mental : consideraciones sobre 
su tratamiento fuera y antes del manicomio]. (La Semana Méd., vol. xli, 
p. 977, March 29, 1934.) Ferrer, C. O. 

There exists a group of illnesses which have, as a common factor, conditions 
of mental confusion of toxic origin. The general practitioner allows himself to 
be unduly influenced by the mental picture, and hurries the patient to the mental 
bospital, without having taken the smallest therapeutic precaution, and without 
having made any investigation of the most important physical organs. Death 
often occurs within a few days of admission, and various untreated physical con- 
ditions are often found at the post-mortem. For the benefit of general practitioners 
the author describes some of the affections which commonly lead to these disasters, 
and suggests the appropriate lines of clinical investigation and possible treatment. 
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In all such cases a consultation with a colleague who specializes in psychiatry 
should be obtained, but this precaution is seldom taken. Mental hospitals are too 
often regarded as '' depositories for lunatics ” rather than as institutions in which 
mental therapy is practised. M. HAMBLIN SMITH. 


Hematoporphyrin as a Therapeutic Agent in the Psvchoses. (Amer. Journ. Psychiat., 
vol. xiii, P. 1158, May, 1934.) Strecker, E. A., Palmer, H. P., and Braceland, 

ET 
Hamatoporphyrin has a marked photo-sensitizing power when injected into 
the human body. It is stated to have been used as a therapeutic agent in the 
depressive psychoses. Thirty-seven patients were studied in the present investi- 
gation. Of 23 patients with manic-depressive reactions, 5 showed marked improve- 
ment, 6 showed moderate sustained improvement, and another 6 were generally 
benefited but the psychosis was not affected. Of 8 patients suffering from invo- 
lutional melancholia, 4 were markedly improved and only one failed to respond 
favourably. Definite stimulation and animation were evident in the schizo- 
phrenics treated, but the reaction was not of constructive character. It appears 


that the drug increases the available energy of the patient. '' Photodyn '' (hzemato- 
porphyrin hydrochloride) is the best mode of administration. The drug is given 
orally and intramuscularly. M. HAMBLIN SMITH. 


Investigations of the Basal Metabolism in Schizophrenics : Effects of Thvroid Treat- 
ment. (Acta Psvchiat. et Neurol., vol. viii, p. 573, 1933.)  Lingjaerde, O. 
One hundred and eighteen schizophrenics were investigated with Krogh's appa- 
ratus; 59 patients (50°,) showed a basal metabolic rate between 90 and 112?,, 43 
(36:495) between 80 and 89%, and 16 (13:695) between 70 and 79%. Of the total 
number of cases 50°, were below a B.M.R. of 90°% and 34% below 85?,. Cases 
in an '' active " phase of the disease showed a decidedly low rate (70°%), but if 
catatonic rigidity were present the values were relatively high. When the rigidity 
was abolished by an injection of hyoscine the oxygen consumption in one case fell 
from 132:5?, to 96:694. F orty-nine schizophrenics were treated with thyroid 
extract (1 tablet corresponding to o:1 mgrm. thyroxin). The dosage varied from 
3 to 6 tablets a day and the medication continued for several months. If any 
sign of improvement occurs the treatment should be continued for 6 to 12 months. 
In all except one case the B.M.R. increased. In 24 cases a considerable improve- 
ment or complete recovery was obtained. During the treatment the patients must 
be carefully watched (pulse-rate, basal metabolism, weight, glycosuria), and the 
necessity of giving an abundant supply of carbohydrate food is emphasized. Com- 
bination of thyroid medication with liver therapy is also recommended. 
R. STROM-OLSEN. 


Intravenous Injections of Hvpertonic Solution of Magnesium for the Treatment of 
Migraine. (Comp. rend. Soc. Biol., vol. cxv, f. 534, 1934.) Lumiere, A., 
and Meyer, P. 


Five c.c. of 50°% magnesium sulphate solution in 1 c.c. instalments about one 
minute apart gave prompt relief. A transient increase in blood chlorides was 
produced and followed by diuresis and increased excretion of chlorides. 

L. E. GirsoN (Chem. Abstr.). 


The Use of Glycine in the Treatment of Mvasthenia Gravis. (Ann. Int. Med., vol. 
vil, Pp. 948, 1934.) Schmitt, E. O. G. : 

There was clinical recovery in two cases. There was an increase in the elimi- 

nation of creatinine and pre-formed creatinine N, and a decrease in creatine. The 


ration of creatine N to preformed creatinine N in the urine was decreased. 
J. T. Myers (Chein. Abstr.}. 
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Mechanism of the Action of Narcotics. (Protoplasma, vol. xviii, p. 321, 1933.) 
Süllmann, H. 


Emulsions of olive oil in water containing soap or gelatine are rendered unstable 
by the addition of narcotics, which accelerate phase inversion by barium chloride. 
Urea and sugar have the reverse effect. The action of narcotics results from its 
disturbing effect on the emulsifier. Narcotic effects are discussed in relation to the 
physico-chemical condition of living cells. B. C. A. (Chem. Abstr.). 


Further Contributions to Methods of Barbital Research. (Proc. Soc. Exp. Biol. Med., 
vol. xxxi, Pb. 373, 375, 376, 451, 1933-34.) Koppanyi, T., et alia. 

In severe experimental nephrosis, the dog and the rabbit reacted to barbiturates 
like totally nephrectomized animals, they remained anesthetized until death, 
barbital was retained in the blood, and very little was excreted in the urine. In 
milder nephrosis, recovery from the sleep produced by barbiturates was retarded. 
In the dog, dehydration did not prolong barbital narcosis, nor did the saline diuresis 
by the method of Gower and Van de Erve hasten recovery. The intravenous 
injection of :5-194 solutions of ammonium chloride did not shorten the period of 
depression ; it did increase the rate of excretion of barbital in the urine. 

C. V. BairEv (Chem. Abstr.). 


The Elimination of Barbituric Acid Derivatives in the Urine, with Special Reference to 
Sodium Amytal and Pentobarbital Sodium. (Journ. Pharmacol., vol. xlix, 
P. 393, 1933) Shoule, H. A., Keltch, A. K., Kempf, G. F., and Swanson, 
E. E. 


Sodium amytal and pentobarbital sodium are excreted in the urine of men and 
dogs in traces only, while barbital and phenobarbital are excreted as such. The two 
drugs first mentioned are probably rapidly and completely destroyed in the body. 

T. H. RIDER (Chem. Abstr.). 


A Case of Poisoning with a Derivative of Barbituric Acid (Can. Med. Assoc. Journ., 
vol. xxx, p. 65, 1934.) Orford, T. J. 

A patient who had swallowed 18 gr. of dial passed into a state of coma in I$ 
hours and showed all the signs of barbiturate poisoning ; respirations were about 
6-8 per minute. Coramine, 3 c.c., was given intramuscularly about 24 hours after 
the tablets were swallowed, and a cold bath was given. Respirations and pulse 
improved at once; the patient was kept awake for 4 hours and was then allowed to 
sleep 14. Another 3 c.c. of coramine was given, and the patient made a complete 
recovery. G. H. W. Lucas (Chem. Abstr.). 


Acute Somnifen Poisoning. (Arch. ex. Path. Pharm., vol. clxxiv, p. 111, 1933.) 
Glatzel, H., and Schmitt, F. 


The symptoms resemble those of barbituric acid poisoning, with motor excitation 
ascribed to the allyl and amine groups. Coramine was successfully used thera- 
peutically. Based on their barbituric acid contents, somnifen seems to be less 
toxic than barbital. | H. EAGLE (Chem. Abstr.). 


Physiological Observations during Intravenous Sodium Amytal Medications. | (Amer. 
Journ. Psychiat., vol. xiii, p. 1200, May, 1934.) Lorenz, W. F., Reese, H. H., 
and Washburne, A. C. 

Observations on 350 patients permit certain deductions. Sodium amvytal, 
properly prepared and administered, produced no alarming physiological eftects. 
The functional group necessitated a larger dosage than the organic group. Because 
of the greater blood-pressure instability among involutional cases, greater caution 
and supervision must be observed in them. M. HAMBLIN SMITH. 


604 EPITOME. [July, 


The Neuro-physiological Effect of Intoxicating Drugs. (Amer. Journ. Psychiat., vol. 
xiii, p. 1007, March, 1934.) Lindemann, E. 

Alterations of behaviour produced by adrenalin, sodium amytal, cocaine, 
mescaline and hashish have been observed. Increased contact and increased 
interest in the outside world result from sodium amytal and cocaine; withdrawal 
of interest and increased absorption in inner experiences result from mescaline and 
hashish. Blood-sugar level, white cell-count, the patellar tendon reflex time and 
the chronaxia values of the right upper extremity were also investigated. All the 
drugs produced changes in most of the physiological sectors of the organism. The 
physiological effect of the different drugs is not uniform ; it varies just as much 
with the reaction types of the individual as does the psychological effect. Blood- 
sugar level and leucocyte level are fairly typical for each drug, and change little 
from person to person. The patellar reflex time shows limited changes for the 
different drugs ; increased variability is the main result of cocaine and mescaline in 
psycho-neurotics, though not demonstrable in the schizophrenic group. Adrenalin 
produces a marked rise in motor chronaxia level. Sodium amytal produces a 
slight drop in level. Loss of proper chronaxia ratio occurs in a number of organic 
conditions, and also as a result of toxic conditions. Whether a drug will produce a 
loss of ratio depends upon the state of the individual. M. HAMBLIN SMITH. 


The Neuro-muscular Action of Amides and Ammonium Salts. (Compt. Rend., 
vol. cxvitt, p. 284, 1934.) Bonnet, R. 

The amides (acetamide, oxalamide, succinamide) and urea are toxic to muscle 
and without action on nerve excitability. They are to be classed as curarizing 
poisons. Ammonium salts (acetate, carbonate, oxalate, succinate) are both muscle 
and nerve toxins. The pharmacodynamic action of urea favours the diamide 
constitution. P. D. Apams (Chem. Abstr.). 


The Action of Veratrine, Eserine and Nicotine on the Neuro-muscular Activity Studied 
by Sound Reflexes. (Arch. fisiol., vol. xxxiii, p. 300, 1934.) De Marco, R., 
and Boccia, G. 
All three alkaloids produce an increase of the reflex activity. Nicotine and 
veratrine have a longer action than eserine. 
Nicotine first produces an inhibition of the reflexes for a certain period. 
A. E. MEYER (Chem. Abstr.). 


Bulbocapnine : Effect on Animals with Lesions of the Central Nervous System. (Arch. 
of Neur. and Psychiat., vol. xxxi, p. 987, March, 1934.) Ingram, W. R., and 
Ransom, S. W. 

In labyrinthectomized cats the injection decreased the tremor and resulted in 
increased economy of movement. Animals with lesions of the mesencephalon in- 
volving the red nuclei showed much greater susceptibility to bulbocapnine than did 
normal animals, and well-marked catalepsy could be produced in them by amounts 
which would ordinarily be inadequate. The catalepsy resulting from bulbocapnine 
intoxication was found to be similar to that produced by lesions in the retro- 
mamillary region of the brain-stem. Cats which had previously displayed catalepsy 
due to retromamillary lesions were found to be exceedingly susceptible to the 
effects of bulbocapnine, and even after recovery from the effects of the operation 
a very small dose of the drug was capable of re-inducing a cataleptic state of great 
depth. G. W. T. H. FLEMING. 


The Influence of Ephedrine Sulphate on the Reflexes of Spinal Monkeys. (Journ. 
Pharmacol., vol. xlix, p. 363, 1933.) Jacobson, J. F., and Kennard, M. A. 
Ephedrine sulphate injected into monkeys after cord transection causes an 
increase in the excitability of spinal reflexes, believed to be due to direct action on 
the central nervous system. T. H. RIDER (Chem. Abstr.). 
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The Effect of the Central Nervous System upon the Action of Insulin and Adrenaline : 
A Contribution to the Problem of Insulin Resistance. (Klin. Wochenschr., 
vol. xti, P. 1719, 1933.) Hógler, F., and Zell, F. 

The removal of the cerebrum, corpus striatum and thalamus in rabbits does not 
affect the activity of insulin or adrenalin. Removal of the mid-brain beyond the 
corpora quadrigemina, however, decreases the sensitivity to insulin and increases 
the hyperglycemic action of adrenalin. Sectioning the spinal cord as high as the 
sixth cervical does not affect the sensitivity to insulin. 

H. EAGLE (Chem. Abstr.). 


Relation of the Metabolic Effect of the Thyroid Secretion to the Condition of the Central 
Nervous System. (Biochem. Z., vol. cclxvii, p. 389, 1933.) Indovina, R. 


Thyroxine administered with therapeutic doses of strychnine causes a much 
greater rise in the metabolic rate than when acting alone, but cocaine does not 
atfect the thyroxine action. Likewise when the secretion of the thyroid gland is 
stimulated by the thyreotropic hormone from the anterior lobe of the hypophysis, 
the effect is greater if the nervous system is at the same time also stimulated by 
strychnine. S. MorGu Lis (Chem. Abstr.). 


The Affinity of Individual Parts of the Brain to Bromine Administered in '' Physio- 
logical " Quantities. (Arch. Exp. Path. Pharm., vol. clxxiu, p. 508, 1933.) 
Bier, A. 
After administration of either organic (' multibrol’’) or inorganic (NaBr) 
bromine into rabbits, it can be demonstrated in the brain, largely in the mid-brain 
and medulla rather than in the cortex. H. EAGLE (Chem. Abstr.). 


Preliminary Studies in the Distribution of Neurotropic Drugs between the Various 
Lipoids of the Encephalo-spinal Centres. (Boll. Soc. Ital. Biol. Sper., vol. 
viti, D. 1325, 1933.) Biancalani, G. 

Dibromostearin and sodium bromide were administered to adult dogs in in- 
creasing doses such that the amount of bromine was the same for the two compounds. 
The animals were killed ; the brain, spinal cord, liver, muscles and subcutaneous 
fat were removed, ground and extracted with ether. Extracts and residues were 
dried and incinerated. Results of bromine determination by the Ergel method 
showed that for dibromostearin the largest amount of bromine was present in the 
fat, with decreasing amounts in the liver, spleen, muscles, brain and spinal cord ; 
for sodium bromide there was no bromine in the fat and only traces in the other 
tissues. In the brain and cord, regardless of which compound was administered, 
the largest amount of bromine was found in the acetone-soluble portion, not asso- 
ciated with cholesterol, but in the non-saturated phosphatides and water-soluble 
fractions. For dibromostearin the bromine content of the phosphatides was about 
twice that of the protein fraction ; for sodium bromide the reverse was found. 

P. Masucci (Chem. Abstr.). 


The Lipoid Composition of the Cerebro-spinal Centres as Influenced by Neurotropic 
Substances. (Arch. fisiol., vol. xxxiii, p. 261, 1934.)  Biancalani, G. 


The free cholesterol and its esters increase in ether and veronal narcosis. 
A. E. MEYER (Chem. Abstr.). 


Action of Some Diuretics of the Purin Series on the Functioning of the Blood-spinal 
Fluid Barrier. (Comp. Rend. Soc. Biol., vol. cxv, p. 625, 1934.) Stern, L., 
and Kassil, G. 


Rats and cats were treated with xanthine, guanine, uric acid, theobromine, 
theophylline and diuretin. No effect on the permeability of the blood-spinal 
fluid barrier to potassium ferricyanide, trypan blue or arsphenamine could be 
detected. L. E. GirsoN (Chem. Abstr.). 
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On the Occurrence of Transmissible Sleep-producing Substances in the Brains of Sleep- 
ing Animals [Ueber das Vorkommen von übertragbaren | schlaferzeugenden 
Stoffen im Hirn schlafender Tiere]. (Zeitschr. f. d. ges. Neur. u. Psychiat., 
vol. xclut, p. 208, 1933.) Kroll, F. W. 


The author found that from brains of animals in whom sleep had been 
induced by pharmacological means (pernocton, urethane), by physical means 
(Leduc's current) or by intraventricular calcium injection, as well as of those 
hibernating (physiological), substances could be isolated which by intravenous or 
intrathecal injection into other animals could produce sleep in them. These 
substances occurred in an aqueous extract of the brains and in an aqueous acetone- 
residue (Rückstand). The effective dose was variable. Some animals showed 
normal sleep with its characteristic reactions, a smaller number exhibited verv 
deep sleep. Injection of extracts from hibernating animals produced in cats (but 
not in monkeys) sleep lasting several days, closely resembling hibernation, even in 
its metabolic changes. Chemically these substances are akin to those isolated by 
Legendre and Piéron and by Pighini (Ermiüdungsstoffe, hypnotoxins) ; they are 
soluble in water, insoluble in alcohol and thermolabile. They differ, however, from 
the hypnotoxins in that they can only be isolated during sleep, whereas the latter 
are found in waking, artificially fatigued animals. The substances could not be 
isolated from any organ except the brain. R. STROM OLSEN. 


7. Pathology and Biochemistry. 


The Cerebral Circulation. XXVI: Cerebral Anemia. (Amer. Journ. Psychiat., 
vol. xiii, P. 947, March, 1934.) Cobb, S. 

It has long been held that the cerebral arteries are all end-arteries, and do not 
anastomose. It has also been held that these arteries have no vasomotor mechanism. 
Recent investigations have shown that both these views must be revised. A case 
is reported of a patient who suffered from typical Jacksonian convulsions of the 
right side, which resulted in status epilepticus and death. The autopsy showed no 
softening, nor any gross lesion of the brain, but the cortex of the left motor area 
showed slight pallor.  Histologically the nerve-cells in this region showed early 
anemic necrosis. It is argued that partial anemia is more likely to cause fits 
than complete anemia. It is also urged that a small focal area of such anemia 
is more likely to produce status epilepticus than a large one. 

M. HAMBLIN SMITH. 


Concerning Pick's Disease. (Amer. Journ. Psychiat., vol. xiii, p. 936, March, 1934.) 
Kahn, E., and Thompson, L. J. 

The clinical features and pathological findings are reviewed. Two types of the 
disease have been described, one characterized by dementia with aphasia and the 
other by dementia alone. Differentiation from Alzheimer's disease presents a 
difficult problem, no one symptom or finding being characteristic of either disease. 
Usually the onset of memory defect is earlier and more widespread in Alzheimer's 
disease. Encephalograms give valuable diagnostic aid. In Alzheimer's disease 
broad stripes of air are shown over the whole convexity, while in Pick's disease the 
air is almost exclusively in the frontal and temporal regions. 

M. HAMBLIN SMITH. 


Megalencephalv. | (Journ. Neur. and Psychopath., vol. xiv, p. 193, Jan., 1934.) 
Wilson, S. A. K. 

Megalencephaly the writer defines as a hyperplasia of the whole brain associated 
with mental or nervous abnormality. The overgrowth is accompanied by a definite 
cytological defect, which does not correspond strictly to the chronic cell degenera- 
tion of Nissl. There is no histological evidence of toxi-infective or toxi-degenerative 
processes. G. W. T. H. FLEMING. 
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Disseminated Demvelinization of the Central Nervous System in Monkeys and Allied 
Disorders in Man. (Journ. Neur. and Psychopath., vol. xiv, p. 227, Jan., 
1934.) Davison, C. 

The author describes a case of paresis, ataxia and intention tremor in a baboon. 

Histologically there were numerous small demyelinated plaques, consisting 
essentially of ‘‘ gemastete ” glia-cells scattered throughout the white matter of the 
cerebral hemispheres and optic tracts. The relation of these findings to those in 
multiple sclerosis, diffuse sclerosis, subacute combined degeneration and xantho- 
matosis is discussed. The author raises the question whether the demyelinated 
plaques in the baboon are analogous to those found in xanthomatosis, and if this 
is so he thinks there is some disturbance in lipoid metabolism to blame. 

G. W. T. H. FLEMING. 


Histological Changes in the Brain in Cases of Fatal Injury to the Head. V : Changes 
in the Nerve-Fibres. (Arch. Neur. and Psychiat., vol. xxxi, p. 527, March, 
I934.) Rand, C. W., and Courville, C. B. 


The authors studied the changes in the axis-cylinders in cases of injury to the 
brain. They found interruption of nerve-fibres with consequent impairment of 
nervous function a common result of injury. This interruption resulted in the 
formation of end-bulbs on both the proximal and distal segments. Those on the 
proximal end of the distal segment general had a more complex structure. 
Those on the distal end of the proximal segment, more intensely impregnated with 
silver and simpler in structure, are capable of maintaining their identity for months 
or years. These end-bulbs appear on fine fibres within two hours, and shortly 
thereafter on medium and large fibres. Those on the proximal end of the distal 
segment begin to be detached within two days and ultimately disappear. The 
distal segment undergoes granular fragmentary or vacuolar degeneration, ultimately 
leading to disappearance of the axis-cylinder. G. W. T. H. FLEMING. 


Nervous System in Deficiency Diseases. II: Lesions Produced in the Dog by Diets 
Lacking the Water-soluble Heat-stable Vitamin B. (G). (Journ. Exper. Med., 
vol. lix, p. 21, 1933.) Zimmerman, H. M., and Burack, E. 


Adult dogs, maintained on an artificial balanced ration adequate in all dietary 
essentials as far as is known, except water-soluble, heat-stable vitamin B. (G), 
developed, after a sufficient time, a slowly progressive disease characterized by . 
loss of weight, persistent vomiting and diarrheea and marked muscular weakness, 
which ended fatally in 200-300 days. The clinical picture is quite different from 
black tongue. C. J. West (Chem. Abstr.). 


The Cation and Chlorine Content of the Rabbit Brain. (Jap. Journ. Med. Sci., IH, 
Biochem., vol. ii, p. 11, 1933.) Matsumoto, M. 

In the grey matter the composition is: Calcium 7:795, magnesium 14:695, 
potassium 351°7%, sodium 131°9%, chlorine 181:995, water 81:85? and nitrogen 
1:9595. Inthe white matter the composition is : Calcium 6-69), magnesium 16:194 
potassium 340:19$, sodium 121:7?,, chlorine 165-4°,, water 69:42?, and nitrogen 
2:07%. The white matter of full-grown rabbits contains more water than that 
of young rabbits, while the grey matter is richer in potassium and poorer in calcium. 

B. S. LEVINE (Chem. Abstr.). 


The Inorganic and Phosphagen Phosphorous Contents of the Brain. (Jap. Journ. 
Med. Sci., II, Biochem., vol. ii, p. 85, 1933.) Matsumoto, M. 
Rabbits and albino rats were used in the determinations. The inorganic 
phosphate content is higher in the grey than in the white matter. Phosphagen 
is contained abundantly in the latter. The proportion of phosphagen phosphorus 
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to total inorganic phosphate in the grey matter is 9:28. A large part of the creatine 
exists in the grey matter as creatine-phosphoric acid. Pyrophosphate in minute 
amounts also was found in the brain substance, as were all other forms of phos- 
phorus found in the muscles. The labile phosphorus appears to be more stable in 
the brain substance than in muscle tissues. B. S. Levine (Chem. Abstr.). 


The Lipoid Metabolism in the Central Nervous System. (Arch. Ital. Biol., vol. lxxxtx, 
p. 172, 1933.) Mitolo, M. 

The cerebro-spinal axes from Bufo showed the following lipoid content: Free 
cholesterol 1-7622%, lecithin + myelin 0:35649$, cephalin 0-4887%, galactose of 
saturated cerebroside 0-027%, sulphatides 0:297895, and sphingomyelin 0:5593?5. 
All lipoids decrease during rest of the nervous tissue; the decrease is lowest in 
sulphatides, highest in phosphatides. During reflex activity the sulphatides 
decrease the most, the phosphatides less, whereas the other lipoids decrease at the ` 
same rate as during rest. All lipoids, except sulphatides, increase during narcosis. 
Excitation caused by convulsive poisons produces a greater loss of all lipoids than 
Occurs during rest. : A. E. MEYER (Chem. Abstr.). 


Chemical Nature of Brain Antigen. (Biochem. Zeitschr., vol. cclxvii, p. 77, 1933.) 
Rudy, H. 

By further purification procedures it has been established that the hapten 
obtained by alcoholic extraction of brain is phosphorus-free and resistant to alkali, 
and is neither a sterol, cerebroside nor creatine. The hapten is a lipoid-soluble 
substance, scarcely soluble in water, which on removal of its impurities becomes 
more or less water-soluble. In the crude extraction the hapten is not dialysable, 
but in the saponified fraction considerable dialysis takes place. From these results 
it is concluded that the hapten is adsorbed on lipoid material. 

S. MoncurIs (Chem. Abstr.). 


Creatine in the Brain. (Jap. Journ. Med. Sci., II, Biochem., vol. tt, p. 205, 1933.) 
Matswmoto, M. 

Fresh pig brain was extracted first with alcohol and then with ether. The 
alcoholic extract contained the major portion of the creatine. In 8 grm. of the 
hydrolysed ether extract, 12:28 mgrm. creatine was found by the method of 
Harding and Eagles. By the method of Folin, 8 grm. of the ether extractive gave 
6:48 mgrm. creatinine. To determine whether this was a correct value, pure 
creatinine was investigated. It was adsorbed on animal charcoal to the extent of 
8194 in acid solution and 99% in alkaline solution ; on kaolin and adsol the 
adsorption was more effective in an acid medium. Aluminium hydroxide did not 
adsorb creatinine. The chromogenic substance in the ether extractive of brain 
behaved towards adsorbents similarly to creatinine. The chromogenic substance 
in lecithin and cerebroside from rabbit brain behaved in the same manner. Inositol 
boiled with sulphuric acid gave a false test for creatinine. The high creatinine 
content of the brain should therefore probably be ascribed to lipoids or their split 
products. R. Brown (Chem. Abstr.). 


Comparison of the Creatinine Contents of Blood-serum and Cerebro-spinal Fluid. (Z. 
ges. expl. Med., vol. xci, p. 455, 1933.) Maydell, R. B. 
In 18 normal human beings the blood creatinine averaged 1:6 mgrm.°¢ and the 
cerebro-spinal fluid contained 1:18 mgrm.9?$. In renal disease the cerebro-spinal 
creatinine rises more slowly than that of the serum. M. Levy (Chem. Abstr.). 


Bromine of the Cerebro-spinal Fluid and the Blood-Serum, Plasma and Corpuscles. 
(Compt. Rend. Soc. Biol., vol. cxv, p. 312, 1934.) Urechia, C. I., and Rele- 
zeanu, A. 

In a series of sane pathological cases, the bromine content of spinal fluid taken 
from the suboccipital region was :58—89 mgrm.%, or nearly that of the blood ; in 
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spinal fluid from the lumbar region it was :5—76 mgrm.°4. In manic-depressive 
psychosis the corresponding values were often slightly lower. In 20 diverse 
pathological cases plasma bromine varied from :11—:98 mgrm.% ; serum bromine 
was slightly lower, and corpuscle bromine :19—41, average :27 mgrm.%. 

L. E. Gitson (Chem. Abstr.). 


Relation of the Oxvgen and Nitrogen Contents of Cevebro-spinal Fluid to Barometric 
Pressure. (Amer. Journ. Physiol., vol. cvii, p. 164, 1934.) Cunningham, 
C. J., Rand, J. H., and Weckhesser, E. C. 


The oxygen content of the cerebro-spinal fluid is a little more than doubled 
and the nitrogen content is trebled when the barometric pressure is increased 
from one to three atmospheres. J. F. Lyman (Chem. Abstr.). 


Sugar in Cerebro-spinal Fluid after Ingestion of Carbohydrates. (Z. ges. expl. Med., 
vol. lxxxi, p. 128, 1932.) Dobrev, M., and Saprianov, T. 


The administration of 100 grm. glucose in 200 c.c. of water to 28 patients with 
nervous diseases led, in the majority of cases, to an increase in sugar in the spinal 
fluid. This was nearly always less than that in the blood, but in some cases the 
rise in the former after the glucose was negligible even when the blood-sugar rise 
was very marked. The rise is a normal physiological process. 

G. G. (Chem. Abstr.). 


The Effect of Activated Ergosterol Administration on the Calcium of the Cerebro- 
spinal Fluid. (Trans. Rov. Soc. Can., vol. xxvii, p. 87, 1933.) Johnston, 
C. R. K., and King, E. J. 

Oral administration of activated ergosterol to adult dogs increased serum 
calcium, the maximum being reached in 48-60 hours. The calcium content of the 
spinal fluid increased only after the serum calcium had reached the maximum value. 
Five to eight days after ergosterol administration, a secondary increase in serum 
and spinal fluid calcium was observed. This was attributed to an observed 
vacuolization of the cells of the parathyroid gland. 

W. G. Rose (Chem. Abstr.). 


A Note on a “ Proteose-like’’ Substance in Spinal Fluid. (Amer. Journ. Psychiat., 
vol. xiii, p. 1083, March, 1934.) Schube, P. G., and Whitehead, R. C. 

A new reaction and a hitherto unnoticed substance in the spinal fluid are 
described. The spinal fluid from 37 unselected cases was studied. The fluids 
were both normal and pathological. In all of them the ether-alcohol reaction was 
positive, and a proteose-like substance was isolated, regardless of the quantity 
of fluid used. The end-product of the reaction is a flocculent material. No 
relationship could be established between this reaction and the amount of spinal 
fluid protein or sugar, or between the reaction and the positive or negative Wasser- 
mann or gold-sol reactions. The ether-alcohol reaction was present irrespective 
of whether these chemical substances or reactions were normal or pathological. 

M. HAMBLIN SMITH. 


A Study of the Total Protein of the Cerebro-spinal Fluid in Uncomplicated and Un- 
treated Neurosyphilis. (Amer. Journ. Psychiat., vol. xiii, p. 1085, March, 
1934.) Schube, P.G. 

The total protein was estimated, in mgrm. per 100 c.c., in 449 cases of uncom- 
plicated and untreated neuro-syphilis. There were 357 cases of general paresis, 
48 cases of tabes without psychosis and 44 cases of cerebro-spinal syphilis with 
psychosis. The average value of the total protein was 75:4 for all cases, and 79:0, 
57:9 and 65-68 respectively for the three sub-groups. The middle 50 % of the 
cases contained protein ranging between 43:70 and 114:30, 37:06 and 78-74, and 
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31:96 and 99:40 for the respective sub-groups. There is no true difference between 
any of the mean figures, excepting neuro-syphilis and tabes without psychosis, and 
general paresis and tabes without psychosis; in these two instances the difference 
is so pronounced that there is no question of its existence. Accepting 39:99 mgrm. 
per 100 c.c. as the upper limit of normal protein, it was found that 23% of all the 
cases of neuro-syphilis possessed normal values; the figures for the sub-groups 
were 20:72%, 29:169, and 34:09% . M. HAMBLIN SMITH. 


A Comparison of Some New Flocculation Tests for the Cerebyo-spinal Fluid with the 
Wassermann Reaction (M.B.R. II, Modified Citochol and Modified Kiss 
Reactions). (Journ. Neur. and Psychopath., vol. xiv, p. 239, Jan., 1934.) 
Paterson, A. S., and McLaughlin, F. L. 


The authors found from an examination of 500 spinal fluids that the Wasser- 
mann reaction carried out by means of the technique of Mann and Partner was more 
sensitive and specific than any of the flocculation tests. Of the flocculation tests, 
the M.B.R. II was easy to carry out, gave a result which was definite and easy to 
read, and could be used when there was too little fluid for the Wassermann. The 
citochol reaction was more difficult to read and was less sensitive. The Kiss 
reaction, even with the modification suggested, was still less useful. 

G. W. T. H. FLEMING. 


The Cerebro-spinal Fluid in Multiple Sclerosis. (Brain, vol. lvii, p. 56, March, 
1934.) Merritt, H. H. 

The author describes the findings in 100 cases of multiple sclerosis. The fluid 
is completely normal in less than 20°% of cases. The intra-cranial pressure is 
usually normal. Pleocytosis of a moderate degree is common, occurring in 28?$ 
of cases. An abnormal colloidal gold curve was present in 71% of cases. The 
fluid was normal in regard to chlorides, glucose, non-protein N, calcium, phosphorus, 
sodium, total solids and freezing-point. The Wassermann is always negative. 
There are no changes that are pathognomonic of multiple sclerosis, but a first or 
mid-zone colloidal gold curve with or without a slight pleocytosis and increased 
protein content in an otherwise normal fluid is suggestive of multiple sclerosis, 
provided there is no history of syphilis or anti-syphilitic treatment. 

G. W. T. H. FLEMING. 


Studies in the Carbohydrate Metabolism of the Rabbit. I: The True Blood-swgar 
Value in Convulsions due to Insulin Administration. (Journ. Biol. Cheon., 
vol. civ, p. 535, March, 1934.) Doth, L. B. 

The author found that the non-fermentable reducing substances in rabbits' 
blood were unaffected by amounts of insulin sufficient to produce convulsions. 
The total reducing substance in the blood at the incidence of convulsion is the 
same as the non-fermentable reducing substance in normal blood and blood during 
convulsions. G. W. T. H. FLEMING. 


Convulsions of Undetermined Ætiology. Studies of the Blood-sugar. (Arch. Neur. 
and Psychiat., vol. xxxi, p. 1055, May, 1934.) Nielsen, J. M. 


The author presents a series of 58 consecutive dextrose tolerance curves in 
idiopathic epileptics. This series showed that periodic or constant low blood-sugar 
occurs in 90% of epileptic persons during a tolerance test. He thinks that the 
syndrome of idiopathic epilepsy is almost confined to persons with a tendency 
to hypoglycemia. Hyperinsulinism cannot be detected. Other necessary factors, 
the author thinks, are probably hydration, alkalosis, depletion of glycogen, hypo- 
suprarenalism or imbalance of the vegetative nervous system. 

G. W. T. H. FLEMING. 
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The Blood-sugar in Relation to Emotional Reactions. (Amer. Journ. Psychiat., vol. 
xiii, p. 987, March, 1934.) Whitehorn, J.C. 

In psychotic persons emotional excitement rarely, if ever, produces any rise in 
the fasting blood-sugar. Melancholic reactions appear to depress the insulino- 
genic function of the pancreas. Usually this depression of function is demonstrable 
only as a moderately delayed demobilization of glucose, under a load ; thus fasting 
blood-sugars fall within normal limits except in those few persons, usually older 
than 45 years, whose capacity is already limited by diabetes or other organic 
disease. M. HAMBLIN SMITH. 


The Genetic Relationships of Blood Groups and Schizophrenia. (Amer. Journ. 
Psychiat., vol. xiii, p. 1285, May, 1934.) Yorshis, M., and Gottlieb, J. 


From a review of the literature no definite correlation between blood groups 
and schizophrenia could be established, although there was some evidence of an 
increase in those groups containing the agglutinin B. From an analysis of 21 
intact schizophrenic families, it appeared that there was no atypicał distribution 
of blood groups, save a problematic increase in Group III for the schizophrenics ; 
that the distribution of blood groups according to sex showed no significant 
differences, and that there was a trend indicating a higher incidence of schizo- 
phrenic sons following the blood group of the father and of schizophrenic daughters 
following the blood group of the mother than in normal sons and daughters of the 
same families. M. HAMBLIN SMITH. 


Basal Metabolism in Asthma and Epilepsy. (Amer. Journ. Dis. Child., vol. xlvi, 
p. 963, 1933.) Topper, A., and Mulier, H. 


The basal metabolic rate of children tends to be lower than normal in asthma 
and in epilepsy. E. R. Maın (Chem. Abstr.). 


Absorption of Urea from the Bladder. (Arch. Surg., vol. xxviii, p. 180, 1934.) 
Fender, F. A. 


The inflamed bladder mucosa transmits urea in quantities sufficient to raise 
the non-protein N of the blood appreciably. This may be a factor in the develop- 
ment of uræmia in patients with neurologically incapacitated bladders. 

J. T. M. (Chem. Abstr.). 


Curves Showing the “ Inhibition Phenomenon’ in Urine and Spinal Fluid under 
Various Febrile Conditions. (Boll. soc. Ital. biol. sper., vol. viti, p. 1459, 
1933.) Donaggio, A. 


After the injection of chemical substances having pyretogenic properties 
(sulphur, proteins, vaccines, etc.) the reaction is not revealed by the urine or spinal 
fluid until 24-36 hours after the injection, or 12-24 hours after the onset of fever. 

Physical agents such as general diathermy do not produce this latent period. 
Malarial pyretogenesis causes the reaction to appear in the urine a few hours before 
the onset of fever. Urine or spinal fluid which give a positive '' inhibition reaction ” 
lose this property if dialysed or if mixed with kaolin or animal charcoal and filtered. 

P. Masucci (Chem. Abstr.). 


Donaggio’s “ Inhibition Phenomenon ” in the Urine and in the Spinal Fluid of Neuro- 
and Psychopathic Individuals. (Boll. soc. Ital. biol. sper., vol. viui, p. 1476, 
1933.) Canziani, G., and Longo, V. 


Normal individuals gave a negative Donaggio reaction ; a delayed precipitation 
of the thionine was occasionally noted. Individuals in the febrile state (malaria, 
suppurative processes) gave a positive Donaggio reaction. There was a close 
parallelism between the Donaggio and Buscaino reactions. Epileptics only in 
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31:96 and 99:40 for the respective sub-groups. There is no true difference between 
any of the mean figures, excepting neuro-syphilis and tabes without psychosis, and 
general paresis and tabes without psychosis ; in these two instances the difference 
is so pronounced that there is no question of its existence. Accepting 39:99 mgrm. 
per 100 c.c. as the upper limit of normal protein, it was found that 23% of all the 
cases of neuro-syphilis possessed normal values; the figures for the sub-groups 
were 20°72%, 29:169, and 34-0994. M. HAMBLIN SMITH. 


A Comparison of Some New Flocculation Tests for the Cerebro-spinal Fluid with the 
Wassermann Reaction (M.B.R. II, Modified Citochol and Modified Kiss 
Reactions). (Journ. Neur. and Psychopath., vol. xiv, p. 239, Jan., 1934.) 
Paterson, A. S., and McLaughlin, F. L. 


The authors found from an examination of 500 spinal fluids that the Wasser- 
mann reaction carried out by means of the technique of Mann and Partner was more 
sensitive and specific than any of the flocculation tests. Of the flocculation tests, 
the M.B.R. II was easy to carry out, gave a result which was definite and easy to 
read, and could be used when there was too little fluid for the Wassermann. The 
citochol reaction was more difficult to read and was less sensitive. The Kiss 
reaction, even with the modification suggested, was still less useful. 

G. W. T. H. FLEMING. 


The Cerebro-spinal Fluid in Multiple Sclerosis. (Brain, vol. lvii, p. 56, March, 
1934.) Merritt, H. H. 

The author describes the findings in 100 cases of multiple sclerosis. The fluid 
is completely normal in less than 20% of cases. The intra-cranial pressure is 
usually normal. Pleocytosis of a moderate degree is common, occurring in 28% 
of cases. An abnormal colloidal gold curve was present in 71% of cases. The 
fluid was normal in regard to chlorides, glucose, non-protein N, calcium, phosphorus, 
sodium, total solids and freezing-point. The Wassermann is always negative. 
There are no changes that are pathognomonic of multiple sclerosis, but a first or 
mid-zone colloidal gold curve with or without a slight pleocytosis and increased 
protein content in an otherwise normal fluid is suggestive of multiple sclerosis, 
provided there is no history of syphilis or anti-syphilitic treatment. 

G. W. T. H. FLEMING. 


Studies in the Carbohydrate Metabolism of the Rabbit. I: The True Blood-sugar 
Value in Convulstons due to Insulin Administration. (Journ. Biol. Chem., 
vol. civ, f. 535, March, 1934.) Dotti, L. B. 

The author found that the non-fermentable reducing substances in rabbits’ 
blood were unaffected by amounts of insulin sufficient to produce convulsions. 
The total reducing substance in the blood at the incidence of convulsion is the 
same as the non-fermentable reducing substance in normal blood and blood during 
convulsions. G. W. T. H. FLEMING. 


Convulsions of Undetermined A:tiology. Studies of the Blood-sugar. (Arch. Neur. 
and Psychiat., vol. xxxi, p. 1055, May, 1934.) Nielsen, J. M. 


The author presents a series of 58 consecutive dextrose tolerance curves in 
idiopathic epileptics. This series showed that periodic or constant low blood-sugar 
occurs in 90% of epileptic persons during a tolerance test. He thinks that the 
syndrome of idiopathic epilepsy is almost confined to persons with a tendency 
to hypoglycemia. Hyperinsulinism cannot be detected. Other necessary factors, 
the author thinks, are probably hydration, alkalosis, depletion of glycogen, hypo- 
suprarenalism or imbalance of the vegetative nervous system. 

G. W. T. H. FLEMING. 
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The Blood-sugar in Relation to Emotional Reactions. (Amer. Journ. Psychiat., vol. 
xiii, p. 987, March, 1934.) Whitehorn, J.C. 

In psychotic persons emotional excitement rarely, if ever, produces any rise in 
the fasting blood-sugar. Melancholic reactions appear to depress the insulino- 
genic function of the pancreas. Usually this depression of function is demonstrable 
only as a moderately delayed demobilization of glucose, under a load ; thus fasting 
blood-sugars fall within normal limits except in those few persons, usually older 
than 45 years, whose capacity is already limited by diabetes or other organic 
disease. M. HAMBLIN SMITH. 


The Genetic Relationships of Blood Groups and Schizophrenia. (Amer. Journ. 
Psychiat., vol. xiii, p. 1285, May, 1934.) Yorshts, M., and Gottlieb, J. 


From a review of the literature no definite correlation between blood groups 
and schizophrenia could be established, although there was some evidence of an 
increase in those groups containing the agglutinin B. From an analysis of 21 
intact schizophrenic families, it appeared that there was no atypical distribution 
of blood groups, save a problematic increase in Group III for the schizophrenics ; 
that the distribution of blood groups according to sex showed no significant 
differences, and that there was a trend indicating a higher incidence of schizo- 
phrenic sons following the blood group of the father and of schizophrenic daughters 
following the blood group of the mother than in normal sons and daughters of the 
same families. M. HAMBLIN SMITH. 


Basal Metabolism in Asthma and Epilepsy. (Amer. Journ. Dis. Child., vol. xlvi, 
p. 963, 1933.) Topper, A., and Mulier, H. 


The basal metabolic rate of children tends to be lower than normal in asthma 
and in epilepsy. E. R. Matin (Chem. Abstr.). 


Absorption of Urea from the Bladder. (Arch. Surg., vol. xxviii, p. 180, 1934.) 
Fender, F. A. 


The inflamed bladder mucosa transmits urea in quantities sufficient to raise 
the non-protein N of the blood appreciably. This may be a factor in the develop- 
ment of uremia in patients with neurologically incapacitated bladders. 

J. T. M. (Chem. Abstr.). 


Curves Showing the '" Inhibition Phenomenon " in Urine and Spinal Fluid under 
Various Febrile Conditions. (Boll. soc. Ital. biol. sper., vol. viii, p. 1459, 
1933.) Donaggio, A. 


After the injection of chemical substances having pyretogenic properties 
(sulphur, proteins, vaccines, etc.) the reaction is not revealed by the urine or spinal 
fluid until 24-36 hours after the injection, or 12-24 hours after the onset of fever. 

Physical agents such as general diathermy do not produce this latent period. 
Malarial pyretogenesis causes the reaction to appear in the urine a few hours before 
the onset of fever. Urine or spinal fluid which give a positive '' inhibition reaction ”’ 
lose this property if dialysed or if mixed with kaolin or animal charcoal and filtered. 

P. Masucci (Chem. Abstr.). 
Donaggio's '* Inhibition Phenomenon ” in the Urine and in the Spinal Fluid of Neuro- 
and Psychopathic Individuals. | (Boll. soc. Ital. biol. sper., vol. viii, p. 1470, 
1933.) Canziani, G., and Longo, V. 


Normal individuals gave a negative Donaggio reaction ; a delayed precipitation 
of the thionine was occasionally noted. Individuals in the febrile state (malaria, 
suppurative processes) gave a positive Donaggio reaction. There was a close 
parallelism between the Donaggio and Buscaino reactions. Epileptics only in 
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convulsions gave a positive reaction, otherwise they gave a negative reaction. 
Dementia praecox and neuro-psychopathic cases always gave a negative Donaggio 
reaction. P. Masucci (Chem. Abstr.). 


8. Criminology. 


An Intensive Psychiatric Study of Prisoners. | (Amer. Journ. Psychiat., vol. xiii, 
f. 1184, May, 1934.) McCartney, J. L. 


Describes the routine procedure at the classification clinic of the Elmira Refor- 
matory. Newly received inmates remain in this clinic for the first thirty davs of 
their detention. A full examination, both mental and physical, is conducted, and 
the fullest possible information as to the inmate's previous history is obtained. 
At the conclusion of the fourth week the case is reviewed at a staff conference, and 
a diagnosis is made. About 10% of inmates should have been sent to an institution 
for the feeble-minded, and 37% would not be likely to profit from any form of 
treatment given at the reformatory. More than 50% of commitments have a 
favourable prognosis, but at least 40% should never be released from close super- 
vision, as they will undoubtedly continue to be anti-social. It is not, however, 
easy to define the type of case which requires this permanent supervision. Prisoners 
should be dealt with as mentally sick individuals. An indefinite stay in a cor- 
rectional institution should be prescribed. Marked differences between the results 
given on intelligence and performance test and lack of uniform results in the latter 
are characteristic of emotional instability. M. HAMBLIN SMITH. 
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Part IV.—Notes and News. 


THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 
QUARTERLY MEETING, 


A QUARTERLY MEETING of the Association was held at 11, Chandos Street, Cavendish Square, 
on Thursday, May 17, 1934, the President, Dr. F. Douglas Turner, occupying the Chair. 
The minutes of the previous meeting were approved and were signed by the President. 


OBITUARY. 


The PREsIpDENT said he had again the sad duty of referring to the death of several members 
of the Association. The first was Dr. Peter Macdonald, who was President of the Association 
in 1907. He was a very distinguished man in the Association world, and had for long served as 
Secretary to the South-Western Division. 

Next was Dr. Ogilvy, late of the Long Grove Mental Hospital, Epsom, whose death was 
recorded in the Press only a few davs ago. 

Then there was Dr. Lavers, who at one time was a member of the Council of the Association, 
but unfortunately had not recently been able to attend the Association’s meetings. 

The last name was that of Prof. Tanzi, of Italy, who was one of the Association’s Honorary 
Members. 

As a tribute to the memory of the deceased members, those present stood in their places for 
a few seconds. . 


MATTERS ARISING AT THE COUNCIL MEETING, 


The PRESIDENT intimated that Dr. Sybille Yates, of the British Psychological Society, had 
written calling attention to a social function, in the form of a reception and dance, which that 
body proposed to hold in the autumn, and in which it was suggested that inembers of the Royal 
Medico-Psvchological Association might co-operate. Particulars would be supplied later. 

The Annual Congress of French-speaking Alienists and Neurologists was being held at Lvons 
from July 16 to 21. Dr. James had been asked to be the Association's delegate. A cordial 
invitation was also extended to any other members of the Association who might be able to 
attend. 

An invitation had also been received from the German Psychiatric Association asking that 
the Association might be represented at its Annual Meeting at Münster, which would take place 
from May 23 to 26. No representative was appointed, and the matter was left in the hands of 
the General Secretary of the Association. 

A letter had been received from the Central] Association for Mental Welfare concerning the 
Report of the Departmental Committee on Sterilization. The Central Association was pre- 
posing to set up an ad hoc Committee, chiefiy with the object of pressing forward efforts to secure 
legislation on the lines of the Report. He, the President, thought the Eugenics Society had 
appointed representatives on it, but the British Medical Association had not done so, and, he 
thought, was not likely to do so. He believed that the County Councils’ Association and the 
Municipal Corporations had also been asked to appoint representatives, and their own Association 
had been invited to appoint three representatives. It was felt by the Council that, as the most 
important body with knowledge of the subject, it would be best that the Association should be 
represented on such a Committee; but in order to ascertain what were the present views of 
members on the subject, the Council had decided to send out a brief questionnaire to all members 
of the Association, to which it was hoped all members would be able to give definite replies. 

The following resolution had been passed bv the South- Western Division of the Association : 
“That, having regard to the lack of uniformity in the local methods of administration of the 
Mental Health Services, and to the great desirability, in the interests of psychiatry, of such 
services being uniformly subject to the direction of psvchiatrists, the Council of the Association 
should set up a special Committee to report upon the organization of local mental health services, 
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and suggest such representations upon the subject as might properly be made to the appro- 
priate central authoritv." It was felt by the Council that this was an urgent matter, and that 
therefore the sooner the Association got to work upon it, the better. 

The date of the Annual Meeting of the Association, at Northampton, had been altered to the 
first week in July. He hoped that as many of the members as possible would support Dr. 
Rambaut on that occasion. 

The Council had given the Research and Clinical Committee permission to revise the 
Statistical Tables of the Association. 

He had further to report that under the auspices of the Mental Deficiency Committee of the 
Association a very successful meeting had been held at the State Institution, Rampton, when 
over a hundred members were present—a very considerable muster. It was a great satisfaction 
to find such support at the first meeting, not only by those specializing in that branch, but also 
by members generallv. 

As President he had visited the Scottish Division the previous week, and it was a pleasure to 
him to report that that Division was in a most flourishing position, and the members of it extended 
to him personally a verv cordial welcome, and he thoroughly enjoved the visit. 


ELECTION OF NEW MEMBERS. 


For this election Dr. J. Ivison Russell and Dr. Stewart acted as scrutineers. The following 
were elected ordinary members of the Association : 
McLeman, JOHN, M.B., Ch.B.Edin., Assistant Medical Officer, St. Andrew's Hospital, 
Northampton. 
Eustace, Henry Jocetyn, M.B., B.Ch., B.A.O., Dublin University. 
(Each proposed by Drs. Daniel F. Rambaut, Norman R. Phillips, Daniel J. O'Connell 
and Ruby O. Stern.) 


THE FIFTEENTH MAUDSLEY LECTURE. 


The Maudsley Lecture was delivered in the Hall of the Royal Society of Tropical Medicine 
and Hygiene, Manson House, Portland Place, by the Right Hon. Lord Macmillan, P.C., M.A., 
LL.D., Lord of Appeal in Ordinary. 

The PRESIDENT, in introducing Lord Macmillan, alluded to the Lecturer’s work in the cause 
of mental health throughout the country, apart from the immense amount of work he has done 
for social good in other directions. 

Lorn MAcMILLAN then delivered the lecture, entitled ** The Professional Mind ”. 


Dr. W. F. MENZIES, in proposing a vote of thanks to the lecturer said: To propose a vote 
of thanks to Lord Macmillan for his brilliant discourse this afternoon is a great honour, but also 
it carries with it a heavy responsibility, and I would that such an orator as Sir James Crichton- 
Browne had been able to take mv place on this occasion. 

Lord Macmillan began bv exemplifving the well-known phvsiological law of the summation of 
subliminal stimuli, and then he went on to explain the evolution of action: first vou practise 
hard bv imitation ; this becomes a habit, and ends up by becoming an instinct. The rest of his 
discourse was an apologia for the professions, especially the medical profession. And I think 
he is, perhaps, not the right man to do it, because he does not show the worst of us. Itis perfectlv 
notorious that Lord Macmillan is gifted with a degree of fairness and a capacity for seeing the 
other side of every question with which he has to deal, that very few men in our day and genera- 
tion possess. (Applause.) However, we sometimes like to think that we are bigger when we zo 
out of the room than we were when we caime into it, and I expect that will be our thought to-day. 

Lord Macmillan began his educational life, I think J am right in saving. at Greenock Academv, 
a very famous old school which I used to hear about from my grandfather, who held one of the 
livings in that town, and his father was a most illustrious literary man as well as a clergyman, 
an LL.D. as wellas a D.D. I think he made an error in not sending his son to mv old school, 
Fettes. However, his son did his best to make up for that in later life by consenting to act on 
the Board of Governors. I sometimes wonder what would have happened if he had imbibed 
that awful public school spirit; he would have carried evervthing before him at Oxford, aud 
he would either have been Master of Balliol or Archibshop of Canterbury. But, let us confess, 
he has done more good to mankind in his present position than he would have done in either 
of those professions. 

In 1893, I think it was, Lord Macmillan took his M.A. at Edinburgh, with First-class Honours, 
and proceeded to the LL.B. Glasgow, and again was the most distinguished Bachelor of Laws 
of his year. In 1897 he was admitted to the Faculty of Advocates, and almost at once he estab- 
lished a reputation at the Scottish Junior Dar. He acted in many capacities; he was Editor 
of the Judicial Review, and took a particular interest in the Advocates! Library, and was 
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successful in getting it accepted, first bv a report and then by the National Libraries Act, to 
be the National Library for Scotland. That was in 1925. 

He took silk in 1912, and at once advanced to the front rank of King’s Counsel. Since then 
he has been Chairman of innumerable committees of inquiry or Parliamentary commissions ; 
the Roval Commission on Mental Disorders in 1924, the Shipbuilding Employers’ versus Trade 
Unions in 1927, the Coal Disputes Commission, and so on, all characterized by this intense sense 
of fairness. Everyone in the country trusts Lord Macmillan ; employers and workmen are 
equally satisfied with every judgment he gives. There has been no man in my seventy years of 
life who has held the confidence of both sides to the extent that he has. 

Before this time there began that tug-of-war between England and Scotland for the possession 
of Lord Macmillan. He is one of those very rare examples of the Scotsman who has deserted 
his native heath and come to England. (Laughter.) But mark the difference. We come in 
the hope of gathering in the shekels ; he came because he had already attained such a position 
that England demanded his services as being too great to be accommodated in Scotland. He 
was forced by circumstances to take up the larger field. 

In 1924, as vou know, he accepted the Lord Advocate's position on the specific condition 
that he should not act in any political way ; and in 1930 came the crowning act of grace from 
His Majesty, and ‘‘ Mr." Macmillan became Lord Macmillan of Aberfeldy, a Privy Councillor 
aud a Lord of Appeal. 

Lord Macmillan always took a great interest in our specialty, and the first degree he took 
was in mental philosophy ; when he was still a voung barrister I find he used to give lectures to 
students, on '' Searches ”, where he pointed out how careful we should be when we put depressed 
cases to bed. In his '' Provisional Orders ” he points out that patients do not get enough 
pudding for dinner. He was alwavs interested in ‘“ Conveyancing ", and so he recommends 
that everv hospital should have a motor 'bus to take the patients to picnics. 

I do not want to criticize the 1924 Commission's Report, but I think that if he had used the 
whip more freelv to his team we might have had something better than the present Section V 
of the Mental Treatment Act. Upon that, however, I will say nothing, but will conclude by 
asking you to pass a hearty vote of thanks to Lord Macmillan as an eloquent orator, a sympathetic 
pleader and an astute judge. (Loud applause.) 


Dr. HENRY DEVINE said: Mr. President, Ladies and Gentlemen— I do not conceive that it is 
the function or tlie dutv of the seconder of a vote of thanks to delay vou or our learned lecturer 
verv long. But on such an occasion one should be absolutelv sincere. 

We have all listened this afternoon to a remarkable address, and one full of psychological in- 
sight, with the greatest possibleinterest. Everv sentence Lord Macmillan uttered wasilluminating. 
I think that the Committee responsible for appointing the Maudsley Lecturer have done very 
wiselv in inviting from time to time distinguished members of other professions than medicine 
to address us. Though this is called a ‘* popular " lecture, it is, in fact, a very learned discourse, 
revealing a profound insight into human nature which many of us psychiatrists might envy. 
The lawyer and the psychiatrist are very closely allied, since the members of both these pro- 
fessions are dealing with maladjusted individuals. Our methods of dealing with these mal- 
adjustments naturallv differ from those of the legal profession, but in many cases the result 
is the same, since neither of us manages to cure in a considerable number of instances the mentally 
or morally distorted clients with whom we have to deal. (Laughter.) 

Thank you very much indeed, Lord Macmillan; we have thoroughly enjoyed your address. 


(Applause.) 


The vote of thanks was carried by acclamation. 

Lorp MACMILLAN, in reply, said: Mr. President, Ladies and Gentlemen, I should like to say, 
in the language of vour own craft, that the reaction of the particular specimen of the professional 
mind which has been exhibited on the platform this afternoon to your very cordial reception is 
one of deep appreciation. (Applause.) 


SOUTH-EASTERN DIVISION. 


THE SPRING MEETING of the South-Eastern Division of the Royal Medico-Psychological 
Association was held at Ticehurst House, Ticehurst, Sussex, on May 29, 1934. 

During the forenoon members inspected the Hospital and Grounds. They were afterwards 
entertained to lunch. The loval toast was followed by that of ''Our Hosts”, proposed by Dr. 
SERGEANT. Col. NEWINGTON replied. 

The meeting then took place. 

The minutes of the last meeting were taken as read, and confirmed. 
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The following was unanimously elected an ordinary member of the Association : 
HARRIETTE CREERTLE BocLEe, M.D., Ch.B.Ed., Assistant Medical Officer, Holloway 
Sanatorium, Virginia Water, Surrey. 
Proposed by Drs. H. Devine, C. Rutherford and J. G. Hamilton. 
The following were elected members of the Divisional Committee of Management: Drs. 
Haynes, McDowall, B. W. Brown, Stewart, Lindsay, Macfarlane and Sinclair. 
Dr. J. Noel Sergeant was elected Secretary of the Division. 
Dr. H. G. L. Haynes was unanimously elected Chairman of the Division. 
The following were elected Representative Members of the Council: Drs. Bower, B. W. 
Brown, Haynes, Jarrett, Lindsay, Stewart. 
The following examiners were elected: Junior—Dr. A. C. Sinclair; Senior—Dr. W. G. 
Masefield ; Mental Deficiency—Dr. T. Lindsay. 
The fixing of the date and place of the Autumn Meeting, 1934, and of the Spring Meeting, 
1935, was left in the hands of the Divisional Secretary. 
Dr. McDowa tt then read a paper entitled ** The Unexpected in Mental Practice ”. 
A discussion followed in which Drs. RAMBAUT, PADDLE, WALK, LINDSAY and SMITH took part. 
Members were then entertained to tea. 


SOUTH-WESTERN DIVISION. 


THE SPRING MEETING of the Division was held, by kind invitation of Dr. Thomas Beaton, 
O.B.E., and the Committee of Visitors, at the Portsmouth City Mental Hospital, on Thursday, 
April 26, 1934. 

The following members were present: Drs. A. S. Mules, Bertha M. Mules, P. Carruthers, 
Ian Skottowe, C. Davies- Jones, G. W. Mackay, J. G. Smith, A. Wilson, W. Wyatt, J. L. Jackson, 
T. Beaton and S. Edgar Martin (Hon. Divisional Secretary). The undermentioned attended 
as visitors: Drs. A. H. H. Vizard, T. C. McElwee, H. H. Warren and T. E. Roberts. 

Dr. J. L. Jackson was in the Chair. 

Apologies for absence were received from the President, Dr. W. R. Dawson, Dr. Elizabeth 
Casson and others. 

The minutes of the last meeting were read and confirmed. 

On the proposition of Dr. J. L. JACKSON, seconded by Dr. T. BEarow, Dr. S. Edgar Martin 
was re-elected as Hon. Divisional Secretary. 

Dr. T. BEATON proposed and Dr. MuLEs seconded that Dr. J. L. Jackson and Dr. E. Barton 
White should be elected as Representative Members of Council. 

Dr. J. L. Jackson was re-elected Divisional Chairman on the proposition of Dr. T. BEATON, 
seconded by Dr. C. DaviEs- JoNEs. 

The following were elected as ordinary members of the Association : 

JAMES CHARLES ROHAN, M.B., B.Ch., B.A.O.N.U.L, Assistant Medical Officer, Berks 

Mental Hospital, Wallingford, Berkshire. 

Proposed by Drs. W. Woolfe Read, R. Worth and G. Warwick Smith. 
ALEXANDER Woop, M.B., Ch.B.Aberd., Deputy Medical Superintendent, County Mental 
Hospital, Newport, Isle of Wight. 
Proposed by Drs. C. Davies- Jones, J. R. Benson and S. Edgar Martin. 

The Hon. DivisioNAL SECRETARY reported that Dr. J. L. Jackson had kindly invited the 
members to hold the Autumn Meeting for 1934 at Knowle Mental Hospital, but Dr. Jackson 
bad just intimated to him that some additional accommodation, which he specially wished the 
members to see when they visited Knowle, might not be completed by the date of that meeting. 
It was therefore decided to leave the matter of the place of the Autumn Meeting in the hands 
of the Hon. Divisional Secretarv. 

The following nominations for posts of Examiners were made: Preliminary Nursing Examina- 
tion, Dr. J. F. Leech ; Final Nursing Examination, Dr. J. S. l. Skottowe (vice Dr. J. McGarvey) ; 
Nurse Examiner, Miss Guyatt. 

Dr. C. DaviEs-JoNEs read a modified version of /Esop's fable, ‘‘ The Fox and the Grapes ”, 
at the same time mentioning that possibly many of the members knew the characters to whom 
reference was made. 

On the proposition of Dr. J. S. I. SKOTTOWE, seconded by Dr. J. L. JACKSON, it was decided 
to send the following resolution to the Council of the R.M.P.A. : 

*" That having regard to the lack of uniformity in the local methods of administration 
of the Mental Health Services, and to the great desirability in the interests of psychiatry 
of such services being uniformly subject to the direction of psychiatrists, the Council of 
the R. M.P.A. should set up a Special Committee to report upon the organization of Local 
Mental Health Services, and suggest such representations upon the subject as might 
properly be made to the appropriate Central Authority.” 


mn—————————————€———————————————— 
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- Dr. Toomas Beaton read an interesting paper on the ** Organization of Mental Treat- 
ment”, and the following members took part in the subsequent discussion: Drs. JACKSON, 
SKOTTOWE, DAVIEsS-JONES, ROBERTS, WARREN and MACKAY. 

Members were given the opportunity of inspecting the hospital, including two recently 
completed modern villas for the reception of new patients, and also a new post-mortem room 
incorporating the latest improvements. i 

Dr. J. L. Jackson proposed a very hearty vote of thanks to Dr. Beaton and the Committee 
of Visitors for their kind hospitality, which was passed with acclamation. 

Dr. BEATON suitably replied. 


NORTHERN AND MIDLAND DIVISION. 


THE SPRING MEETING of the Division was held, by the courtesy of Dr. David Blair, at the 
Lancashire County Mental Hospital, Prestwich, on Friday, May 11, 1934. 

There were present: Drs. Archdale, Bamford, Blair, Booth, Calder, Dove Cormac, Edgerley, 
Eurich, Fox, Handley, Henderson, Hopkins, Howie, McGlashan, Menzies, Mould, O'Reilly, 
Pool, Potts, Quine, D. Russell, J. Russell, J. I. Russell, Starkey, Stephens, Talbot, Tattersall, 
Thomas, Thorpe, Wilkins and Walker. 

During the forenoon members visited the wards and laboratories, and Dr. Tattersall demon- 
strated an improved method of specimen mounting. Members were then kindly entertained 
to lunch. 

In the absence of the Divisional Chairman Dr. Blair presided, taking the chair at 2 p.m. 

The minutes of the previous meeting were confirmed and signed. 

Apologies for absence were communicated. 

Reports of the Divisional Committee and Representative Members of Council were received. 

The following candidates, after ballot, were duly elected members of the Association : 

ARTHUR Poor, M.B., Ch.B. (Hons.) Liverp., M.R.C.P., D.P.M., Medical Superintendent, 
South Yorkshire Mental Hospital, Sheffield ; Lecturer in Mental Diseases, Sheffield 
University. 

Proposed by Drs. Mathieson, Thorpe and Clegg. 
MARION GREAVES, M.R.C.S., L. R.C.P., Assistant Medical Officer, The Lawn, Lincoln. 
Proposed by Drs. Rees, Mackenzie and Russell. 

CHARLES Barry BaMronp, M.D., Ch.B.Liverpl., D.P.M.Dub., Assistant Medical Officer 

County Mental Hospital, Rainhill; St. Fillans, Eltonhead Road, St. Helens, Lancs. 
Proposed by Drs. Reeve, Walk and Rodgers. 

James Erskine Howie, M.D., Ch.B.Liverp., M.R.C.S., L.R.C.P., D.P.M., Assistant 

Medical Officer, County Mental Hospital, Prestwich, Manchester. 
Proposed by Drs, Blair, Tattersall and Talbot. 

EpitH Marion Bootn, M.B., Ch.B.Manch.(Hons.), Assistant Medical Officer, County 

Mental Hospital, Prestwich, Manchester. 
Proposed by Drs. Blair, Tattersall and Talbot. 

ALICE McGLasHan, M.B., Ch.B., D.P.H., Assistant Medical Officer, County Menta 

Hospital, Prestwich, Manchester. 
Proposed by Drs, Blair, Tattersall and Talbot. 

Dr. Russell was re-elected Secretary, Drs. Archdale, Dove Cormac and Edgerley were elected 
Representative Members of Council. Dr. Edgerley was elected Divisional Chairman. 

Dr. Dove Cormac was nominated to serve on the Mental Nursing Advisory Committee. 

It was resolved that the following nominations be submitted for the offices of Examiners : 
Professional Examination, Drs. Menzies and Potts; Preliminary Examination, Dr. McGrath; 
Final Examination, Dr. Brunton; Mental Deficiency Exainination, Dr. Freize Stephens; Nurse 
Examiner, Miss Moore. 

It was resolved that it be left to the Secretary to arrange the date and place of the Autumn 
Meeting. 

The following papers were read : 

“ The Barbiturates in Epilepsy," by Richard Hanley, M.B., Ch.B., D.P.M. 

“ Observations on the Use of Pyrifer," by James Erskine Howie, M.D., M.R.C.S., D.P.M. 

" Dramatization in the Insane," by Geoffrey Talbot, B.Sc., M.B., Ch.B. 

Many of the members present contributed to an interesting discussion which followed the 
reading of each paper. 

The meeting was closed at 5 p.m. 
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IRISH DIVISION. 


THE SPRING QUARTERLY MEETING of the Irish Division was held at Portrane Mental Hospital, 
Donabate, co. Dublin, by the kind invitation of Dr. J. O’Conor Donelan, Medical Superintendent, 
on Thursday, April 5, 1934. 

The following members were present : Dr. L. Gavin in the Chair; Drs. S. Blake, P. J. Cassin, 
Kathleen Dillon, J. O'Conor Donelan, Patricia Dalv, F. J. Deane, W. N. Eustace, John FitzGerald, 
P. Grace, Dorothy Gardner, B. F. Honan, D. Hegarty, D. L. Kelly, J. Kearney, R. R. Leeper, 
J. C. Martin, P. Moran, C. B. Molonv, J. Mills, Eveleen O'Brien, E. N. M. O'Sullivan, R. Taylor, 
R. H. Taylor and R. Thompson (Hon. Sec.), and, as guest, Dr. E. Shanahan. 

Apologies for unavoidable absence were received from Drs. S. J. Graham, J. C. Osburne, 
John J. FitzGerald, B. Lyons, P. J. Courtney, Dorah E. Allman, G. H. Keene, M. J. Nolan, 
J. F. FitzGerald, R. D. Brennan, T. A. Greene, H. R. C. Rutherford and P. J. Irwin. 

Members were kindly entertained to luncheon. 

The minutes of the previous meeting were read, approved and signed by the Chairman. 

The following nominated candidates were, after ballot, declared unanimously elected menibers 
of the Association : 

PATRICIA MARY JOSEPHINE DarLv, M.B., B.Ch., B.A.O., N.U.I., D.P.H., Assistant Medical 
Officer, Portrane Mental Hospital, Donabate, co. Dublin. 
Proposed by Drs. S. Blake, J. O'Conor Donelan and John FitzGerald. 
JOSEPH O’Connor, M.D., B.Ch., B.A.O., N.U.I., Assistant Medical Officer, Ardee Mental 
Hospital, Ardee, co. Louth. 
Proposed by Drs. P. Moran, L. Gavin and P. J. Cassin. 

The meeting then proceeded to the election of the Officers of the Division for the year 1934-35, 
and the following, after ballot, were declared elected : 

Hon. Secretary, Dr. R. Thompson. 

Representative Members of Council, Dr. L. Gavin and Dr. J. C. Martin. 

Dr. LEEPER then proposed and Dr. Grace seconded that Dr. Gavin be re-elected Chairman 
of the Division. This was carried unanimouslv. 

The Mental Nursing Advisory Committees to the General Nursing Councils were re-elected 
as follows : 

For Northern Ireland : Drs. M. J. Nolan, Dorothy Gardner, F. J. Deane, N. B. Graham 
and J. Watson. 

For Irish Free State: Drs. J. O'Conor Donelan, L. Gavin, S. Blake, R. R. Leeper and J. C. 
Martin. 

Drs. Nolan and O'Conor Donelan were re-elected Examiners for the Association's Certificate 
in Psychological Medicine. 

The following were nominated Examiners for the Nursing Certificates of the Roval Medico- 
Psychological Association: Preliminary, Dr. Dorothy Gardner; Final, Dr. P. Moran; Mental 
Deficiency, Dr. G. H. Keene; Nurse Examiner, Miss Delany. 

The Secretary was instructed to ask Dr. Keene to reconsider his decision to resign from the 
Examinership for Mental Deficiency, and, failing such reconsideration, Dr. C. B. Molonv was 
nominated to fill the vacancy. 

Dr. MoRAN submitted his report of the present position regarding the contemplated Central 
Pathological Laboratory, and gave an account of the interview which the Sub-Committee were 
afforded with a Committee representing the Sweepstake Authorities. 

Dr. Moran's report was discussed in detail by the members present, and, in view of the many 
dificult problems which might arise, it was decided to send a questionnaire relating to these 
problems to each member of the Division. 

Dr. KEARNEY raised the question of the inadequate medical statfing of the mental hospitals. 
He pointed out that, excluding superintendents, the proportion of medical officers to patients 
was generally about 1 to 600 and, frequently, considerably less than this, and that consequently 
any work other than the purely routine was impossible. Dr. Donelan, Dr. FitzGerald, Dr. 
Gardner and others expressed complete agreement with Dr. Kearney's views. lt was finally 
decided that a minimum ratio of medical officers to patients—exclusive of superintendents— 
should be 1 to 350, and that a communication embodying these suggestions should be sent to the 
medical superintendents of all district mental hospitals for the consideration of their committees, 
and that a copy of this communication be also forwarded to the Minister for Local Government. 

The meeting accepted with pleasure Dr. Moran’s invitation to hold the Summer Meeting 
at Ardee Mental Hospital, at a date to be fixed later. 

Dr. EvELEEN O'BRIEN read a very interesting communication on ‘* The Sedimentation Rate 
of Red DBlood-Cells °. (See below.) 

Dr. O'Brien's paper was fully discussed by the members present. The Chairman, in summing 
up the discussion, thanked Dr. O'Brien for her valuable communcation, and stated that, in his 
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opinion, every device which could be used for the earlier detection of physical abnormality in the 
insane should be resorted to. 

Dr. MARTIN then proposed a vote of thanks to Dr. Donelan for his kind hospitality. This 
was seconded by Dr. LEEPER and carried unanimously. 


PaPER.—'* The Sedimentation Rate of Red Blood-Cells: Its Diagnostic 
and Prognostic Value in the Treatment of the Physical Ailments 
of the Insane," by EvELEEN O'BRIEN, M.B., B.Ch., B.A.O., D.P.M,, 
Assistant Medical Officer, Portrane Mental Hospital. 


IN writing this short paper on the red-cell sedimentation rate I am, of course, 
aware that the test is not a new one, but considering the extreme ease with which 
it can be performed and the definite value of its results (when taken in conjunction 
with other factors) I think it is a pity it is not more widely used, more especially 
in mental hospitals, where all tests are particularly valuable, the patient, as a rule, 
having neither the wit nor the will to give any information regarding his physical 
illness. 

The test is extremely simple, the only apparatus required being a syringe and 
needle for vein puncture, a freshly-made solution of 3% sodium citrate, and some 
form of glass tube or cylinder. Many different methods have been employed in the 
actual carrying out of the test, but the principle in all has been the same, e.g., to 
mix blood with sodium citrate solution, allow it to stand for a definite length of 
time, and then to measure either the height of the column of red cells below, or 
that of the clear fluid above; or else to calculate the time required for the red cells 
to fall to a certain mark. 

I used ordinary graduated 10-c.c. cylinders. 8 c.c. blood was withdrawn into 
a I O c.c. syringe already containing 2 c.c. of a freshly-made solution of 3% sodium 
citrate. (This solution must be fresh—I made it up every morning.) This mixture 
was then placed in the cylinder, where it reached the 10 c.c. mark. The cylinder 
was inverted once with a finger on top, and then put aside, and the height of the 
column of red cells was estimated after one hour. 

It has been observed that many healthy individuals have a very slow rate of 
sedimentation. This is apparently of no importance, an increased rate only 
being of significance. For any healthy individual repeated examinations over a 
long time indicate that the rate is nearly constant, altered only slightly by physio- 
logical conditions, and tending to be slightly more rapid in women than in men, 
and less rapid in children than in adults. Zeckwer and Goodall wrote that in their 
series every case in which the red cells occupied less than 4:5 c.c. was one of malig- 
nant tumour, tuberculosis or large inflammatory exudate. Where the cells were 
between 4:5 c.c. and 5 c.c. it was highly probable that the case was one of those 
conditions, and that it was only in occasional cases of these diseases that the red 
cells occupied more than 5 c.c. They also found that the rate was accelerated in 
pregnancy and in anzemias. It was normal in their very small series of cases of 
syphilis of the central nervous system. They considered the blood to be normal 
where the red cells did not fall below 7:5. My results are in agreement with theirs 
to a very great extent. 

I tested in all 400 cases. Seventeen of these were not insane patients; they 
were mainly nurses up for appointment and whose blood was being taken for other 
reasons. They were all healthy young people, and it was interesting to observe 
that in none of their cases did the red cells go below 8:5. I divided the remaining 
383 into three divisions : 

(1) Those in which the red cells stood at or above 7:5—normal. 
(2) Those in which the red cells fell below 7:5, but were above 5:5. 
(3) Those in which the red cells fell below 5:5. 

Out of the 383 patients, 347 gave readings bringing them into the first group, 
e. g., normal, 22 came into the second group, and 14 came into the third group. 
Taking this latter group first—that is, the 14 with the very low readings below 5:5— 
I may say at once that these cases were all extremely ill. Of the 14, 8 were cases of 
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active pulmonary tuberculosis, 1 had abdominal tuberculosis, 1 had an empyema 
following lobar pneumonia. The remaining 4 were cases of malignant disease. 

The next group of 22 (reading below 7:5 and above 5:5) is the much more 
important, since these patients were up and about (with one exception), and 
were only found to be pathological in the routine performance of the test. I 
should like to quote three which were particularly interesting, and then give you 
my observations on the entire series. 


One of the first patients to show an abnormal reading was a young epileptic—a stout, strong, 
country girl, who appeared to be in excellent health, apart from her seizures. I was quite 
taken aback at her reading—6'3. I examined her very thoroughly. The urine and feces were 
examined bacteriologically and the Wassermann reaction was carried out, all with negative 
results. On looking up her notes, however, I noticed that she suffered from occasional bilious 
attacks. Some time later she had another attack of vomiting with nausea and abdominal pain. 
There was no gynecological trouble, and though I examined her repeatedly during the attack, 
I failed to discover a definite cause for her illness. About a fortnight later she again vomited 
and had violent abdominal pain, and her temperature rose to 102'. Operation revealed an 
acute cholecystitis superimposed upon a chronically inflamed gall-bladder. The gall-bladder 
was perforated by a large gall-stone, and the latter was lying in a pocket of circumscribed 
peritonitis. Despite my repeated examinations I missed her cholecystitis, but the sedimentation 
rate at least warned me that there was some pathological process at work. 

The next case was also a voung girl in her early twenties. There was nothing of note in her 
history beyond that she had a perverted appetite—she would eat almost anything; also the 
facies was of a peculiar greenish pallor, but apparently she was in her normal health. Her 
reading was 6'9. I went through the same routine with her and had much more trouble, as 
she was almost completely demented. I discovered nothing, but kept her in hospital for a few 
days’ observation. One night she complained of headache and (1 happened to be in the ward at 
the time) she suddenly had an alarming hematemesis. She rallied from this, but a succession 
of minor hemorrhages from the gums and mucous membranes, together with high fever, speedily 
terminated her illness. 1 made several slides in the case, but unfortunately the pathologist 
reported they were of no use as the stain was dead. The symptoms, however, pointed to a 
diagnosis of acute lymphatic leukemia: she had the three chief symptoins of that disease, e.g., 
hzmorrhages, fever and anaemia. 

The third case was a woman, xt. 36, fretful, complaining and hypochondriacal. She came 
to hospital with the signs and symptoms of influenza, which was then prevalent, and she was 
accompanied by several others similarly afflicted. I took blood from them all before making a 
physical examination, as I happened to be doing the test when they came in. They were all 
normal with the exception of this patient, who gave a reading of 5'6. I have said she had all 
the signs of influenza, but she had in addition dullness at the left base, with distant breath-sounds 
of a tubular quality and diminished vocal resonance. The dullness extended rapidly, and I 
removed about one and a half pints of fluid, underneath which were active signs of tuberculosis. 
She was removed to the sanatorium, and after some weeks of irregular pyrexia, settled down 
and did very well—mentally as well as physically. She is now a buxom, cheerful woman who 
does a good day’s work. 


I have mentioned these three cases, not to suggest that if the sedimentation 
be normal one may concli:de there is nothing wrong with the patient, but, if it is 
found to be abnormal, nothing should be left undone to discover the cause. The 
remainder of my 36 cases were not so dramatic fortunately, but some points about 
them struck me as being interesting: 

(1) The sedimentation rate is abnormal in that form of dysentery peculiar to 
mental hospitals. This surprised me, for the characteristic mucus in the motions 
of these cases consists chietly of polymorphonuclear cells (from the blood), mucin 
(from the mucous glands), and decaying columnar cells—the latter alone coming 
from tissue breakdown—but I presume there is a certain amount of tissue change, 
cloudy swelling, etc., in the other organs resulting from the toxaemia, and, of course, 
in the severe cases there is actual ulceration of the bowel. 

(2) The surprisingly large number of people who are up and about apparently 
in normal health, but who still are tubercular. I admit I find it practically im- 
possible to diagnose early tuberculosis in the insane, their restlessness, lack of co- 
operation and shallow breathing being a great handicap. Several cases (in this 
group of 22), which from the evidence I found in the chest I considered to be in the 
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early stage of the disease, later came to autopsy (some through intercurrent disease), 
and I was dismayed to find cavitation where I had visualized tubercle formation, 
or, at the most, very early caseation—a painful if salutary discovery. 

(3) There is increased sedimentation rate in blood diseases. Only two cases 
came under my observation—one the acute leukemia I have described and another 
of chronic lymphatic leukzmia. 

(4) Two cases had acne vulgaris of long standing but no other lesion that I 
could demonstrate. Whether their suspension stability was altered because of the 
acne or the skin trouble was just a coincidence I am unable to say. They are 
both alive and seemingly well, but retain their acne. 

(5) I classed as neurological four patients with the post-encephalitic syndrome, 
one with disseminated sclerosis, and two general paralytics. The readings were 
all normal, with the exception of the disseminated sclerosis, whose red cells fell 
to 6:4. This particular case was not an inmate of the institution. She went down- 
hill very rapidly, and towards the end manifested definite cerebral symptoms— 
possibly following on plaque formation in the brain. 

(6) The high percentage of normal readings among the epileptics. There were 
73 epileptics ; of these 5 showed increased sedimentation rate: one was the chole- 
cystitis case I have described, two had dysentery, one was tubercular, and the fifth is 
undergoing investigation at the moment—I think she has disseminated sclerosis. 

My conclusion is that the test is decidedly helpful. It indicates that tissue 
breakdown is occurring somewhere in the body, though it does not say why or 
where.  Itis very helpful in estimating prognosis, more especially in tuberculosis. 
Many observers stress the fact that during sanatorium treatment, if the bacilli 
have disappeared from the sputum and the temperature and pulse have become 
normal, and the disease, to all intents and purposes, has become arrested, the sedi- 
mentation rate may stil show acceleration. This, it is considered, shows that 
arrest of the disease has not been finally established, and one cannot give a good 
prognosis until the sedimentation test has returned to normal. In cases of 
malignant disease where the growth has been removed by operation it is of con- 
siderable value. I have no practical experience of such cases, but know of one in 
which, prior to operation, the red cells fell to a very low figure, and for some time 
after operation it remained at a low level; then it gradually rose until it reached 
normal. Such cases would be well advised to have repeated examinations over a 
considerable period ; a falling level might be the first indication of metastases. 

The test appears to be particularly useful when dealing with the insane who are 
physically ill and who cannot or will not supply any information or assistance. 
At times we have to work not only without their help, but actually against their 
resistance, and under such conditions we should welcome any procedure likely to 
aid us in diagnosis or treatment. 


VISIT TO RAMPTON STATE INSTITUTION. 


On April 25, 1934, under the auspices of the Mental Deficiency Committee, and at the kind 
invitation of the Board of Control, members of the Association visited the Rampton State 
Institution. The occasion produced an attendance only equalled at annual general meetings, 
over 120 members making the journey. They were received by Sir Hubert Bond. Dr. Rees 
Thomas and Miss Darwin, Commissioners of the Board of Control, and Dr. F. E. Schneider, 
Medical Superintendent, and were kindly entertained to lunch. The President, Dr. F. Douglas 
Turner, expressed the thanks of the Association to the Board and Sir Hubert Bond responded. 


The following description of the institution and its activities was issued : 


RAMPTON STATE INSTITUTION. 


Section 35 of the Mental Deficiency Act, 1913, empowers the Board of Control to establish 
and maintain State Institutions for Mental Defectives of dangerous or violent propensities. 
The cases for which the Board are required to provide are mental defectives who are dangerous 
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or violent, either to themselves or others. There are amongst these a number of children and 
adults suffering from the after-effects of encephalitis lethargica. 

The following table shows the type of institution from which the patients were received 
during the vear 1933: 


Males. Females. 

Certified institutions í A : ; 22 s; 32 
Institutions under Section 37 . ; ; 13 i 16 
Prisons . , i ‘ ; ; ; 4 . I 
Courts of Sum. Jur., Section 8 ; 5 à 
Borsta] . : , A à , ; I i 
Mental hospitals : í i : 4 I ; 2 
Own home " . " : . s I , - 
Places of safety : ; ; : ; 3 ‘ I 
Industrial school f ; ‘ I ; 

Total admissions . " ; : 5I ` 52 


Patients are accepted for admission to Rampton on the ground that they are unmanageable 
elsewhere, or that they have displayed propensities of such a dangerous character as to make 
special precautions essential to secure adequate supervision and control. 

Persons of unsound mind as such are not eligible for admission to a State Institution, but 
nearly one-half of the patients have shown transient psychotic or neuro-psvchotic conditions 
superimposed on mental defect. In 1920 the Rainpton Criminal Lunatic Asvlum Estate was 
transferred by the Home Secretary to the Board for permanent use as a State Institution. 

At that time there was accommodation for 300 patients. Substantial additions have since 
been made to meet the growing needs. Experience has shown that the larger wards which formed 
part of the old building are less suited as units for the treatment of troublesome patients than 
the sixteen detached villas of 35-40 beds each, which have since been provided. One of the 
Villas on each side is a sick hospital. 

The children’s section, one villa for boys and one for girls, 36 in each, with a school and 
recreation ground, is apart from the adult section of the institution. 

The estate comprises some 184 acres. The number of defectives resident is : 


Men . x , . ; . 635 
Women i A A ; «c ss 
Boys . " : ; ; : 35 
Girls . i : ; , à 30 

Total à ; ; . 1,124 


Approximately one-half of these patients were criminal, and one-half non-criminal. The 
former include many cases with records of serious crime. 

The ratio of defectives in the State Institution to defectives in ordinary certified institutions, 
etc., has for some time past been approximatelv one to twentv-five. 

The staff comprises the medical superintendent, three medical officers, administrative and 
clerical staff, teachers (for children) and nursing and domestic statf, including industrial 
instructors. The total number of nursing, training and domestic staff is 290, which includes 
provision for relief and night duty. The number required for day duty in each ward or villa 
is three or four, according to circumstances, with six in the wards for the most dithcult patients. 

The provision of industrial training and occupations for defectives forins an integral part of 
their treatment. Much attention is paid to the recreational side of their daily occupations. 
Under the supervision of the staff a great proportion of the work of the institution is done bv 
patients. Workshops are also provided as follows : 

Males: Shoemaker, tailor, metal worker, carpenter, upholsterer, French polisher, mat and 
mattress making, brush work, basket work, concrete work, hand and power weaving. There are 
a number of minor occupations and many patients are engaged in farming, gardening and other 
outdoor utilitv work. There are special classes for lower grade and physicallv defective patients. 

Females : Sewing room, kitchen, laundry, hand weaving, knitting, rug and mat work, rafħa, 
leather work, lace making, embroidery and various handicrafts for all grades of patients. Female 
patients also work in the garden and on the poultry farm. 

Next to occupations, amusements and recreations are the most important method of treat- 
ment. There are four recreation grounds ; there is a full-time gymnasium instructor and à games 
mistress. Indoor activities include mixed dances, whist drives, choral singing and dramatic 
performances, etc., in which the patients take the chief parts. 
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The treatment and training have resulted in an improvement in the mental condition and 

behaviour of the patients, so that it has been possible to return many of them to the care of the 
-Local Authorities, or to a supervised life in the community. 

It is proposed to extend the workshops to provide further facilities for training the trouble- 
some lower grade men and women ; and special arrangements are being made for the training 
and occupation of some groups of the most dangerous adult male patients who have hitherto 
proved to be unemplovable outside the ward group. 

The proportion of patients emploved varies from go to 95%. It is hoped that with the new 
arrangements it mav be possible to improve on this figure. 

The new admissions during the vear 1933 were 51 male and 52 female patients, of whom 
7 were under the age of 16 years. The net increase during the vear of patients in the State 
Institution (Rampton and Moss Side branches) amounted to 43. The death-rate was 8°6 per 
thousand. The average cost per patient, excluding the capital cost of buildings, is 26s. 6d. per 
week. 

The staff recreational activities are centred in the Recreation Club, a building to which all 
members of the staff have access. There is a shop, a post-office, and it is a duly licensed club. 
The bar is open only to male members. 

The cost of the swimming bath, the hard tennis courts, the bowling green and the petrol 
punips was met out of club funds. 

The Honorary Secretary and the Management Committee are elected by vote at the annual 
meeting. The Committee employ their own staff, four in number, to run the club. The Board 
maintain the club buildings, provide part of the furniture, and supply coal and light free of 
charge. 

Boarn OF CONTROL, 


April, 1934. 


A comprehensive display of the products of the patients’ occupations was on view in the 
Recreation Hall. 

After luncheon members were conducted in parties round the villas, workshops and occu- 
pational class rooms ; they also saw a gymnastic display by boy patients, and a demonstration 
of camping and first-aid by the patients' scout troop. 

Tea was then provided, after which Dr. Schneider showed a nuniber of typical cases, giving 
notes of their histories and progress while in the institution. 

It was generally felt that the meeting had been a most successful one, and that a very profitable 
day had been spent in observing the methods used and the impressive results achieved with the 
very ditticult types of cases treated at this institution. 


OPENING OF SHENLEY MENTAL HOSPITAL BY H.M. THE KING. 


On May 31 last the new Middlesex County Mental Hospital at Shenley was forinally declared 
open by H.M. the King, who was accompanied by H.M. the Queen. 

In our issue for January, 1931, there appears an account of a similar ceremony when, in the 
King’s unavoidable absence, H.M. the Queen opened the new buildings of Bethlem Roval 
Hospital. The present, however, is the first occasion on which a county mental hospital has 
been thus honoured. 

In the address presented to Their Majesties by the Visiting Committe of the Hospital, the 
Roval visit was referred to as * another token of that constant solicitude for the care of the sick 
which has so especially endeared Your Majesties in the hearts of vour subjects; and a source 
of gratification and encouragement not only to those concerned with this Mental Hospital, but 
to all who are engaged in the various Mental Health Services throughout the Country "'. 

Ihe following was the King’s reply : 


His MAJESTY THE KING’s REPLY. 


“ I thank vou for your loyal and dutiful address. 

'" It is a pleasure to The Queen and myself to be present to-day and to associate ourselves 
with the opening of the Shenley Mental Hospital. 

*' The care of the sick is at all times a matter of deep concern to us. I am glad to have 
this opportunity of expressing my interest in the Mental Health Service, and my appreciation 
of the devotion and skill of those engaged in this work. 
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“ [n recent years important advances have been made in the ideas governing the treatment 
of mental illness, and the Act to which vou have referred has enlarged the opportunities for 
applying these new methods. It is necessary that such progress should be reflected in the 
provision which Local Authorities make for the mentally attlicted under their care. I note with 
satisfaction that, in designing this Mental Hospital, you have paid special regard to the treatment 
of early mental illness by the provision of the Reception Hospital, which I look forward to 
seeing to-dav. 

“I am glad that you have provided a Nurses’ Home. Such provision not only contributes 
to the contentment and well-being of the nurses, but has a profound influence upon the recruit- 
ment of this important branch of the Hospital Staff. 

“I congratulate the Middlesex County Council, the Visiting Committee, and the Board of 
Control, upon the manner in which this important enterprise has been conceived and carried 
out. I trust that under God's blessing this Hospital may prove to be trulv a place of healing 
for the mentallv afflicted ; and that the opportunities for service in these beautiful surroundinzs 
mav be an inspiration to all who are called upon to work here. I have much pleasure in declaring 
the Shenlev Mental Hospital open." 


The following description of the Hospital is abstracted from the official programme : 


DESCRIPTION AND PHOTOGRAPHS OF THE NEW MENTAL HOSPITAL. 


'" The new Hospital is situated in grounds of about 500 acres at Porters Park, Shenley, stands 
420 feet above sea level, and is placed amidst the natural beauties of park and farm lands with 
orchards and gardens. 

“ The foundation stone was laid on the 9th of July, 1932, by County Alderman Sir William 
Lobjoit, O.B.E., J.P., Chairman of the Committee, and the work was finished towards the end 
of 1933, and has been carried out within the contract price of £520,336. 

‘The buildings comprise the first section of the scheme and provide accommodation for 
1,047 patients and the entire administrative centre for the full development for 2,000 patients 
and approximately 500 staff. The Hospital is planned on the Villa System with small nursing 
units ranging from 20 to 45 patients. 

‘The Administrative Centre has been built on an axial line running North and South, the 
Hospital buildings and villas for male and for female patients being placed East and West of it 
respectively. The site is somewhat conical in shape and the arrangement of the lay-out has been 
governed to a large extent bv the contours, but all buildings have a main southerly aspect. 

'" The Reception Hospital, tlanked by two small Recovery or Convalescent Villas, is situated 
at the South end of the centre axis and the plan arrangement of these buildings with their Dav- 
rooms, Dormitories, Dining Rooms, and Private Rooms, Quiet Rooms, Ward kitchens, Lava- 
tories and Bathrooms, is representative of the policy throughout the whole Hospital to approxi- 
mate to home conditions on communal lines. These considerations also have governed the 
furnishing and equipping of the buildings. 

" Patients dine in their own unit dining rooms, and the food is distributed from the central 
kitchen in insulated containers conveyed on electric trollev trucks. 

'" Due north from the Reception Hospital and along the axial line, the progression of Adminis- 
trative Buildings consists of the Main Adminsitrative Offices, the Medical and Surgical Unit, 
the Recreation Hall, the Central kitchen, operated bv Electricity and Steam, Cold Storaze 
Larders, the Steward's Store, Central Boiler House, and Water Tower with the General and 
Staff Laundries situated close at hand. 

** The remainder of the Hospital buildings for Male and for Female Patients are grouped east 
and west of the central range respectively. These buildings include Infirmaries for both sexes. 
The extreme north slope of the site is occupied by two Isolation Hospitals. 

'*'There are Occupational Buildings for men and for women, in which patients will receive 
instruction in trades and crafts of all kinds. 

“ The Mortuary on the north-east slope of the hill comprises a Chapel, Visiting Room, Post- 
Mortem Room, and other necessary accommodation. 

“The Maids’ Home stands on the west side of the Hill and the Nurses’ Home is situated on 
the southern side of the site. Both these buildings are planned to suit staff grading with bed- 
rooms, suites, lavatories, bathrooms, washing and ironing, and shampoo rooms, dining roonis, 
recreational rooms, quiet rooms, and other amenities. The Nurses’ Home contains 111 bedrooms 
and will eventually be enlarged to meet the extensions of the scheme. All food for the Nurses’ 
Hore is prepared in the Home kitchen. 

" The Hospital is fully equipped with Operating Theatre, Dental and other Clinics, X-rav, 
Special Treatment Rooms, Dispensary and Laboratories, and all other working or Social units. 

‘* The Recreation Hall has seating accommodation for 1,000, and is equipped with, Projection 
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and Re-winding Rooms for Cinema performances, and is electrically equipped for Talking 
Pictures and Wireless relays to all buildings. 

“The natural beauties of the site have been largely preserved in the formation and laving 
out of the grounds and gardens, which has formed an integral part of the scheme. There are 
considerable acreages of woodland, and it is proposed to clear the undergrowth and transform 
them into pleasaunces for the recreational exercise of patients. There are Tennis Courts and 
Grounds for all kinds of sports and gan, ~, open lands, and peaceful country-side for walking." 


A fuller description, with photographs and plans, appeared in The Lancet for June 2, 
1934. Here it need only be added that the beauty of the site, the comfort of the patients, as 
well as the staff accomodation, and the completeness of the equipment impressed verv 
favourably all who attended the opening ceremony. 


OBITUARY. 
Dr. HENRY WaArTSON SMITH. 


In the sudden death at at. 55 of Dr. Watson Smith from angina pectoris on June 12 
Psychiatric medicine has lost a great character, and the Near East a great pioneer who 
carried skilled medical aid of a high order into a country which only a short time ago was 
dominated by the idea that all mental disorder was a matter of possession by devils: treat- 
ment, therefore, was by exorcism carried out by the Maronite priests in the cave of Kuzheva 
situated in the Batroon district of the Lebanon. There the '* madjaneen "', under the restraint 
of chains, and of considerable cruelty under the title '* exorcism "', died in considerable numbers, 
and thereupon the monks reported that St. Anthony himself had released the patient, and 
demanded heavy fees from the relatives. 

It is under these conditions that the Lebanon Hospital at Asfuriyeh was founded in 1898 by 
Theophilus Waldmeier, after consultation with many English and Scottish psychiatrists: a 
central committee was formed in London; Dr. Percy Smith was the first Chairman, and is 
now the President of the Hospital. 

Dr. Watson Smith was a graduate of Aberdeen University (Hons., 1901). After a short 
period of training in psychiatry at Peckham House and Durham County Mental Hospital, he 
was selected by the London Committee in 1909 to be Medical Superintendent of the Lebanon 
Hospital, and he took up his duties after first obtaining a Turkish medical degree at Constan- 
tinople. 

it was a verv small place when taken over by Dr. Watson Smith, but under his 
assiduous and whole-hearted care and skilled advice, improvement was added to improveinent, 
and extension to extension, until it became established as a fine hospital, built on the pavilion 
system, well equipped with all modern appliances for the treatinent of mental disorders, sur- 
rounded by beautifully laid-out grounds on a delightful site overlooking the Mediterranean. 
Under his guidance the idea of demonomania and its treatment by exorcism was practically 
abolished, and a new era of humanitarianism and science established in its place. It is 
perhaps of interest to note that this hospital is as free from legal restrictions as a hospital 
for bodily disease, for there is no certification, and there is even a greater degree of ease and 
freedom than is given in this country under the Mental Treatment Act. 

A great deal of Dr. Watson Smith's success in all his work was due to his personality ; it is 
probably not often that a man is so successful in getting into his exactly correct niche in life. 
His missionary and pioneer spirit, his patient but steady pursuit of a preconceived end, and his 
readv adaptability were of the utmost value in the surroundings in which he found himself, 
and his high ideals, conscientiousness and sincerity were traits impressed on his Committee on 
all occasions. 

He thought, worked and achieved much, and though he wrote little, the prestige of his 
hospital and his personal influence were widely feit throughout the whole of the Near East ; as 
Professor of Psychiatry ın the American University at Beirut, he trained students who year 
after year carried with them the modern ideas of mental disorder and its treatment to the 
remote parts of Egypt, Iraq, Turkey and Persia. 

Dr. Watson Smith spoke both French and Arabic with ease, and was consulted bv patients 
of all nationalities and religions from a very wide area. He was the only British subject allowed 
to remain in Syria during the war, and as the hospital and its grounds had been declared 
“ wakf”. the Turkish Commander, Jemal Pasha, was unable to make use of the advantageous 
hill site for his gun emplacements. 
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He received the O.B.E. for services to General Allenby’s men in 1918, and in November, 
I933, on the completion of twenty-five years' service, he was awarded by the President of the 
Lebanon Republic the highest. decoration that is given to foreigners, namely, the 2nd class of 
the Médaille d'honneur du Mérite Libanais. J. R. W. 


PSYCHOPATHOLOGY AND PSYCHOTHERAPY SUB-COMMITTEE. 
Loxnpon Locar GROUP. 


Amongst the aims of the Sub-Committee has been the one to promote exchange of ideas, 
and the formation of informal groups of workers interested in psychopathology. One such 
group is the London Discussion Circle, which meets, under the leadership of Dr. M. E. Franklin, 
at 8.30 p.m. on the first Tuesday of every month, at 3, Bulstrode Street, Welbeck Street, W. r. 

Formed in January, 1928, it has held an uninterrupted course of most successful meetings, 
the average attendance being eighteen or nineteen. The subjects discussed have been very 
varied, and a sample selection is given below : 


Tvpes of suicidal attempts. 

Mental testing in psvchosis. 

Repetition. 

Behaviourism, Gestalt and psvcho-analvsis. 

Is psvcho-analvtic investigation scientific ? 
Hadhfield’s psychotherapy. 

Asocial children. 

The psychopathology of civilized communities. 
Constructive psychotherapy. 

Feelings of isolation in mental disorder. 
Neurotic symptoms in healthy people. 

The selection of the method of treatment. 
The psycho-biological views of Adolf Mever. 
A type of frigiditv in women. 

Drawing, modelling and writing of children. 
Sex jealousy as an artefact of culture. 
Genetic relationships of paranoia and hysteria. 
Psychological factors in contraception. 

The value of such informal meetings can hardly be over-estimated, and it is not surprising 
to find how popular these meetings have proved. Anyone interested, within reach of London, 
and who wishes to join, should communicate directly with Dr. Franklin at Bulstrode Street, 
or with the Secretary of the Sub-Committee. 

As a reminder, it might be added that the Sub-Committee is anxious not only to see other 
such groups formed in provincial centres, but to assist in any way it can study and research in 
the psychological aspects of mental disorder, and especially would it welcome anv suggestion 
of joint or concerted action on any likely investigation to which the group method might be 
applicable. J. ErRxest NICOLE, 

Hon. Secretary. 


NOTICES BY THE HONORARY LIBRARIAN. 


The Library is open to members between the hours of ro a.m. and 6 p.m.; Saturdays, 
IO a.m. and 1 p.m. Books are issued to borrowers between ro a.m. and r p.m., and between 
2.30 and 4.30 p.m. ; Saturdays, between 1o a.m. and 12 noon. 

The Hon. Librarian will endeavour to obtain, as far as possible, any books on psychiatry 
and allied subjects required by members. 


Library Lending Department Regulations. 


I. Books shall be lent only to members within the United Kingdom and the Irish Free 
State who are not in arrears with their subscriptions. 

2. No member may borrow from the Library more than three volumes at one time. 

3. Books and journals are sent carriage paid from the Library, but members are responsible 
for the books from the time they leave the Library until they are received back. 
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4. Books damaged or lost while in possession of a member will be repaired at his expense or 
must be replaced by him. 

5. A member borrowing a book or periodical from the Library shall be required to sign and 
return to the Librarian a form of receipt for the same, which will be regarded as an acceptance 
of these Regulations. 

6. A member shall be entitled to retain a book or periodical borrowed from the Library for 
a period of twenty-eight days, unless the book is required by another member, in which case it 
can be recalled by the Librarian at the expiration of fourteen days. 

7. In the event of a member failing to return any book or periodical within seven days after 
receiving notice from the Librarian (on the expiration of the period referred to in Rule 6), the 
Library Committee shall be at liberty to purchase another copy, the cost to be charged to such 
member, who shall not be allowed to borrow another book until the sum thus expended shall 
have been paid. 

8. All communications should be addressed to ‘‘ The Librarian, Royal Medico- Psychological] 
Association, rr, Chandos Street, Cavendish Square, W. r ”. 


Books Added to the Library. 
The Library Committee gratefully acknowledge the following gifts to the Library: 


Presented bv Dr. Worth: 
Journal of Mental Science, bound vols. XXVIII-LVIII. 


Presented by Dr. Hamblin Smith: 
Hall (G. M.). Prostitution: A Survey and a Challenge. 1933. 
Pailthorpe (G. W.). What we Putin Prison. 1932. 
Cornaro (Lewis). Sure Method of Attaining a Long and Healthful Life, trans. W. Jones, 
A.D. London, 1771. 


Presented by Dr. H. Yellowlees : 
Clinical Lectures in Psychological Medicine. | 1932. 


Presented by A. S. Vining, Esq., per Dr. J. R. Whitwell: 
Frazer (J. G.). The Golden Bough (12 vols.) 1923-1927. 


Presented by Dr. Coupland : 
Chambers Journal, vol. Ixxviii, containing Article on a visit to Bicétre by Samuel Gaskell. 
Edinburgh, 1847. 


Presented bv Dr. J. R. Whitwell: 
Fracastorius (Hieronymus). Opera Omnia. | Venet., 1574. 
Strong (C. AJ). Why the Mind has a Body. New York, 1903. 
Forsyth (T. M.). English Philosophy. London, 1910. 
Owgan (H.). Manual of Ethics. London, 1870. 
Flexner (A.). Prostitution in Europe. New York, 1914. 
Huxley (T. H.). Hume, with Helps to the Study of Berkeley. London, 1908. 
Caird (Ed.). Hegel. Edinburgh, 1893. 
Lotze (H.). Outline of Psychology and Asthetics, trans. Ladd. 1886. 
Hobbes (Th.). Leviathan. London, 1885. 
Whatelev (R.). Logic. London, N.D. 
Johnstone (J.). The Mechanism of Life. London, 1921. 
Thomson (J. A.). The Control of Life. London and New York, 1921. 
Brown (W.) Psychology and Psychotherapy. London, 1921. 


Presented by Dr. A. Walk: 
Hodder (Edwin). The Life and Work of the Seventh Earl of Shaftesbury, K.G. 1887. 


Presented by the Editors : 

Minutes of Evidence taken before the Royal Commission on Lunacy and Mental Disorder. 
I926. 

Report of Select Committee on Lunacy Law, with Minute of Evidence. 1877. 

Report of Select Committee on Lunatics, with Minute of Evidence. 1859—60. 

Report of Committee on the State of Private Madhouses, 1763, with Addresses to their 
Majesties, George 11 (1737) and George HEI (1774). 

The Lunacy Acts, 1828, 1832, 1845, 1853, 1862. 
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The following Books have been purchased by the Library Committee : 

Manual for Mental Deficiency Nurses, 1931. 

Schizophrenia: An Investigation of the Most Recent Advances. (Publication of American 
Association for Research in Nervous and Mental Diseases), 1929. 

Baur (E.), Fischer (E.), and Lenz (F.). Human Heridity. 1931. 

Bechterev (V. M.). General Principles of Human Reflexology. 1933. 

Devine (H.). Recent Advances in Psychiatry, 2nd edition. 1933. 

Economo (C. von) Encephalitis Lethargica, its Sequela and Treatment. 1931. 

Flügel (J. C.). A Hundred Years of Psychology. 1933. 

Hogben, (L.). Genetic Principles in Medicine and Social Science. 1931. 

Jackson (J. Hughlings). Selected Writings of J. Hughlings Jackson, edited by James 
Taylor, two vols. 1931. 

Klein (Melanie). Psycho-analysis of Children. 1932. 

McDougall (W.). The Energies of Man. 1932. 

Yellowlees (H.). Clinical Lectures on Psychological Medicine. 1932. 

Ross (T. A.). Introduction to Analytical Psychotherapy. 1932. 


Circulation of Journals. 

The following journals are circulated from the Library 

American Journal of Psychiatry. 

The Psychological Review. 

Journal of Neurology and Psychopathology. 

L'Encéphale. 

International Journal of Psycho-Analysis. 

Journal of Abnormal Psychology. 

Mental Hygiene. 

Journal of Nervous and Mental Diseases. 

Revue Neurologique. 

Archives of Neurology and Psychiatry. 

Journal of Comparative Psychology. 


“ Sociorum Annales.’’ 


The Hon. Librarian is prepared to receive and store the life records of any member wishing 
to deposit them, on the understanding that they are solely for the use and information of 
the Association. They should be sent in sealed packets (with the name clearly written on the 
outside) in covering envelopes addressed to the Hon. Librarian. 


NOTICES BY THE REGISTRAR. 


Bronze Medal and Prize for 1935. 


Dissertations for the Association's Bronze Medal and Prize must be delivered to the Registrar 
by April 3o, 1935. 
Divisional Prizes for 1935. 


Papers certified as eligible for this competition must be forwarded to the Registrar not later 
than April 30, 1935. 


Gaskell Medal and Prize. 


The examinations for the Gaskell Medal and Prize and the examination for the Certificate in 
Psychological Medicine will be held in May, 1935. 

Applications for entry to each examination to be made to the Registrar, St. Andrew's Hospital, 
Northampton. 

There is no fee for entrance to the Gaskell Prize Examination. 

The entrance fee for the examination for the Certificate in Psychological Medicine is three 
guineas. 


NOTICES OF MEETINGS. 


Quarterly Meeting. —November 20, 1934, at 11, Chandos Street. 

South-Eastern Division.—September 27, 1934, at Leybourne Grange Colony, WestMalling, Kent. 

South-Western Division.—October 25, 1934, at Knowle Mental Hospital. 

Northern and Midland Division.—October 26, 1934, at the City Mental Hospital, Humber- 
stone, Leicester. 
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EUGENIO TANZI. 


Nor only Italian psychiatry but psychiatry the whole world over has 
suffered a severe loss in the death on January 18, 1934, of Eugenio Tanzi at 
the advanced age of 77, only eight days short of his seventy-eighth birthday. 

Tanzi was born in Trieste on January 26, 1856. He commenced his 
psychiatric career in 1883. After a year at Graz he returned to Italy, 
and until 189r spent his time at the clinics at Modena, Reggio Emilia (with 
Morselli, who died recently), Genoa, Turin, and again at Genoa. In 1891 he 
was appointed Lecturer on Psychiatry in the University of Padua and at the 
Higher Royal Institute of Florence. In 1893 he became the Clinical Professor 
of Nervous and Mental Diseases at the University of Cagliari in Sardinia. In 
I894 he was transferred in a similar capacity to the University of Palermo, 
and in 1895 to Florence. 


To most of us he will be best known as the founder in 1896 of the familiar 
Rivista di Patalogia Nervosa e Mentale, in which much of his work and that 
of his pupils subsequently appeared. For the next thirty-three years he 
remained its editor. 


In 1904 appeared the first edition of his well-known textbook, and in 
1908 an English edition. Lugaro assisted in a second edition, which appeared 
in 1913, and in 1923 came the third and present edition. In 1911 he published 
a book on forensic psychiatry. 

Although Tanzi did not agree with all his Italian colleagues, his opinions 
were held in great respect in Italy, where he was regarded as a man of 
great intellect and unremitting patience. He took a great interest in social 
psychiatry. 

He had been an Honorary Member of the Royal Medico-Psychological 
Association since 1929. G. W. T. H. FLEMING. 
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Part I.—Original Articles. 


SOME RECENT FORMS OF MENTAL TREATMENT. 


THE PRESIDENTIAL ADDRESS AT THE NINETY-THIRD ANNUAL MEETING 
OF THE RovaArL MEDICO-PSYCHOLOGICAL ASSOCIATION, HELD AT 
NORTHAMPTON, JULY 4, 1934. 


By DaNiker F. RAMBAaUT, M.A., M.D., B.Ch.Dubl., 


Medical Superintendent, St. Andrew's Hospital, Northampton. 


I wisH first to express to you my gratitude for electing me to the Presidencv 
of our Association. Possessing as you do so many brilliant psychiatrists 
amongst your members, and so many erudite contributors to your Journal, 
I am deeply conscious of the honour you have done your overworked 
Registrar in choosing him. Though fully cognizant of my deficiencies and 
limitations, I shall strive to carry out faithfully the duties of a President 
during the ensuing year. 

Early in my medical career my ambition was to study the pathology of 
nervous and mental diseases, and accordingly I worked at Wakefield Mental 
Hospital and Vienna University under the direction of two eminent and distin- 
guished teachers—Bevan Lewis and Obersteiner. As too often happens, 
however, circumstances prevented my pursuing these scientific studies, and 
the greater part of my life has since been devoted to the perhaps less fascinating, 
but no less arduous, duties of administrative work. 

During the course of the past forty years I have seen revolutionary, or more 
accurately, evolutionary changes in the treatment of mental illness, and it is 
on the subject of these changes that I venture to address you to-day. 


THE TRAINING OF THE NURSING STAFF. 


As Registrar, it is only fitting that the first part of my subject should be 
the training of nurses, for I think you will all agree that in the treatment of 
any mental disorder good nursing is essential. Originally the mental nurse 
was but a warder, or keeper, whose function, in the prison-like asylums of the 
time, was to protect the public, not the patients. 

But at the end of the eighteenth century two great men, the pioneers of our 
modern humane treatment of the insane, appeared—Philippe Pinel of Paris 
and William Tuke of York. Their work of reform of conditions in the asylums 
was advanced by Lord Shaftesbury, who was chiefly responsible for the Lunacy 
Act of 1845, and the establishment of the Lunacy Commission in 1859. 
Although these men succeeded in abolishing the purely custodial and often 
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inhuman treatment which had so long prevailed in the asylums, yet much 
remained to be done to convert the raw recruits who came to these institutions 
into the trained and sympathetic nurses who to-day care for the mentally 
sick. 

During the middle of the last century there were several isolated attempts 
to educate attendants in England, Scotland and America, and the names of such 
pioneers as Dr. Conolly in England, Dr. W. A. F. Brown of the Crichton Royal 
Hospital, Dumfries, Dr. Clouston of Morningside, Dr. Campbell Clark of the 
Glasgow District Asylum, and Dr. Whitcombe of Winson Green, Birmingham, 
must always be gratefully remembered. But the greatest credit must be 
attributed to the Committee of the Medico-Psychological Association of Great 
Britain and Ireland, which, in 1890, under the Chairmanship of Dr. Hayes 
Newington, carried the following resolution : 

“ That it is advisable to institute a system of training attendants in 
asylums ; to establish examinations in order to test the proficiency of 
candidates ; to grant certificates to those who are successful at the 
examinations.” 

The new scheme was not warmly received at first. During the year 1891 
only eleven asylums held an examination, and only 106 candidates obtained 
certificates. But as the years passed by the number of candidates increased 
steadily. For example, since I took over the duties of Registrar ten years 
ago, the number of entrants has increased by 1,400. In 1933 the number of 
candidates was 6,920; for the Preliminary Examination 4,109, for the Final 
Examination 2,811, whilst the number of certificates obtained in the Final 
Examination was 1,854. 

This scheme of the Royal Medico-Psychological Association has not only 
raised the standard of nursing in our mental hospitals, but it has also estab- 
lished more securely the standing of our nurses and attendants. They can 
now feel that they have a career before them when they enter upon their 
training. They may look for promotion, and ultimately may attain well-paid 
and comfortable positions. 

In referring to this achievement of our Association we must remember that 
it could not have been accomplished without the steady co-operation, year after 
year, of the assistant medical officers of the mental hospitals, and more 
recently of matrons, sister-tutors and chief attendants. 

It has been my privilege to have been able to introduce the training and 
examinations of the Royal Medico-Psychological Association into three mental 
hospitals : in 1894 to the Richmond, Dublin, in 1902 to the Shropshire and 
Montgomeryshire Mental Hospital, and in 1913 to St. Andrew's Hospital, 
Northampton. The effect of this training on the comfort and happiness of the 
patients has been astonishing, and the revolution it has brought about in the 
life and conduct of our hospitals can be scarcely credible to our younger 
members. It has clearly shown that roughness and tactlessness were due to 
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ienorance, for black eyes and broken ribs ceased to occur as the nurses and 
attendants began to realize that they were treating illness. Kindness and 
sympathy soon replaced the harshness which resulted from incompetence 
and lack of understanding rather than from inhumanity. 

The quality of the nursing staff is largely dependent on the wages offered, 
but is also influenced by the reputation of each particular hospital for making 
the nurses comfortable and happy while at work, and when off duty. I believe 
that, no matter how useful a nurse may be, we should encourage him or her to 
seek promotion, remembering that ‘ uno avulso non deficit alter ”. 

In this lies, in my opinion, the importance of adequate and suitable accom- 
modation for married and unmarried attendants, and the organization of 
amusements and recreations in the form of sports, etc., more especially in 
institutions isolated in the country. Nothing creates more effectively that 
esprit de corbs among our staff, which is so valuable in maintaining a high level 
of efficiency, as the encouragement of communal life in their off-duty times. 

It has become the practice of St. Andrew's Hospital to urge the more 
intelligent of our nursing staff to pursue their studies in general hospitals, and 
there to complete their general training. Accordingly we have instituted the 
appointment of sisters with this dual training to all senior posts, and invariably 
to the acute wards. With this personnel I have found that the acute wards 
more closely resemble the medical wards of a general hospital and, consequentlv, 
the distinction between the physically and mentally sick becomes less evident. 

One feature of the nursing system at St. Andrew's Hospital is, I am aware, 
common to other mental hospitals, and I can lay no claim to being a pioneer in 
this respect. I allude to the presence of female nurses in the acute male 
wards. But I should like to record my experience of the success of this measure. 
Maniacal, restless or resistive male patients are usually more tractable to 
feminine persuasion than to masculine dictation, and violence may often be 
quelled or averted by the mere presence of female nurses. I have, indeed, 
known many cases in which artificial feeding has been avoided by feminine 
influence. 

Before leaving this question of the training of nurses I should like to make 
one suggestion—that we should follow the example of Holland, where the young 
nurses are given a course in elementary education and general knowledge. 
It must not be forgotten that many of our young probationers have spent six 
or seven years without reading anything more educative than the racing and 
football results and the film captions. Consequently, much that they had 
learned before leaving school at the age of fourteen has become very hazy. 
I do not think that this re-education should be undertaken by our Association, 
but that it should be carried out by each mental hospital as part of the general 
course of instruction. If this system were adopted, there would be a consider- 
able increase in the percentage of passes at the examinations and in the number 
of distinctions obtained, as well as greater efficiency in our nursing stafís. 
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But although examination results are of value in assessing the relative 
merits of candidates for posts in mental hospitals, the beneficial effect on our 
patients of such a course for nurses as I have outlined is of more importance. 
I look forward to the time when, equipped with a better general education, 
the nurses will be able to enter into the interests of their patients, and by so 
doing, help to re-establish their contact with the normal life of their fellows. 
I am of the opinion that large numbers of schizophrenics, who are generally 
inaccessible, will find points of contact with nurses educated nearer to their 
own level. In this connection I would mention the necessity for selecting, 
where possible, particular nurses for particular patients. It is rarely possible 
to do so in large hospitals, but with the help of a skilful and experienced matron 
and chief attendant, the posting of suitable nurses to wards devoted to different 
categories of patients can be easily arranged. The problem is less difficult in 
private institutions and in the case of wealthier patients. As far as is practi- 
cable we usually allow our patients to have the nurses they prefer, since it is 
my experience that the more a nurse is en rapport with her patient, the more 
favourable is the outlook as regards recovery. 


OCCUPATIONAL THERAPY. 


I wish now to refer to that important form of treatment, occupational 
therapy. 

In the second century, A.D., Galen said “ Employment is Nature's best 
physician ”, and in the eighteenth century Voltaire stated that '' the duty of 
a physician was to amuse the patient while Nature performed a cure "' 

At the end of the eighteenth century we find a movement spreading both 
in England and America to provide not only for the amusement of mental 
patients, but also for their employment. The therapeutic value of occupation 
for mental cases was recognized already in 1798 by Dr. Rush, the pioneer 
American psychiatrist, whilst in England the beginning of the nineteenth 
century saw the efforts of Samuel Tuke at the Retreat, York, to direct the 
energies of the patients in that institution into useful occupations. 

In 1815 Thomas Eddy, a member of the Asylum Committee of the New 
York Hospital, read before the governors a paper containing “ Hints for Intro- 
ducing an Improved Mode of Treating the Insane in the Asylum ". In this 
paper he acknowledged the influence of “ one Samuel Tuke of the York Retreat 
near York, England ’’, and quoted a letter which Tuke had sent him. Tuke 
wrote: ' I observe with pleasure that one of the leading features of your new 
institution is the introduction of employment among the patients, an object 
which I am persuaded is of the utmost importance in the moral treatment of 
insanity." The sentiments expressed in this letter are as sound to-day as 
when they were written, nearly a hundred and twenty years ago. 

It may not be generally known to the members of this Association that one 
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of the most curious experiments in the employment of patients made during 
the middle of the last century was that of Dr. Joseph Lalor, Medical Superin- 
tendent of the Richmond Asylum, Dublin, and your President in 186r. In 
short, he made his large institution not only an asylum, but a school. He had 
a head schoolmaster and an assistant schoolmaster ; a head schoolmistress 
and an assistant schoolmistress. Special rooms were set apart for the classes 
equipped with all the maps, diagrams and apparatus which were at that time 
employed in elementary schools. No doubt this scheme of education and 
re-education benefited the more ignorant patients, and was of real value when 
the system was introduced with novelty and enthusiasm as its driving forces. 
But when I joined the medical staff of the Richmond Asylum in 1893 the 
scheme was moribund and savoured of the ridiculous. On visiting the classes 
one might see a congenital idiot sitting beside a former University classical 
scholar, both being taught the alphabet or simple addition. 

Under the direction and inspiration of Dr. Lalor's successor, Conolly 
Norman, your President in 1894, this educational scheme was rapidly super- 
seded by what, I suppose, I must not now call “ occupational therapy ”’, but 
a scheme of “ industrial occupations ". A small boot factory, in which all 
the boots for patients and staff were made, and a weaving room with six 
tweed looms and two blanket looms were started. To these occupations were 
added basket-making, brush-making, mat-making, and tin-smith work. 
These occupations, together with farming, gardening, painting, carpentry and 
blacksmith work kept 75% of the 800 male patients busy. There can be no 
doubt of the considerable mental and moral improvement which this provision 
of occupations effected in our patients. We all know from contact with 
our patients, and from conversation with those who have recovered, that in 
many types of mental disease the boredom and ennui of institutional life is to 
many a greater affliction than the loss of liberty, and any occupation—even 
though reluctantly commenced—offers a comforting distraction to such 
patients. | 

But as Hass says in his book on occupational therapy—"' Being busy is not 
necessarily therapeutic ". Certainly occupations kept patients out of mischief, 
and in those days this was an important, though certainly not the exclusive 
aim of those in charge of the insane. To-day we consider the patient first and 
foremost. Occupational therapy has assumed an important position in the 
treatment of the insane. In America, and in Germany and Holland, even cases 
of acute insanity are deemed suitable for simple occupations. In these countries 
great store is set on organized classes or groups, the members of which pass 
from one group to another as improvement in their mental condition permits 
of their undertaking work requiring more skill. We are to have the privilege 
at this meeting of hearing about the organization of occupational therapy from 
two of its leading exponents, Mrs. Slagle, of America, and Prof. Van der Scheer, 
of Holland, so I will not attempt to deal with it here. 
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In England there is a movement in favour of organized groups for occu- 
pational therapy, but my own feeling is that the interests, education and 
upbringing of each patient require careful study in order to ascertain which 
particular occupation is likely to be of benefit. Individual effort is more apt 
to exercise a therapeutic effect than group organization. I well remember a 
patient who joined in organized games and farm working parties with but 
little enthusiasm, and who remained depressed for many months. A relative, 
whom I interviewed, told me that he was sure the patient would enjoy being 
allowed to milk a cow, as during his childhood he had spent his happiest 
moments on a farm doing this. I arranged for him to have this occupation 
every day, his interest was excited, and at the end of three months he left the 
hospital cured. At St. Andrew’s, for instance, if we have patients who show 
any particular leaning towards market gardening, rearing chickens, or, in 
general, in the production of anything that can be used for consumption in the 
hospital itself, we make a practice of providing ground and materials for them 
at arental. This ground then becomes their own property ; they work at it in 
their own time, use their own methods, and are not assisted by paid gardeners. 
Their produce is then purchased bv the hospital at market rates. In this way 
the patients come to look upon themselves as smallholders, and their incentive 
to work is considerably increased, as their profits are in proportion to their 
industry. Some patients can earn between £50 and {60 a year, which they 
may use as they please. Even patients in a good financial position strive hard 
to make their plot of ground yield a rich crop, as, apart from any monetary 
consideration, their creative urge is satisfied. In addition, their interests are 
of necessity widened to include such pertinent studies as the current market 
prices, weather bulletins, agricultural reports, and the grading of soil—to 
mention only a few examples. The sense of independence which can thus be 
obtained by such patients within a dependent community is a potent factor 
in preserving their mental morale. I would, however, emphasize that to 
achieve success in any such scheme, careful consideration on the part of those 
in charge of the patients is necessary, as well as individual effort on the 
part of each patient, but with tact and proper selection the latter is usually 
forthcoming. 


RECEPTION HOSPITALS. 


The next matter to which I will refer, not only because of its personal 
interest to me, but because I believe it is of great importance in the future 
development of our institutions and in the treatment of our patients, is the 
provision of reception hospitals. 

The problem of classifying the insane has always been a difficult one, 
especially in our large mental hospitals, which are often full or even over- 
crowded, and classification is essential for proper scientific investigation and 
treatment. The recently attacked, and the mild and curable cases of mental 
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disorder, have from necessity been placed in wards containing chronic and 
hopeless cases—much to their detriment. We have all observed the dismay 
and even terror shown by newly admitted patients on being placed in 
infirmary wards which were also occupied by more chronic patients displaying 
insane habits and mannerisms. 

Most of our mental hospitals are too large; their wards contain too many 
patients ; and there is little possibility of therapeutic isolation or differential 
grouping. Our difficulties in this matter arise from the economic curb which, 
in this country, too frequently controls our efforts to advance and improve. 

In dealing with this problem I will confine myself to my own experience, 
which has been exceptionally fortunate. Recognizing the value of classifica- 
tion, of the separation of the recent from the chronic case, and the advisability 
of giving early and acute cases a thorough physical overhaul and adequate 
treatment on both psychological and physical lines, the Committee of St. 
Andrew's Hospital decided to erect a new reception hospital. 

In 1915 a scheme which I prepared for such a reception hospital was 
considered by the Committee of Management, but was postponed because of 
the Great War. In 1923 the project was revived, and a sub-committee con- 
sisting of Sir Charles V. Gunning, Sir Thomas Fermor-Hesketh and Major 
Leslie Renton, accompanied by our architect (Mr. Harris) and myself, visited 
other mental institutions at home and abroad. 

On October 14, 1927, the Reception Hospitai (now called Wantage House) 
was opened by Lord Cave, the then Lord Chancellor. I hope many of you 
will take this opportunity of visiting it. 

The special features aimed at in designing this new Reception Hospital 
were that it should have an entrance separate from the main hospital, and its 
own gardens and recreation grounds, as well as self-contained therapeutic 
facilities. The patients admitted to it, consequently, do not come in contact 
with the chronic cases of the main hospital, and the atmosphere is there- 
fore one of expectancy and therapeutic activity, rather than of control under 
legal safeguards. Further, during their stay in the Reception Hospital, the 
distinctive features of cases which do not recover quickly can be thoroughly 
studied, and their classification and disposal (when it is necessary to transfer 
them to the main hospital) can be determined. 

But the main aim of a reception hospital for the acute psychoses must be 
the provision of adequate facilities for psychological and physical treatment. 
As time will not permit me to deal with the treatment of mental disorders by 
purely mental means, I must confine myself to physical therapeutics, including 
in these all measures directed to improving the health and physical well-being 
of our patients. The common tag '' mens sana in corpore sano ” is in some 
degree applicable to the insane as well as to the sane. 

The somatic treatment of mental disorders is scarcely an innovation, but 
the opportunities and facilities of pursuing it have been limited or few—in 
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large institutions at least. Mental and physical diseases cannot be separated 
into water-tight compartments. It has only recently been realized that certain 
physical disorders have their mental concomitants, and that many mental 
patients in the early stages of their illness are in poor physical health. The 
first great achievement of somatic therapy was, of course, the conquest of 
general paralysis by induced malaria. Twenty years ago this disease was 
almost invariably fatal in from two to four years ; to-day the statistics show 
that one-third of all cases treated by malaria recover to such an extent that 
they are able to lead useful lives. I may also refer to the work of my deputy, 
Dr. N. R. Phillips, which has shown that the mental symptoms associated 
with pernicious anemia and its nervous complication, subacute combined 
degeneration of the cord, yield to the treatment of the physical basis. With 
these examples before us, although we need not proclaim ourselves somatists, 
we are justified in pursuing our investigations of the physical factors in mental 
disorders in the hope that similar success may ultimately await us in other 
psychoses. | 

Our Reception Hospital has therefore been equipped with such aids to 
diagnosis as X-rays, with pathological laboratories, and with facilities for 
various methods of physiotherapy. The provision of an operating theatre 
has also made it possible to deal with such surgical conditions as arise, and 
occasionally the gratifying result of mental recovery has followed surgical 
treatment. It may here be relevant to emphasize the point to which Dr. 
Arthur Hall has recently called attention : That mental patients may suffer 
from grave physical illness without complaining of any symptoms, and therefore 
in the majority of cases recognition of a suspected physical disorder has to 
depend on objective examination and accessory aids to diagnosis. The 
advantages of having a unit under one roof equipped for the thorough investi- 
gation of a patient cannot be over-estimated. Under our present scheme, 
also, any patient in the main hospital whose condition suggests physical 
ill-health can be removed to Wantage House for investigation and treatment. 

Of the modes of treatment which can be undertaken at Wantage House, 
I would like to deal particularly with hydrotherapy. Of the value of intestinal 
lavage on the Plombiéres system there can be no doubt, especially in the 
psychoses of toxic origin. In my experience prolonged immersion baths are 
of great benefit in two types of case—in acute mania and in arterio-sclerotic 
disorders. I have known a case of mania to have an attack cut short from the 
usual six months to six weeks by daily prolonged baths, and in other cases of 
mania similar good results have been obtained. In the psychoses associated 
with arterio-sclerosis, in which insomnia is so distressing a feature, prolonged 
immersion baths will often induce sleep, and thereby allow of the discontinuance 
of drugs. Many patients belonging to the arteriopathic group who have 
recovered sufficiently to return to their homes have written to me expressing 
their appreciation of the relief which this treatment had given them, and their 
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intention of continuing the baths at home. I have also found the Turkish 
bath most helpful in the treatment of depression. 

In view of the work on septic foci in mental disorders carried out by Cotton, 
in America, and by Graves, Pickworth, and the Ford-Robertsons, father and 
son, in this country, I feel it is incumbent upon me to say something about 
the work which has been done on this subject at Wantage House. Every 
patient who is admitted to the reception hospital undergoes a physical 
examination and a series of laboratory tests, and has X-ray photographs 
taken of the head and the intestinal tract. Every effort is made to discover 
septic foci; yet few are revealed. The incidence of infection in the accessory 
sinuses has been estimated at less than 39, among over 300 cases. In some 
cases, however, in which a septic focus in the sinuses was discovered and 
treated, improvement in the mental condition followed. I have been unable 
to satisfy myself that permanent benefit has ensued from the administration 
of autogenous vaccines prepared from the flora of the intestinal tract. Dental 
treatment has been greatly facilitated by a self-contained X-ray unit in the 
dental surgery, and much dental sepsis has been eradicated, with gratifying 
results to the physical health and well-being of our patients. 

Even if one agrees with Dr. D. K. Henderson that several forms of physical 
treatment derive their benefit from faith and suggestion, they are worth 
pursuing empirically. The psychoses of toxic origin, although they occur in 
individuals constitutionally unstable, form, according to Sir Maurice Craig, a 
large percentage of all mental disorders. Many of these we have certainly 
been able to relieve, and some to cure. I look upon it as our duty to make 
every attempt to improve the physical health of our patients, in the hope 
that by so doing we may remove some obstacle to mental recovery. As Sir 
' Frederick Mott said, “ The functions of mind are dependent upon the whole 
body, and on the harmonious interaction of its parts ”’. 

Through the somatic treatment of mental disorders I have seen a complete 
change introduced into the spirit of a mental hospital. Patients now feel that 
they are undergoing care for an illness. They show more insight into their 
condition, and, in the vast majority of cases, are anxious to co-operate in their 
treatment. The spirit of Wantage House has now penetrated into all parts 
of the main hospital ‘A little leaven hath leavened the whole lump." 
Patients have ceased to a large extent to look upon the hospital as a place 
of custodial care, or as a prison. John Clare, the peasant poet of Northampton- 
shire, who spent the last twenty-one years of his life at St. Andrew's Hospital, 
wrote, while a patient there: 


“ Farewell to them all while in prison I lie— 
In a prison a thrall sees naught but the sky.” 


It is no longer a prison. In the words of Sir Hubert Bond, we have created 
“an atmosphere of hope ”, and on that note I will end. 
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THE OCCUPATIONAL THERAPY PROGRAMME IN THE 
STATE OF NEW YORK. 


By ELEANOR C. SLAGLE, 


Director of the Bureau of Occupational Therapy, New York State Department 
of Mental Hygiene. 


BEFORE proceeding with the subject of this paper, it is my very great 
privilege to extend to the distinguished members of the Royal Medico-Psycho- 
logical Ássociation the cordial greetings of my own Chief of Service, Dr. W. 
Parsons, the Commissioner of the New York State Department of Mental 
Hygiene, who has long held in high respect his European acquaintances in the 
field of psychiatry ; in particular, those residing in the British Isles. For 
purpose of clarity it should be explained that the Department of Mental 
Hygiene is a branch of the State Government, and the Commissioner is charged 
with the execution of the laws relating to the custodv, care and treatment of 
the insane, mental defectives and epileptics in all public and private licensed 
institutions. 

May I, at the very beginning of this communication, place before the 
Association my desire to give the audience not only a clear idea of the re-educa- 
tional programme which is engaging the attention of the State of New York, 
but also to give a clear picture of the problem, showing size and population of 
the hospitals and institutions comprising the Department. 

Our ocqapational treatment programme is not meant to be considered the 
last word on the subject ; it is simply the one that has been found satisfactory 
for those patients for whom the New York State Department of Mental Hvgiene 
is responsible. This systematic plan of procedure has worked well with us. 
That fact, however, need not necessarily imply that it will work equally well in 
other places, though it may be added that, more and more, it is being copied in 
other sections of the United States, and in other countries as well. 

In New York State at the present time there are seventeen civil State 
hospitals, two for the criminal insane, five State institutions for mental defec- 
tives, two for defective delinquents, one for epileptic patients, and 41 licensed 
private institutions ; also two State institutes, one in New York City, the 
other at Syracuse, in the central part of the State. 

The institutes fulfil the very important purpose of teaching and study 
centres in psychiatry. The Psychiatric Institute and Hospital in New York 
City (of which Dr. Clarence Cheney is Director), is connected with the Columbia 
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University Medical School, and the Psychopathic Hospital at Svracuse, N.Y. 
(of which the Director is Dr. Harry Steckel), is connected with the Syracuse 
University Medical School. 

The total number of patients in all these institutions at the end of the 
fiscal year on June 30, 1933, was 74,357 ; of this number 55,278 were in civil 
State hospitals ; 2,041 in hospitals for criminal insane ; 8,685 in the institutions 
for mental defectives, and 1,680 in colonies which are conducted in connection 
with these institutions ; 1,132 were in the institutions for mentally defective 
delinquents ; 1,885 in Craig Colony for epileptics; and 3,656 in private licensed 
institutions (including the hospital for veterans on Long Island). In addition 
there were 6,444 patients on parole from all institutions. This brings the 
number up to a grand total of 80,8or. 

The proportion of physicians to patients at the present time is about I to 
200. The ideal ratio for which the Department is striving is I to 150. There is 
no stipulated proportion of nurses to patients, but there is always an endeavour 
to have a trained nurse in every ward where there is actual medical treatment. 
In custodial wards there are trained attendants, and in the reception wards 
the number of attendants on duty is larger than elsewhere, depending on the 
acuteness of the mental condition of the patients. The ratio is usually 1 to 3, 
or I to 4. In the more comfortable custodial wards there are, at times, only 
one or two attendants to 60 or 70 patients; the aim is made, however, to 
have at least two attendants in each ward—a charge attendant and an assistant. 

The proportion of hospital personnel to patients is about 1 to 9; this 
includes physicians, nurses, occupational therapists, attendants, etc. 

Recent conclusions voiced by the Medical Inspector of the Department, 
Dr. Philip Smith, who is most diligent in his study of mental disorders, has 
been to the effect that 45 out of every 1,000 who are born in the State of New 
York will probably be affected with mental disorder at some period of their 
life. Expectancy of mental disease is higher among men than amọng women ; 
it is higher in cities than in rural communities, and higher among the foreign- 
born than the native-born. 

It may also be added that the Commissioner has recently stated, through 
the public press, that the rate of new admissions of persons suffering from 
mental diseases to State hospitals reached a record figure in 1933. 

In 1922 the increasing number of deteriorating and regressed patients in 
each hospital of the service was viewed with increasing concern, and a pertinent 
question regarding the use of occupational methods was raised: How manv 
patients were at that time having the benefit of occupational opportunities ; 
what was being done specifically to raise the '' living level " and to maintain 
the habits of work of that vast number of mentally sick persons who, apparently, 
could not participate in any of the hospital activities, the majority of whom 
might be expected to pass the balance of their days in an institution under 
State care? An inquiry was instituted, and a careful study, carried on by the 
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Department of Statistics under the interested direction of Dr. H. M. Pollock, 
revealed the fact that only 1,800 (with the widest latitude in the count) could 
be said to be so engaged. Following the study referred to, the usual necessarv 
machinery was set up for the organization of a definite programme of rehabili- 
tation, consisting of physical training, recreation and occupation, all to be 
administered within individual hospitals by a chief occupational therapist, 
responsible either to the Superintendent or a medical officer designated by the 
superintendent, under the general supervision of a director of occupational 
therapy—a recognized official of the Department of Mental Hygiene. 

With the great increase in hospital population, the number of patients who 
have had occupational treatment has grown from 1,800 in 1922 to the reception 
for occupational treatment of 34,548 during the fiscal year ending June 30, 
I933. The increase in personnel to inaugurate and carry on this work has 
been incredibly small. 

It would not be fair, either to the patients or to that fine group of occu- 
pational therapists who have accepted positions in our hospitals, to state that 
all the efforts incorporated in the programme have been crowned with success. 
There have been miserable failures with some experiments, but the successes 
have quite outweighed the failures, and the plan described has proved of value 
to the hospitals because the organization is simple; it does not add to the 
administrative problems of the hospital once it has been established with a 
responsible head. ' 

May we consider at this point the programme for the motivation of patients, 
which will be referred to from time to time? It must be borne in mind that 
an attempt is made to imbue each hospital employee with the reconstruction 
idea—that all efforts within the hospital must tend towards the social rehabili- 
tation of the patients. In progress with all socializing efforts, credit must be 
given to each division of hospital service that works conscientiously under a 
resocialization ideal. If that is the ideal of a superintendent, it will be reflected 
all along the line. In America there is a very trite saving to the effect that a 
hospital or institution is but the lengthened shadow of its superintendent. 

To consider briefly the plan of procedure which has been found of great 
value in the New York State Hospital Service, we shall start with the habit- 
training programme— individual and group work largely carried on with definite 
groups in wards; physical exercises, games, music, recreational and library 
activities are provided according to the direction of the physician in charge. 
The habit-training programme is being used in the New York State Service 
primarily for the training of the schizoid or dementia pracox group. The 
habits of this group have disintegrated, and the re-establishment of decent 
habits of living is a difficult undertaking, but one which every group of workers 
in a mental hospital may share in establishing. Since the young are so largely 
affected and find comfort in regressing to lower levels, it is obvious that the 
greatest effort must be placed in work with this group, whose lives will, in all 
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likelihood, be spent in a hospital at the expense of the public unless very active 
and strenuous work is done along the lines of rehabilitation. 

The first work with which your reader is familiar along the lines of 
re-educating the young pracox was set up by Dr. C. T. LaMour, of the Rochester 
(N.Y.) State Hospital, who attempted to establish a school for those so diag- 
nosed. The results of this limited experiment were most enlightening, and the 
following quotation from the writings of this able physician is as applicable 
to-day as in 1909, when his article was written, with one exception, that 
being a more restrained use of “ labels ” such as “ D.P.’’. and a wider use of 
the term “ extended treatment cases ”’ 

Dr. LaMour wrote : 


“ Could we get but a few well-trained workers to carry on this programme 
in each hospital, much good could be accomplished. The ordinary nurse or 
attendant is not suited to direct such work, for their training is along other 
necessary lines." 


And in the same article he goes on to say that were this type of worker 
available, they should be able to supervise calisthenics, amusements, out-of-door 
exercises, etc. In fact, much that is suggested in his brochure on the subject, 
and many additional features, are used in the daily schedules in the hospitals, 
supervised by trained personnel. 

An effort is made to include all young patients in the habit-training schedule, 
and, if humanly possible, every effort is made to segregate the group, that thev 
may not come in contact with older and more advanced cases of mental 
disorder ; as, with the young in particular, mental processes tend to be im- 
pressionable and imitative, and to produce more or less unconscious responses, 
which are to be avoided. The habit-training schedule, which is found to meet 
the needs of many patients of the type described, is as follows : 


HABIT-TRAINING CLASS SCHEDULE. 
(H ours to be adjusted to meet daily programme in each hospital.) 


6.30 a.m.: Charge nurse and attendants on duty. Out of bed. Wash. Comb 
hair. Cleanse mouth, using tooth-brush. Lace shoes. Empty bladder 
and bowels. 

This is to be done for patients who are unable to do for themselves. 
The others are to be taught to do what they can for themselves ; at first 
they may have to be taken care of by attendants. They should be taught 
to take as much pride as possible in their personal appearance. 

7 a.m.: Breakfast. Teach patients to make beds, sweep floors and care for 
ward. 

9-9.30 a.m.: Simple gymnastic exercises under direction of physical instruc- 
tress ; outdoors in summer, on porches in winter. If weather is too 
severe, open windows on section of ward, and have exercises take place 
therein. 


mA nire —À——uaaü(—— el o ya 


1934.] BY ELEANOR C. SLAGLE. | 643 


9.30-11.30 a.m.: Have patients go to toilet; glass of water. Class work, 
occupational therapist and attendant. on duty: | 
Cutting out pictures. | 
Making scrap-book. 
Spool knitting. 
Knit wash-rags and rugs. 
Crochet very simple fillet patterns. 
Crochet rugs and face cloths. 
Crochet shoe strings. 
Simple raffia work, as baskets, napkin rings, picture frames, etc. 
Tear and sew carpet rags. 
Colour pictures with coloured crayons. 
Braid carpet for rugs. 
Simple patch work. 
Plain sewing and mending. 

Several patients may be able to perform the same kind of work. It 
may be necessary to choose some particular kind of work from the above 
list for certain patients. The thing to do is to get them interested in 
some form of useful employment, and gradually advance them to more 
complicated tasks. 

11.30-11.45 a.m. : Putting up work ; each patient assisting. A box or paper 
bag with each patient's name on it should be provided. 

1I.45-12 noon: Prepare patients for dinner. Have them go to toilet, wash 
their hands and faces, clean their nails and tidy hair. 

12.0-12.30 p.m. : Dinner. 

12.30-I.IS p.m. : Scrub teeth (those able). Rest in ward. 

I.15-2.30 p.m.: Tooth-brush drill, consisting of the usual movements with 
tooth-brushes in the practice of brushing teeth. Each patient should have 
her own tooth-brush. This can be kept in box or bag. 

2.30-3 p.m. : Have patients go to lavatory and drink a glass of water ; empty 
bladder. Tidy up and go out on lawn. 

3-3.30 p.m.: Physical instructor on duty. Simple gymnastic exercises on 
lawn. In inclement weather on porch, or open ward windows and put 
patients through exercises in ward. 

3.30-4.30 p.m.: Folk dancing or games, tossing bean bag, catching ball, 
throwing rings, etc. 

4.30-5 p.m.: Nurse on duty. Take patients to toilet. Rest. Make tidy for 
supper. : 

5-5.30 p.m.: Supper. 

5.30-8 p.m. : Music in ward, gramophone, piano, dancing ; singing if possible. 

8 p.m.: Take patients to toilet. Brush teeth and hair. Retire. 

II and 2 p.m. : Toilet for bed-wetters. 


FoR THE BETTER GRADE OF PATIENTS. 


I.30 p.m.: Wednesday afternoons, moving pictures ; also attend other after- 
noons when special pictures are shown. 

2 p.m.: Monday afternoons. Community singing in assembly. 

3 p.m.: Alternate Thursday afternoons. Vaudeville show when given. 

2 p.m.: Tuesday afternoon. Dancing, assembly hall. 

Monday and Thursday mornings. Bathing. 
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HABIT-TRAINING SCHEDULE FOR JUVENILE COTTAGES. 


6.30-7 a.m.: Rising hour. Wash, comb hair, toilet, teach patients to clean 
teeth, to use mouth wash occasionally and to dress properly. Pride in 
personal appearance must be stimulated. Patients to drink a glass of 
water before breakfast. Put beds in order and tidy up room. 

7-7.45 a.m. : Breakfast. 

7.45-9 a.m. : Toilet, get ready for school, put clothes in order. 

9-IO.I5 a.m. : School. Simple academic ungraded school work. 

IO.15-I0.30 a.m. : Toilet and get ready for physical training. 

IO.30-II.20 a.m. : Folk dancing, exercises, etc. 

II.20-II.45 a.m.: Outdoor games and recreation ; free play. 

II.45-12 noon: Toilet; get ready for dinner: glass of water. 

I2-12.30 p.m.: Dinner. 

I2.30-1.30 p.m.: Toilet. Rest 30 minutes. Get ready for afternoon school. 

I.30-3 p.m.: School. Simple handwork, adapted to fit individual children's 
needs ; variety is especially essential. Glass of water. 

3-3.15 p.m.: Toilet. 

3.15-4.20 p.m.: Exercises, outside games, etc. 

4.20-4.45 p.m.: Make beds; get dormitory ready. 

4.45-5 p.m.: Toilet ; get ready for supper. Glass of water. 


5-5.45 p.m. : Supper. 
5.45-7 p.m. : Singing, free play. Get ready for bed. Toilet. 
p.m.: Bed. 
Each child has definite duties assigned, according to individual abilities. 


It should be explained that an epidemic of post-encephalitis had left a 
group of children in the metropolitan area to be cared for, whose difficulties 
obviously were not those that could be cared for in a general hospital. Distri- 
buting the children in the hospitals for mental diseases and placing them in 
wards for and with adult patients was not meeting the situation, for frequently 
the behaviour of the children irritated and made unhappy the older patients. 
Finally, a unit was established at Kings Park State Hospital (Long Island), 
under the direction of Dr. William C. Garvin, for a group of fifty children 
whose ages at onset ranged from four to twenty, representing an almost equal 
number of boys and girls. 

To attempt to describe these pitiful children seems almost futile. Thev 
were unselected cases with the highest degree of behaviour disorders, biting, 
scratching, yelling, with almost unbelievably impulsive malicious tendencies. 
Literature on the subject was doubtless helpful for individual cases, but 
not for groups, and it was found absolutely necessary to establish a routine 
schedule until trial adjustments proved what programme was satisfactory for 
children. Thus, without a guide of any kind, except the habit-training schedule, 
the programme for children was started. 

Post-encephalitis, it is understood, is a serious problem in England, and 
certainly the groups with whom we have worked in the New York State 
Hospitals have been subjects of careful study and great consideration. Dr. 


24 9. 


1934.] BY ELEANOR C. SLAGLE 645 


Charles Gibbs, who was conducting a study of these cases at the time of his 
death, states, ‘‘ The fate of these cases is still problematical . . . it is fairly 
definite, though, that some will leave the hospital with a degree of emotional 
instability ; others will stay on indefinitely, but all will benefit by the habit- 
training programme." “ The results of the 24-hour schedule with this type 
of case were outstanding even where the motor disorders existed along with 
emotional disturbances.” 

Much has evolved since those first days of struggle in 1925, when it was 
quickly determined by Dr. Garvin, then Superintendent of Kings Park State 
Hospital, that a prompt effort must be made to establish ungraded class work, 
using the text-books and other familiar activities of school—in other words, 
returning to the same level of interest that held the attention of the individual 
child when it was stricken. All the major activities of the group were placed 
under the direction of the chief occupational therapist. 

Guidance in such emergencies does not come from the ether, but must 
come from an academic study, that a philosophy may be developed which 
may be useful in the future of the child. Without some understanding of the 
mental mechanisms of the child, teaching ability, play spirit and, most of all, 
an ability to organize energy with its frequent tragic frustrations, this guidance 
would not be possible. 

Results have proved that it is possible to reconstruct behaviour and habits 
to the point where an individual can be resocialized and become a social 
economic asset in the hospital community, and may, in some instances, be 
returned to the community and home. Whatever the medium of treatment, 
a patient should be made to feel that in occupational treatment lies an oppor- 
tunity for self-expression and a sense of security in personal relationship. 

A medical superintendent, Dr. Walter G. Ryon (deceased), made the follow- 
ing suggestions for patients for whom the habit-training programme was to be © 
prescribed. This is not followed literally in all hospitals, but may serve 
somewhat as a guide in formulating any plans for the establishment of the 
habit-training classes : 


I. Patients whom you believe to be suffering from dementia pracox, and 
whose psychosis has not existed more than fifteen years from the time of onset 
(not from the time of admission). 

2. Patients not over 40 years of age. 

3. Patients in reasonably good phvsical condition. 

4. Patients who had a fair grade of intelligence before onset of psychosis 
(this would exclude mental defectives who had developed schizophrenic 
reactions). 

5. Patients who have a history of vicious tendencies, and those who are 
mute or will not eat; in general, those who oppose the simple ward routine 
should not be included at the present time. This tvpe will be taken up later, 
but in establishing the class, too many difficult problems should not be under- 
taken at one time. Ata later period, patients of this character will be admitted 
one at a time. 
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6. Wet or dirty patients are not to be excluded unless an organic or physical 
defect is the underlying cause of the incontinence. 


Music and recreation have an important place in this programme, though 
neither is over-emphasized. That there is a necessity for creating or recreating 
the play spirit—a necessity far greater perhaps among the hospitals receiving 
patients from large cities, because all too many of them have had little 
opportunity for spontaneous play at any time in their lives—must be 
emphasized. 

There have also been provided units for the care of children within the large 
mental hospital group, where each child presenting mental and emotional 
disturbances may be given the best possible scientific study and consideration 
along strictly mental hygiene lines. In at least one new hospital of the service 
a complete unit is being provided for the care and study of such mental 
disorders of childhood (Rockland State Hospital). 

As individuals improve, they are moved on to occupational therapy centres, 
where handicrafts are more advanced, and where change of environment and 
social contacts with patients from other wards and groups create still another 
interest, and another opportunity for more social adjustment. Frequently 
patients are more comfortable in these centres, and remain in them for some 
time. | 

The next and most important step in the whole programme is the pre- 
industrial. In this group will be found basic training for a few major industries. 
Àn opportunity is also provided for a study of aptitudes. There is a definite 
shortening of the periods spent in physical training and in recreation—in fact, a 
modified work-day. Such industries are undertaken as furniture repair, cement 
work, including ornamental as well as exceedingly practical work, willow furni- 
ture, an activity worthy of an entirely separate paper ; printing, book-binding, 
. book repair, rug-making, and on through a considerable list of activities that 
in most instances formerly were carried on by employees. Patients’ libraries 
form still another subject which might well be given very much more extended 
time for discussion than is possible to-day, though I must mention with pride 
the fact that two of the largest and best libraries for patients in our service are 
those conducted by recovered patients. 

A word must now be said as to “sheltered employment ". This has been 
a dream for the last ten years, not only for post-hospital cases, but for the 
pre-hospital mental case. It is the belief of the writer that ultimately these 
sheltered workshops will be closely tied up with the extra-mural activities of 
the social service group. They will provide a closer tie than exists at the 
present time. The workshop will provide an opportunity for adjustment 
outside of the hospital, and will take care of some of the problem cases to be 
met in every community. We have not realized this “ sheltered workshop '' as 
yet, and so parole is directly now to the home—to the community and to the 
labour market. For those for whom parole is not indicated, the occupational 
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therapy department has attempted to raise the level of their productivity 
so that they may become more useful and better adjusted members of the 
hospital community. The programme is a simple one ; so simple as a matter 
of fact that it is used in part or in whole in the majority of the hospitals of the 
service of the New York State Department of Mental Hygiene, and is now 
being extended to the schools for the feeble-minded. It is noted that handwork 
alone is not considered sufficient in this programme, but that physical training 
exercises, setting-up exercises and many other features of an active physical 
training and recreational programme are incorporated, on the principle that a 
social balance of work, play and rest must be struck in the day of a mental 
patient. 

In establishing this changed order of procedure within the hospitals, a 
conscious attempt was made to secure, as far as possible, candidates for the 
. newly created positions whose personalities would serve as resolvants in the 
various difficulties that naturally arise in establishing a new service. 

It appears to be particularly obvious to any socially minded individual that, 
dealing with the larger population of wards in order to establish any sort of 
social control in particular, the first steps in setting up friendly contacts, and 
stimulating approach to technical interest in any occupation, should be the 
breaking up of large groups into small groups by the selection of the medical 
chief of the service, who has the patient's history, prognosis, etc., well in hand, 
and should guide the entire treatment programme. 

The therapist should possess such a degree and kind of trained intelligence 
that she can narrate to the physician the reaction on the part of the patient to 
the various situations of his or her daily schedule—facts, any one of which 
may be of great importance to the physician. 

In all the activities described, the work of the occupational therapist is 
not necessarily always confined to patients. For instance, considerable 
training of personnel is constantly being carried on. In fact, one of the definite 
problems which has had to be incorporated in the occupational therapy regime 
of the New York State Mental Hygiene Service has been the supplementary 
training of nurses and affiliate nurses in some of the methods and some of the 
practices in occupational therapy, as well as to contribute to the educational 
programme of the nurses. This supplementary training of nurses is to give 
them some idea of the basic principles underlying this particular curative 
measure, and to instruct them in the actual technique of some of the minor 
crafts. This course was established for the purpose of more definitely securing 
the co-operation of the nurses, and because it seemed necessary, with the large 
training schools in the State, to give those in training a clear idea of what 
may be brought about through the substitution of new, and what are con- 
sidered normal, interests. Thus the occupational therapy field has broadened 
to include the instruction also of the affiliate nurse—a superimposed group on 
the regular group: affiliates who are trained and well trained in general 
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hospitals, but who come to the large mental hospitals for instruction in 
psychiatric nursing ; bright, alert young women who have seemed to treasure 
their experiences in the various occupational therapy departments throughout 
the service, and from whom we have received gratifying endorsements so far 
as case management is concerned. As a matter of fact, the general opinion 
among the affiliate class is that, in their actual class work and in their practice 
with patients, the occupational therapist has proved to be a most understanding 
guide in the management of patients. 

The medical staff prescribe the actual treatment programme of individual 
patients, and the nurse, realizing the great value to her patients of properly 
prescribed and administered curative work, needs no exhortation as to the 
necessity of the closest and most harmonious co-operation with the occu- 
pational therapist. .It can be very well understood that the nurse must be 
acquainted with occupational therapy from the standpoint of treatment and 
improvement of patients, just as she is expected to know something of dietetics, 
hydrotherapy, etc., and many other things that could be mentioned in relation 
to modern nursing. 

Besides the course presented for nurses, constant individual wori is being 
done in the way of training attendants, some of which, no doubt, is waste 
effort, for the turnover among employees in mental al is very great in 
the class mentioned. - 

With reference to the general hospital nurse who comes to the mental 
hospital for “ psychiatric " (nurse) training, Dr. Macfie Campbell, lecturing 
recently at the New York Academy of Medicine, made a statement to the effect 
that “ the general medical profession has found that insight into the human 
personality, derived from the study of mental patients, was of great value in 
the study of patients in the wards of general hospitals ’’, and it may be added 
that ' from the successful use of occupational therapy with mental patients 
has arisen a great field of actual, constructive, curative exercises through 
occupations ” for general hospital and orthopedic cases. 

This communication is based on certain general premisses with regard to 
occupation used as a curative measure during a period of eleven years in the 
Department of Mental Hygiene, State of New York. 

A study of existing conditions in 1922 pointed to a great need. Out of the 
need came demand for a few trained occupational therapists, and from this 
demand, a properly trained supply to meet conditions—an almost classical 
demonstration of the old axiom that when a need actually exists, demand 
creates a supply. 

Occupation used as a remedial measure is a medical function ; therefore 
it must be prescribed and administered under constant medical advice, and 
correlated with all other treatment of the patient as outlined by the medical 
service. | 

The experiments that have progressed along these lines have proved that 
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even the actively anti-social patient responds promptly to environmental 
change—to the plan of individualizing the patient so far as possible. 

And, finally, we may say that we have made it possible for many mental 
patients to feel that they are sharing in the production of something to beautify 
the surroundings in which they live. By the use of old-time crafts, widely 
used before the machine age pushed them farther and farther into the back- 
ground, the very processes which have served to put the world on record have 
also served to unite the creative arts with the medical arts in the care of the 
sick and disabled. 
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EDUCATIONAL PRINCIPLES IN OCCUPATIONAL THERAPY.* 


By W. M. VAN DER SCHEER, M.D., 


Professor in Psychiatry and Neurology in the University of Groningen, Holland. 


In the care and treatment of mental patients there has been great progress. 
In our fight against the disease, the psychosis, which disorganizes the higher 
mental functions, we have achieved numerous therapeutic successes. I need 
only mention malarial therapy in dementia paralytica, salvarsan and trypar- 
samide for cerebral syphilis, the treatment of the digestive organs in cases of 
toxamic psychoses, the removal of focal infections in numerous cases of schizo- 
phrenic derangement, the somnifaine prolonged narcosis treatment in manic- 
depressive psychosis, non-specific stimulation in various other psychotic 
conditions. The great importance of underlying somatic causes and of a 
rational somatic therapy are fully recognized, and it remains the principal 
task of the psychiatrist to search for the causes of the psychoses and for the 
means of combating and preventing them. 

No one, however, will be entirely satisfied with the results obtained up to 
now, and no one will deny that in the great majority of psychoses we are still 
more or less powerless as regards the direct treatment of the disease as such, 
and that a great many mental patients must remain in hospital for long periods 
as chronic mental invalids. 

Further, apart from our obligation to search diligently for methods of 
curing the mental disease, it is also our duty as psychiatrists to treat the patient, 
to look after him, to make the conditions of his life as favourable as possible, 
and to reduce the injury to his mental faculties brought about by the psychosis 
to the smallest possible proportions. In this field a good deal remains to 
be done. For the life of a large number of our fellow men is still in many 
hospitals very miserable. Even in establishments where the highest require- 
ments as regards the conditions of bodily hygiene are fulfilled, many patients 
pass their lives in a state of sadly resigned or restless hebetude. To my regret 
the conditions in your country are only known to me from literature and from 
the reports of colleagues who have visited your institutions, so that 1 do not 
know in how far these are to be compared with those of the Continent. But 
I can state here that in many mental hospitals in Europe, Holland not 
excepted, there are numerous wards where order and cleanliness are absent, 
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. where patients walk about aimlessly or pass their lives in idleness and in an 
advanced state of mental dullness, where some are noisy and disturbing to 
others, incontinent or destructive, and where the atmosphere has certainly 
nothing of the spirit of pleasant activity— places not very inviting for a normal 
man to stay in, and where it is not alwavs easy to keep under control patients 
who show disorderly behaviour. Perhaps I am not mistaken in supposing 
that similar wards are also to be found in some of your hospitals. 

The thesis I wish to maintain in this paper is that such conditions need 
not exist. As a result of my experience—shared by many others—of the 
methods to be described later, we have found : 

I. That prolonged restlessness in the wards need not occur. 

2. That continuous baths are scarcely ever necessary as means of restraint. 

3. That isolation rooms need not be used except on rare occasions. 

4. That the use of narcotics can be reduced to a minimum. 

5. That very little bed treatment for mental reasons is required. 

6. That sleep can be ensured and complete quietude at night can be 
established. 

7. That the advanced stages of mental dullness met with up to now in 
many chronic patients need not occur ; that, for instance, patients who have 
degenerated into unsightly mental wrecks, who show stereotypies, talk to 
themselves in monotonous voices or walk aimlessly to and fro, completely 
introverted and insusceptible to any stimulus from the outside world, prove 
to be the artificial products of faulty treatment. 

8. That in the daytime go per cent. of the patients can be regularly at 
work. 

9. In short, that it is possible for every mental hospital to become a small 
independent community, in which the patients, both the more and the less 
seriously deranged, lead a common life of orderly behaviour, where they can 
live contentedly, without coming into conflict with a harsh and uncompre- 
hending world ; a community, moreover, the members of which contribute 
by their labour to the cost connected with their segregation from the larger 
social community. 

This result may be obtained by waging war against the consequences of 
erroneous ideas, which have hitherto determined our course of action. 

For a long time it was thought that the behaviour of mental patients 
was a direct result of the cerebral disease underlying the psychosis. The 
experience of recent years has made it clear that, in by far the greater number 
of cases, unsocial and disorderly behaviour has little to do with the specific 
psychosis as such. Aggressiveness, love of destruction, abuse, recalcitrance, 
are rather the result of a nervous system disorganized by the disease in its 
higher and more subtle power of accommodation, and therefore reacting 
wrongly to the stimuli of the external world. Not only disorderly behaviour 
but even the so-called dementia is often deceptive, the truth being that the 
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patient, the rest of his energy not being sufficiently stimulated, has sunk into 
a state of introversion. The engine, as it were, has been allowed to rust by 
being deprived of the vital stimuli from without. From this erroneous idea, 
that the behaviour of mental patients was a direct result of the cerebral 
disease underlying the psychosis, sprang an attitude of psycho-therapeutic 
nihilism, and mental dullness and hebetude were looked upon as a necessary 
result of the disease. 

From this mistake arose another—that of allowing idleness. The energy 
still present was not sufficiently made use of ; the experience gained in daily 
life, that unused abilities are irrevocably doomed to perish, was too often 
forgotten. The fact was far too much disregarded, that for every living being 
inoccupation means both physical and psychical deterioration, and that in a 
mental hospital, as elsewhere, idleness proves to be the parent of vice. Those 
who recognized this error—and they were many, even as early as the middle 
of the previous century—did what they could to combat it by means of an 
intensive occupational therapy. 

In Holland, for instance, occupational therapy reached a high level in the 
years between 1918 and 1927, so that, to take an example, at Santpoort the 
number of patients doing regular work amounted to 75% of the inmates of 
the establishment. But it was not so much the percentage of working patients 
as the result obtained in this way that was of importance—-a result that set its 
mark on the whole life of the hospital. 

Along with the increased work therapy, the restlessness and disorderly 
behaviour of most of the patients disappeared. We succeeded in getting 
patients to work who in some cases had been unoccupied for almost twenty 
years, and a great deal of unrest, aggressiveness and dangerous behaviour 
disappeared. In many patients interest in their surroundings and families 
returned. It became evident that the abnormal behaviour of mental patients 
was, for the greater part, a secondary symptom, and that the degree of order, 
quiet and contentedness in a mental hospital runs for more than 75° parallel 
with the degree of employment. Nevertheless, in spite of the above-mentioned 
mistakes being recognized, and their harmful influence combated by extending 
occupational therapy, we had not, in 1926, succeeded in getting bevond a 
certain percentage of working patients behaving themselves in an orderly and 
quiet manner. In about 25% of the cases the patients persistently remained 
refractory towards all our endeavours to procure them a reasonably quiet 
manner of living. There still remained a number of restless, aggressive, 
inaccessible patients; there were mentally dull patients, with stereotyped 
gestures, who easily became impulsive ; there were wards where a long-suffering 
staff looked after human wrecks, some quiet, some excitable; and so the 
hospital retained an unpleasant cachet, a relic of the old-fashioned treatment 
of the insane. And all this in spite of an intensive and consistentiy carried-out 
occupational therapy. 
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It was especially Simon, the Medical Superintendent of the Gütersloh 
Hospital in Westphalia, who showed us the way to change into orderly, quiet 
people this group of unmanageable, excitable, difficult and unsocial patients. In 
particular, he pointed out that one of the greatest impediments to the creation 
of an orderly community in the hospital was the universal and firmly-rooted 
idea that a mental patient, because of his illness, was not responsible for his 
actions. Another of his merits was to bring to the front the great importance 
of the surroundings, and especially of the Auman environment, on the behaviour 
of individuals. What, for instance, is the use of a beautiful room, if the people 
living in it are constantly disagreeing or disturbing each other with their 
clamour ? 

Simon managed to create conditions in his own hospital whereby it became 
evident that the elimination of the above-named faults was only possible 
by basing the psycho-therapeutic treatment on biological rules, such as have 
always been used in the education of the young. It is of these biological- 
educational rules that I especially wish to speak to you, and you will see that 
much of what we desire to attain can be limited to the formation of conditional 
reflexes. 

Man has a tendency to imitate. Imitation is one of the primitive instincts. 
It occurs readily in those psychoses where the higher controls have been lost. 
It chooses thereby the line of least resistance. It is easier to imitate than to 
accomplish a purpose by one’s own exertions. 

The environment in which we live exercises a great influence on our 
behaviour. It is evident, then, how great must be the significance of bad, 
disorderly and unquiet surroundings on individuals who are deranged in their 
highest function, especially if they are left to themselves without guidance. 
The still existing turbulent wards in numbers of establishments are a witness 
to this. The quiet patients retire completely within themselves, whilst the 
aggressive ones quarrel. Our efforts, therefore, must be directed towards 
creating an environment in which the unfavourable and irritating factors are 
no longer present. | 

This can be brought about by making the day-wards as comfortable as 
possible— 

(1) By simple but pleasant furnishing of the rooms, and by making the 
workrooms and workshops attractive and comfortable. 

(2) By promoting a congenial atmosphere amongst patients living in the 
same surroundings, and by insisting on good order and the elimination of 
disturbance. The latter is of far more importance than well-furnished day- 
wards or beautiful gardens. 

In taking. measures against disorder and for promoting comfort we must 
base ourselves on the following biological laws : 

(1) That every act produces a reaction from without, which is either of a 
pleasant or an unpleasant nature for the individual. 
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(2) That every living being, in accordance with the principle of pleasure 
and pain, tends, because of his instinct for self-preservation, to adapt itself 
to the demands of his environment. 

Every living being learns in what manner conflict with the external world 
can be avoided. The logical reaction of the external world to the deeds of the 
individual causes in its turn a further reaction in the individual by means of 
which an attempt is made to live together in harmony. There is a constant 
interchange, the result of which is a biological responsibility feeling. Our 
treatment attempts to develop once more the sense of biological responsibility 
in the patient. Because of the former general adherence to the principle that 
a deranged person, on account of his illness, was completely irresponsible, the 
logical reaction of the external world to his conduct vanished, and the patient 
was thus deprived ot one of the most important foundations of socially ordered 
conduct (Simon). We now attempt to quicken this logical reaction of the 
external world on the conduct of the patient by coupling feelings of unpleasure 
with wrong actions, and feelings of pleasure with good ones. 

We therefore set about re-educating, developing new controls, in the same 
manner as an untrained child is taught, by experience and education. 

All newly-admitted patients are submitted to this treatment and it is also 
applied to those patients already in our charge who are not open to persuasion 
and reasoning. 

For this purpose they are taken either to wards especially designed for this 
educational therapy, or to certain groups working in the gardens or on the 
land. The educational wards should be fitted up as comfortably as possible. 
They should be divided by means of suitable furniture into small cosy nooks 
and corners, “ subdivisions ", so that the patients, who would easily disturb 
each other if brought together in too large numbers, can be placed in groups 
apart, without separate rooms being necessary, which would require too 
numerous a staff. It is desirable that there should be a sound-proof floor- 
covering. In an adjoining ward a few beds should be provided. The w.c. 
should be accessible from the ward and yet sufficiently divided from it. One 
or two isolation-rooms are BOISSON, preferably sound-proof, and they 
must be close by. 

In these wards, which can be arranged according to requirements, the un- 
sociable patients are brought together with a sufficiently numerous staff. 
An attempt is made to teach them very simple work, to keep them occupied. 
In these educational wards the difficult patients also take their meals; time 
is allowed for amusement, and we try to encourage sociability by simple 
children's games or reading, and sometimes by simple community games. 
Silence when working must be maintained as much as possible. These wards 
should be considered as the lowest class of the educational school. They are 
living-rooms, and must not be confused with work-rooms ; they belong, in 
reality, to the infirmary department, in which the patients are trained for a 
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society where a higher social order rules. Since each patient’s surroundings 
are formed by all the patients collectively, it is the duty of each individual 
in those surroundings to behave in accordance with a standard of decent 
orderliness. We cannot tolerate that a single individual should disturb all 
the others. The communal interest comes before the interest of the individual 
if the latter causes a disturbance to the community. This must continue to 
be the leading principle in these wards. 

If a quiet reprimand has no effect, then the patient must be removed at the 
commencement of the disturbance. The withdrawal must, however, be of 
short duration, and the disturber of the peace should be brought back to the 
others as quickly as possible. Our aim is to teach the patients how to behave in 

the company of others, to tolerate company, and to be tolerable themselves. 
Some of the practical measures which have proved useful are the following : 

(1) To take action at the very beginning of the disturbance. Sometimes 
it is quite sufficient to remove whatever it may be that is evidently troubling 
the patient, or to give him another place in the same room. A pleasant word, 
or some attention paid to his work, can sometimes quell approaching uneasiness. 

(2) If this is of no avail, then the removal in a calm manner to another room 
is often sufficient. This is the reason why it is very desirable to have adjacent 
to the day-wards a ward with beds, where an excited patient can be taken for 
a short time. 

(3) If this also proves inefficacious, then a rest in bed for an hour or two 
may bring a solution. 

(4) When all these measures have no result one should resort to the isolation 
of the patient, but only for a very short ttme—tive minutes as a beginning, and 
in case of failure somewhat longer, at most half an hour. The patient must 
be brought back, again and again, to the ward. The absence must be short, 
since otherwise we fall back into the old error of leaving the patient too long 
to his own devices, whereby he once more gives way to bad habits—out of 
boredom. If the excitability continues, a new method must be looked for. 

(5) Either the patient is sent with the nurse into the garden for a short 
time, or— 

(6) He is given a warm bath, which, in such a case, may last for an hour or 
two, or— | 

(7) He is given a chemical narcotic, which, of course, must be administered 
exclusively by the doctor's orders. 

But very often these fits of excitement can be prevented altogether. For 
this it is essential to know their cause. Here a general rule, gained by expe- 
rience, is valid: we ourselves, and the nursing staff, should first examine our 
own actions ; it then often proves that it is we who, by acting inconsistently 
or inappropriately—for instance, by allowing one patient to disturb another 
for too long, or by brusqueness of manner or irritability—are the cause of the 
excitement. 
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We should try, then, to prevent excitement, but once it is present, we should 
act immediately, with gentle firmness, with consistent justice, and along 
logical lines. In the application of these educational rules certain further 
principles have been proved to be of great value : 

I. The various rules must be applied consistently. 

2. A measure which has to serve as an unpleasant stimulus in breaking a 
troublesome habit must be employed immediately. 

3. The calm example of the person in charge is indispensable for good 
training. 

In my opinion there is no objection to calling the measures we use against 
disturbing actions—just as we do in educational training—"' punishments ”’ 

In this way bad habits can be broken, and even wrong stereotyped move- 
ments be transformed into useful ones. One patient who constantly rubbed 
his trouser legs is now an excellent painter's primer; another, who made 
aimless rubbing movements, at present scours concrete plates perfectly. One 
must take measures for diluting the difficult elements ana not put too many 
restless patients together. 

The same principles should be carried out with those groups of patients 
who are not taken to the educational wards, but are allowed to go outside 
in small groups. Those particularly who show strong impulses to violence, 
and who cause too much disturbance inside through their noisiness, are best 
set to work in the open air under competent guidance. Wheelbarrows and 
hand-carts are, in this connection, splendid appliances. 

In the case of these “ outside parties ’’, too, one must take special care not 
to give them work which is at all difficult ; one must be satisfied with the 
very simplest labour. We have to take into account that with these groups, 
also, measures must be available for checking a disturbance of order, and 
therefore their work must be in the immediate neighbourhood of the wards, so 
that disturbing elements can be removed at once, for a short time, without 
much trouble. 

I have dwelt somewhat at length on some essential details of educational 
measures, which can be used for the most difficult patients. It is evident, 
however, that even with all this everything has not been achieved. After 
certain results have been obtained, those who have made progress should 
be advanced to a higher class. It follows that arrangements should be made 
in the establishment, so as to have the use of day-wards and workplaces, differ- 
ing in grade from one another, creating a class-system, as it were, in which 
patients are placed according to their behaviour and capacities. To give an 
example: Central workshops where patients do productive work, like normal 
workmen, belong to the highest class; and so do the wards for the quiet 
and orderly patients, where scarcely any staff is required to supervise them. 

Thus you see that psycho-therapeutic education, involving constant, active 
attention to each individual, is the leading principle. We aim at making the 
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patient responsible for a great many of his actions, at cultivating his feeling 
of independence and communal sense, and encouraging him in orderly behaviour, 
rules of training and education such as have been applied with success for years 
in the best institutions for the mentally defective. That we should make use 
of work as the most effective means in the training is a matter of course. But 
the work should remain only a means in order to bring improvement, and must 
never become an end in itself. 

I will therefore very briefly mention other educational measures, which 
have also proved to be of importance. *Encourage neatness in clothing and 
at meals. Do not do all the difficult work yourselves, but make an attempt to 
strengthen the feeling of self-respect by giving patients tasks with some 
responsibility attached to them. 

Show confidence and encourage unattended walks. Have as few locked 
doors as possible. Demand order, attention to rules, and discipline. Give 
the patients a small reward in the form of pocket-money if they work well, 
and see to it that they are free to do as they like with it. A shop in the grounds 
of the establishment encourages this independence. Do not forget that every 
worker needs periods of rest, with suitable recreation, as well as regular hours 
of labour. In this country, where physical training by means of sport is on 
such a high level, I need not point out its usefulness in the education of mental 
patients. Games, music and dancing also form part of it. But recreation 
can only be allowed if it has been earned by work. ` 

In everything concerned the attempt should be made to remodel the 
hospital into a small community for the mentally diseased. In this com- 
munity we must strive for order and self-reliance. New self-reliance and new 
self-respect must be cultivated—the main pillars of our feelings of happiness 
and individuality. 

It is evident that for this purpose a staff with special training and person- 
ality is necessary. They must possess educational talents. No results can 
be obtained without an energetic staff and energetic medical officers. And, 
finally, the staff must be sufficiently numerous. An inadequate staff must 
inevitably mean that patients are left largely to themselves, and are allowed 
to deteriorate. But our mentally diseased patients have a right to therapeutic 
measures which have been proved by experience to have the most salutary 
effects. 
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THE value of prolonged narcosis as a form of treatment in mental disorder 
has been well recognized in Switzerland, Germany, Holland and the U.S.A., 
but, so far, there has been little tendency to adopt the method in this country. 
It is true that there has been considerable diversity of opinion about its efficacv, 
but it must be remembered that much of the literature published reveals that 
there has been a general lack of uniformity as to technique, duration and drug 
used, apart from discrepancies in the interpretation of results. Furthermore, 
one of the most potent arguments against the treatment has been its dangers— 
a fact which has deterred many psychiatrists from giving it a trial. These 
dangers, however, instead of stimulating research into possible methods 
which might eliminate toxicity of narcosis, gave rise to a search for a Utopian 
narcotic, which would serve therapeutically whilst being free from toxic effects. 
No less than forty substances (according to Palmer and Paine (r)) have been 
tried, with but little result except to increase the confusion. In a previous 
communication by one of us (2) toxic symptoms of narcosis were discussed, 
and a method was described whereby these could largely be eliminated with 
doses of narcotic sufficient to produce prolonged, continuous sleep. In the 
present paper it is proposed to summarize and comment on therapeutic results 
in 107 mixed cases of mental disorder, in which a total number of 128 
treatments were carried out. In 117 of these treatments somnifaine was 
used, in g veronal, and in 2 dial. 

The first question that naturally arises is, in what type of disorder is benefit 
from prolonged narcosis most likely to accrue? This cannot be answered 
readily, for we are as yet fundamentally ignorant of the rationale of the treat- 
ment ; and any attempt to limit its application to certain forms or phases of 
mental disease must, of necessity, be empirical. We are reduced to theory 
and speculation in so far as the modus operandi of prolonged narcosis is con- 
cerned. Klasi (3), who introduced somnifaine therapy into psychiatry, was 
attracted by the theory propounded by Cloetta that inflammatory processes 
may be cured by local anesthesia through a breaking of the vicious circle 
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between stimulus and hyperemia, increased transudation and raised stimulus. 
Klási came to the conclusion that schizophrenic excitement, if dependent on 
a '' retroceptive ” and “ central ” excitation, could be beneficially influenced in 
narcosis by the vicious circle between affective excitement and psychomotor 
agitation being broken through a “ central" anesthesia. In addition, he held 
that, when physically incapacitated, a schizophrenic would experience a certain 
feeling of helplessness and dependence, which tended to increase his contact 
with the environment and thus render psychotherapy possible. Oberholzer (4), 
on the other hand, remarks that although there are cases in which a “ central "' 
anesthesia, by cutting out stimuli, seems to be the chief factor, close observa- 
tion will show that in many patients the impressions and stimuli are not 
eliminated ; they will hallucinate just as freely during the treatment as before. 
What has altered (according to Oberholzer) is the attitude of the patient to his 
environment, and to his own psychosis, not through a feeling of helplessness, 
but by what he calls a “ loosening of affective tension ” (affektive Lockerung). 
The affectivity of the schizophrenic, which previously was '' bottled up ” and 
concealed from the world, now comes into touch with reality ; the introversion 
ceases and the autism loosens. This latter theory, whilst it might explain the 
behaviour during narcosis of certain stuporose and autistic patients, is, however, 
quite inadequate to elucidate the action of the narcosis in other disorders ; 
e. g. in mania, where some of the best results are seen. 

Several biological and biochemical hypotheses have been put forward to 
explain the phenomena. Meerloo’s (5) explanation is that by barbituric 
narcosis the ontogenetically older parts of the brain are affected in such a 
manner that the withdrawal of the drug may influence psychotic processes 
favourably. Loevenhart and his co-workers (6) sought to explain clinical 
improvement on a basis of improved cellular oxidation and cortical stimulation. 
Lorenz (7) believed that sodium amytal caused vascular dilatation and increased 
oxidation of cerebral tissues—a view he later abandoned, however. The most 
startling theory seems to.be that of Bancroft and his co-workers (8, 9), in 
which the whole genesis of mental disorder is reduced to the simple terms of 
colloid over-agglomeration and over-dispersion. The’ administration of a 
coagulating drug, such as sodium amytal, to a psychotic whose cell colloids 
are in an over-dispersed state results in re-establishment of cellular equilibrium 
and mental recovery. Similarly, a dispersing agent such as sodium rhodanate 
would produce equilibrium in a psychotic organism whose cells were in an 
over-agglomerated state ! 

From the purely clinical standpoint, it would seem that the therapeutic 
action may depend on two phenomena. The first is the removal of inhibition, 
termed by Oberholzer '' the loosening of affective tension ", by Furrer (ro), 
“ the discharging of libido from repressed complexes "', the manifestation being 
clearly seen in the twilight states of the treatment. The second phenomenon 
is the actual state of narcotic sleep, in which one may speak of a “ central ” 
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anesthesia in the true sense of the word. During this period there is a complete 
abolition of the effect of peripheral stimuli and a consequent amnesia for the 
interval of narcosis. To what extent one may ascribe the therapeutic action 
to one or other of these aspects of the treatment it is not easy to decide, but 
clinical evidence in the present series suggests that in the majority of cases a 
degree of narcosis is required that will be sufficient to produce a more or less 
continuous deep sleep, for a “ twilight state ” alone is evidently inadequate in 
most cases. 

It is, therefore, a matter of some difficulty to adhere to any one plan of 
indications for treatment as long as the rationale is unknown. A general idea 
of suitability can only be obtained by a critical investigation of a large series of 
cases treated under standard conditions. Oberholzer (4), one of the few who 
have published results of a tolerably large series of cases (186 treatments on 
92 patients), found that manic-depressive psychosis and cyclic types of schizo- 
phrenia reacted very favourably. In his opinion, good results can be expected 
in all cases where there is a tendency to periodicity, remissions and relapses, 
provided such types are not toxic in nature and have not reached the stage of 
organic dementia. Muller (11), too, regards manic-depressive insanity as the 
indication par excellence, mania more so than melancholia. In the case of 
schizophrenia he found the best results in excited or depressed phases, and in 
the acutely hallucinated forms, whereas stuporose and paranoid types were 
distinctly less favourable. The Dutch school is enthusiastic in its reports on 
somnifaine therapy in manic-depressive psychosis, so much so that, at Sant- 
poort, doubt is thrown on the diagnosis of a case that does not respond to 
treatment (I2). 

The cases in the present series were somewhat arbitrarily chosen, and 
included a considerable number of chronic, demented patients as well as 13 
cases of psychoneurosis. In the latter, most gratifving results were obtained. 
It is significant that few such cases have been reported in the literature. The 
reason for this seems to be the objection of many psychiatrists to treating 
purely psychogenic disorders by physical means. Nevertheless, from the few 
cases herein recorded, it would seem that prolonged narcosis, followed by 
psychotherapy, is frequently much more effective than when the latter is 
employed alone. Incidentally, the importance of psychotherapy itself as 
an adjunct to prolonged narcosis is a question which has given rise to much 
discussion. Klási, who was an exponent of psychotherapy during the treat- 
ment, attributes the improvement in his cases of schizophrenia largely to this 
measure. We are not justified, he says, in ascribing the improvement to 
purely physiological and biochemical changes wrought by the narcotic. In a 
complete state of rest the feeling of dependence is sufficient to break through 
the autism of the schizophrenic, so that contact with realitv is increased, and 
thereby a transference can be established which makes him receptive to psvcho- 
therapeutic influences. Klási utilized the twilight state between the periods 


1034.) BY R. STROM-OLSEN, M.D., AND MURIEL L. M. McCOWAN, M.D. 661 


of sleep for psychotherapy, and claimed that where contact with the patient 
was not obtained, and, therefore, psychotherapy not possible, no improvement 
occurred. Other workers, however, found psychotherapy of little or no value, 
though it must be admitted that the cases described are mainly psychoses, 
and that, where neuroses were treated, benefit did accrue. 

Whilst prolonged narcosis in many cases undoubtedly does pave the way 
for a good transference after its completion, 1t seems extremely unlikely that 
the contact established during the treatment is sufficient to render any explana- 
tory or analytical psychotherapy possible. During the waking intervals 
consciousness is clouded, attention defective, thinking confused, and affect 
labile. How can one expect intelligent co-operation under such conditions ? 
That Klasi found psychotherapy a feasible procedure can only be explained 
on the assumption that the narcosis he employed must have been of a very 
light degree ; otherwise, contact could only have been very slight. If any 
form of psychological treatment be at all possible, it can only consist of simple 
suggestion and encouragement of the patient. As in hypnosis, so in the twilight 
states of prolonged narcosis it was found that the suggestibility of the patient 
was markedly increased ; hence the constant use of reassurance and suggestion 
by both the medical and the nursing staff is indicated, and, in the present 
series, appeared to have a beneficial effect, especially in psychoneurotics. 


TECHNIQUE. 


The technique and management of prolonged somnifaine narcosis adhered 
to at Cardiff has already been fully described (2). A brief reference only is 
necessary here. The patient is put to bed in a quiet, darkened room, and 
somnifaine is administered intramuscularly in 2-c.c. doses, as occasion arises. 
An average dose of 6 c.c. in 24 hours is required for the production of a more or 
less continuous sleep. Simultaneously with each dose of somnifaine 10-15 
units of insulin are injected hypodermically, and an ounce or more of glucose 
given by the mouth. A fluid diet is advisable throughout, and should consist 
of milk, cocoa or lemon-water, to which a sufficiency of glucose is added. The 
duration of the treatment is usually 14 days, but shorter periods have been used 
in mild cases. Of the 128 treatments reported in this paper, 42 were carried 
out with insulin-glucose administration throughout. Of the remaining 86, 
no insulin was given in 65; and, in 21, insulin was given only when ketonuria 
had appeared. It is interesting to note the difference in the incidence of severe 
toxic symptoms in these two groups. For the sake of clearness these symptoms 
are best considered under two headings—slight and serious. The former 
include such disturbances as mild pyrexia, transient vomiting, retention of 
urine, erythematous rashes, hiccup, albuminuria and slight ketonuria ; the 
latter, such complications as bronchitis, pneumonia, circulatory collapse, high 
pyrexia, severe ketonuria, persistent vomiting and epileptiform convulsions. 
As will be seen from the accompanying table, of the 86 treatments without 
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insulin, serious symptoms developed in 24, 2 of these ending fatallv, slight 

complications were present in 37, and the remaining 25 were free from any 
disturbances. Of the 42 treatments where insulin and glucose were given 
throughout, in only one case did serious complications develop; these con- 
sisted of a scarlatiniform rash, albuminuria and continuous pyrexia for ten 
days. No fatalities occurred. Slight symptoms were present in 14, and the 
remaining 27 were uncomplicated. 


Number of Complications. 


isa —— Deaths. Fits. 
eatnents. Serious. Slight. None. 

Without insulin . = 80 - “24 a 37 wv 25. = 2 a 3 

With insulin . i wA x I . d4. x. 27. » O = © 


Whilst, admittedly, statistics compiled from a comparatively small number 
of cases are apt to be misleading, the considerable difference in the incidence 
of dangerous toxic symptoms between the two groups is significant. The two 
deaths were from cardiac failure due to somnifaine intoxication. The symptoms 
which are claimed to be obviated by insulin are those due to disturbance of 
carbohydrate metabolism in vital organs, ketonuria developing in over 70°, 
ofcases. This may not at first seem to be a great deal, but when one considers 
that in narcosis, just as in diabetic coma, the heart-muscle is deprived of a large 
amount of its carbohydrate reserve, the importance of the insulin becomes 
more apparent. To quote a familiar example from general medicine: in 
the pre-insulin days, operations on diabetics under general anesthesia were 
undertaken at very grave risks, and deaths from coma were numerous ; to-day, 


with appropriate preventive measures, these dangers are not appreciably 
greater than in healthy persons. 


THERAPEUTIC RESULTS. 


When evaluating the results of the treatment, it is essential to have a clear 
conception of the criteria used. Two phases may be distinguished : (1) The 
temporary influence on the patient during narcosis, and (2) the condition after 
completion of the treatment. For practical purposes only the second category 
need be considered. “‘ Improvement ” is here meant to signify that a patient, 
within four or five days of the termination of treatment, has passed into a better 
phase—has, for instance, established contact with the environment and become 
employable. Four or five days are often necessary for withdrawal symptoms 
to subside. Temporary amelioration during the first week or two after com- 
pletion of the course was not considered as improvement in the present series, 
nor was it felt justifiable to include among the positive results those cases 
in which improvement (or recovery) was delayed beyond a week. No patient 
was considered to have rccovered unless there was complete re:toration of his 
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normal mental health, resulting in his discharge from hospital, or being 
rendered fit for discharge. 
The series herein recorded consists of : 


Schizophrenia (all types) : à ; 49 cases. 
Manic-depressive psychosis (including involutional 
melancholia) . f ; ; f : . 45 n 
Psychoneuroses . ; : : f ; T IZ. 3 
Results in Schizophrenia. 

Type. Recovered. Improved, No change. Total. 
Catatonic stupor . o 3 8 l II 
Autistic : 2 5 6 ; 13 
Excited. (e 8 IO 18 
Depressed 2 3 2 7 


Total .  . 4(81%) | r9 (38775) 26 (53.2%) | 49 


In catatonic stupor the results were disappointing, although due considera- 
tion must be given to the fact that in the majority of these patients the 
psychosis had extended over a number of years. Only 3 improved and were 
subsequently able to apply themselves to occupational therapy. This is all 
the more disappointing, because during the twilight states of the treatment 
they all showed an increased spontaneity and contact with reality, and were 
able to converse. As soon as the narcosis was interrupted, however, they 
quickly relapsed into their former state of stupor. 

The following case is typical : 


Male, æt. 30. Admitted 30.ix.31. Duration of illness, 7 years. Physically 
in fair health, with no organic disease. Mentally he was in a state of profound 
stupor. He was completely inactive, made no movement unless told to do so, and 
no amount of coaxing would make him speak. He was totally uninterested in his 
surroundings, exhibited flexibilitas cerea and automatic obedience, and required 
considerable supervision to ensure attention to his personal hygiene. He was at 
first tried with occupational therapy, but proved hopelessly unco-operative and 
uninterested. On 29.ix.32, whilst in this condition, he was put on somnifaine 
treatment. He slept very profoundly most of the time, but, when wakened for 
feeding purposes, etc., it was noticed that his stupor had disappeared. He asked 
about the nature of his treatment, answered questions readily, and expressed a 
desire to get well and go home. He continued to converse and show interest during 
his waking intervals, but, as soon as the somnifaine was discontinued (15 days later) 
he relapsed into his stuporose state, became mute and refused to employ himself, in 
spite of all subsequent efforts to keep him in touch with reality. 


Of the autistic type, 2 patients were discharged '' recovered ’’, and 5 showed 
improvement. These 5 patients, prior to treatment, were in a typical state 
of schizophrenic autism, exhibited negativism and refused to employ themselves. 
Following treatment, their contact with reality was much improved, and they 
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became useful members of the occupational therapy class. Of the two recoveries, 
one may here be cited as an example : 


Male, at. 23. Admitted 26.vii.32. Physically in good health Mental 
symptoms had developed gradually for 2 years. When first seen he was autistic 
and displayed no interest in anything. He was chiefly preoccupied with ideas of 
reference, imagining that people looked at him and passed remarks about him. 
He expressed vague complaints of a somatic nature, and worried about his health. 
There was marked emotional flattening, and he lounged about the ward, indulging 
in phantasy, refusing to employ himself. Foolish laughter and smiling were much 
in evidence. Whilst in this state he commenced a course of somnifaine treatment 
on 2.viij. 32. This was pursued for 13 days, during which time he slept heavily, 
except for short intervals, when feeding and excretion were attended to. Two days 
later he had shown striking improvement; the autism and ideas of reference had 
disappeared, and he began to take a keen interest in occupational therapy. He 
was transferred to a parole ward, and a few months later discharged recovered. 
He resumed work outside, and remained in a good remission for over 14 months. 


The 18 excited patients consisted of catatonics, hebephrenics and paranoid 
dements, in many of whom the exacerbation of excitement was due to the 
development of an acute hallucinatory phase. None of them recovered, but 
8 passed into a quiet and co-operative phase, and either lost their hallucinations 
or became indifferent to them. Most of them had been extremely violent, 
nolsy and restless, and the change of phase was much appreciated by both 
staff and patients. One such case is here recorded : 


Male, xt. 3o. Duration of illness 7-8 years. Has been in hospital since 
4.Xii.28. He was a hebephrenic, with marked emotional phases and frequently 
showed impulsive behaviour. Since admission his psychosis had been characterized 
by fairly good remissions, during which he was quiet and controlled, worked well 
and enjoyed parole. His relapses became more frequent, however, and each would 
last several months. Before treatment he was grossly irrational, exhibited numerous 
mannerisms, and was excited and violent. Somnifaine treatment was commenced 
on 29.ix.32, and lasted for 13 days, during which period he obtained the maximum 
amount of sleep. On discontinuing the drug he was extremely excited, noisy and 
restless for three or four days, after which he became quiet, amenable and co- 
operative, and passed into a good phase, which lasted about 5 months. 


The results in depressed forms of schizophrenia were encouraging. The 
cases treated showed stereotyped depression, tearfulness and agitation, and were 
frequently preoccupied with somato-psychic and hypochondriacal ideas and 
delusions of reference. Two out of the 7 showed good remissions, and were 
able to be discharged recovered shortly afterwards. Three others passed into 
a good phase, free from depression. The following is a description of a 
depressed case, ending in recovery : 

Female, et. 32; single. Admitted 2.vi.30. Duration of illness 18 months. 
Her physical health was good. Mentally she was facile and demented, with bouts 
of agitation and depression associated with the delusion that something was rattling 
about inside her head, for which she reiterated the demand to be X-raved and 
delivered of her trouble. She refused to employ herself, and displayed little 


interest in her surroundings. After several short remissions and relapses somni- 
faine was given on 5.viii.31. This was continued for 10 days only, owing to the 
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appearance of a morbilliform rash. On recovering from this she was greatly 
improved, and was able to interest herself in occupational therapy. She made a 
satisfactory recovery from her depressed state, and was able to return home, where 
she has remained for 24 years without relapse. 


The results in schizophrenia, whilst not perhaps impressive, are definitely 
encouraging, and compare favourably with those of other workers. In Miller’s 
review of 268 cases treated, the figures were: 8'994 recovered, 269/, improved, 
and 59% uninfluenced. Oberholzer, in 69 cases, obtained 5 recoveries and 
IO improvements. Klasi and Furrer report 30% recoveries in 26 and 20 cases 
respectively, but no one has, so far, been able to equal their results. It is 
necessary to emphasize that in early cases of schizophrenic reaction, results 
are likely to be far better than in such well-established cases of dementia 
pracox as made up the present series. This may account for the discrepancy 
between the results of Klàsi and those of other workers. We are in agreement 
with Müller and Oberholzer that cyclic and autistic forms are the ones in which 
the most favourable results can be expected. Stuporose patients fared badly, 
especially the chronic types. In them the treatment did not seem to have the 
slightest beneficial influence. 

In schizophrenia, more than in other disorders, it is essential to commence 
occupational therapy at the earliest possible opportunity in order to follow up 
any advantage gained by the narcosis. This is particularly the case in autistic 
and stuporose patients who have temporarily been extricated from their 
phantasy life and gained an increased feeling of freedom from conflict. The 
type of occupation at first prescribed consisted chiefly of rug-making, wool- 
sorting and basket-making. As these offer the advantage that they can 
conveniently be undertaken in the ward, the patients are able to remain there 
for a week or two and thus receive more individual attention than could be 
given in a large occupational class; and any tendency to relapse into 
inactivity is more easily controlled. Later, when it is seen that the improve- 
ment is being maintained, a transfer to the general class, where other types 
of work may be allotted, is desirable. 


Results in Manic-Depressive Psychosis. 


Type. Recovered. Improved. No change. Total. 
Mania 1 , II : 4 i 3 ‘ 18 
Chronic mania . O 2 o 
Melancholia ; 3 : 5 : 9 ; I7 
Benign stupor . I I I 3 
Involutional 

melancholia 2 : I . 2 i 5 


Total . . 17 (37°7%) | 13 (29%) 15 (33°3%) 45 


N 


666 PROLONGED NARCOSIS IN MENTAL DISORDER, [Oct., 


It is, of course, not suggested that the above figures represent the recoverv- 
rate in the manic-depressives treated, for all except 4 cases sooner or later made 
a complete recovery from their psychotic phase, without treatment. What one 
wishes to stress is the fact that in 37°7% of them recovery ensued without doubt 
as a result of the treatment. This means that the psychotic attack, which in 
many cases would have lasted several weeks or months, was cut short by 10-14 
days’ narcosis. Other workers report recovery-rates varying from 25945-100*;,. 
States of depression are generally regarded as less favourable than maniacal 
states—a view with which we are inclined to agree. 

The following case-reports illustrate the striking improvement with which 
one meets : 


Male, æt. 55. Admitted 6.xii.32. When seen he presented the features of 
acute mania. From the history it was known that his attacks lasted up to 4 months. 
He was extremelv restless, noisy and aggressive. His behaviour towards patients 
and staff was threatening, his language coarse and obscene, and he talked inces- 
santly in a grandiose, boastful way. He was at first given continuous bath treat- 
ment, but he remained noisy and excited. On 4.1.33 he was put on somnifaine 
treatment; he slept soundly most of the time, but was restless when awake. 
After 16 days the course was stopped. He remained drowsy and confused for 
3 days. Subsequently he became very quiet and appeared slightly depressed. 
He remained in this listless phase for a week, after which he expressed himself as 
feeling quite well and normal. He was transferred to the convalescent ward and 
remained in a good remission for 6 months. 


Male, zt. 38. Admitted 27.v.32. The history showed he had been depressed 
and emotional for about a month. He had attempted suicide by cutting his 
throat. On admission he was depressed and dejected, showed the typical psvcho- 
motor retardation, and was full of self-accusations regarding venereal disease. 
He showed no improvement during the next month, and on 25.vi.32 his hyper- 
glycemic index (H.I.) was still 75. From 12.vii.32 he was given a 14-davs' 
course of somnifaine narcosis. Two days later completion of treatment he was 
greatly improved, expressed himself as feeling well and being free from worries. 
His self-accusations had disappeared, and the H.I. was o. After 5 weeks' con- 
valescence he was discharged recovered. 


Female, xt. 43. Admitted 22.xii.30. Her illness started 2 weeks before 
admission, with excitement and agitation. She was strongly suspicious, resentful 
and negativistic, refusing to co-operate in the examination. This phase alternated 
with periods of agitation, when she would reiterate a wish to ''confess ". In a few 
davs this mixed condition changed into one of distressed perplexity, which passed 
into a state of complete stupor, with faulty habits and negativism. Somnifaine 
was given from 2.11. 31-16.11. 31. Two days after the patient was quiet and bright, 
getting up for a short time. A week later the note says, ' There is marked 
improvement. She is now up, working in the occupational therapy class and 
talking reasonably of her illness. Her mind is clear, and she is writing normal 
letters". A fortnight later she was considered normal. She remembered her 
illness as a dream state in which she felt compelled to fight in order to establish her 
own reality in a world of unreality. As regards the somnifaine treatment, she 
remembered the first prick of the needle, and then nothing more until she found 
herself in bed on the verandah 14 days later, feeling weak, but quite herself again. 


Male, æt. 51. Admitted 22.vii.32. A month before admission he began to be 
depressed and developed ideas of reference and persecution, e.g., imagined that 
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people talked about him and that children followed him about calling him “ nasty 
names ". When seen at the hospital he was very depressed and apprehensive, 
owing to auditory hallucinations and a fixed delusion that he had to be punished 
for a sexual offence. He heard the voices of people outside plotting to kill him, 
was extremely pessimistic of the future, and totally lacking in insight. This 
condition had not changed when, on 2. viii. 32, he was put on somnifaine treatment. 
On 17.viii.32 the course was completed. At the end of the treatment he was, 
both subjectively and objectively, greatly improved, was not depressed, halluci- 
nated or deluded, and expressed gratitude for the treatment he had received. On 
27.X.32 he was discharged recovered. 


Results in Psychoneuroses. 


Type. Recovered. Improved. No change. Total. 
Anxiety state 5 I ; I . 7 
Chronic neurasthenia I I i 2 : 4 
Obsessional neurosis I I 
Hysteria I is I 

Total 8 (6r'5%) . 2 (15°4%) | 3 3190) 13 


There are but few records in the literature of cases of psychoneurosis having 
been submitted to prolonged narcosis therapy. Undoubtedly the treatment is 
a departure from orthodox methods of psychiatry, but the results in the present 
small series so much exceeded our expectations that it is being tried at Cardiff 
in all suitable cases. Patients with anxiety states in particular showed a very 
favourable response, 5 out of 7 being discharged recovered. The recovery in 
these cases followed immediately upon the cessation of treatment, even before 
psvchotherapy had been begun. The róle of psychotherapy has already been 
discussed. 

Suggestion was employed whenever possible, and, after completion of the 
course, persuasion, explanation of the particular mechanism and re-education 
on Adlerian lines were the methods usually adopted. A few case-records will 
here serve to illustrate some of the recoveries. 


Male, æt. 34. Admitted 11.1.33. Gradual onset of symptoms during 24 years 
prior to admission. In April, 1932, he had to give up his work owing to attacks 
of “ trembling and giddiness ” which he experienced when going out into the 
street. He was depressed and emotional, and felt as if he were on the edge of a 
precipice, and that people would drop dead if he looked at them. He was con- 
tinually preoccupied with morbid fears and feelings of unrealitv. He feared he 
might die if he went out of doors, and at times felt as if there were something 
lacking inside his body. He was cheerful indoors, but as soon as he stepped into 
the open he became apprehensive and strange, and during the night he would 
wake up feeling nervous and trembling. Objectively he was cheerful and sociable, 
and showed a good insight into his condition. The case Was interpreted on Adlerian 
lines, and the anxiety, phobiz and obsessive thoughts were regarded as his mode 
of reaction to life's difficulties. Somnifaine treatment was commenced on 6.11. 33. 
In his waking intervals he was emotional and lachrymose, but he slept well the 
greater part of the time. Treatment was stopped on 19.11.33. Four days later 
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he was much better and started occupational therapy. From then on he received 
a course of psychotherapy ; but it is to be noted that improvement was alreadv 
evident following the somnifaine. By 8.iii. 33 he had regained his self-confidence 
and expressed a desire to work out of doors. For this reason he was put to work 
on the hospital farm. He showed no sign of phobiz or anxiety on going outside— 
a thing he had not been able to do for many months. He was very grateful for the 
treatment, was discharged 2 months later, and has remained well since. 


Male, et. 31. Admitted 29.viii. 32. Hypochondriasis. Onset in March, 1932. 
Complained of feeling ‘‘ run down ”, and of abdominal pain. He was admitted 
to the Cardiff Royal Infirmary for investigation, but no physical abnormality 
could be detected. He became depressed and self-centred ; would frequently cry 
for no apparent reason. On admission he exhibited marked hypochondriasis and 
abnormal preoccupation with his bodily health. He said his abdomen felt “ taut ’’, 
that his “ gut had twisted”, and that he experienced a sensation '' as if two tubes 
were running from his abdomen to his head" ; also that his kidneys and liver 
were out of order, as a result of which he suffered '' terrible mental strain '". Somni- 
faine treatment was given from 7.ix.32-23.ix.32, during which period he slept 
very well. After getting up, on 27.ix.32, he felt much better. He said he was 
free from abdominal discomfort and felt much happier. He started at therapeutic 
occupations, and, in addition, received psychotherapy. He was discharged 
recovered on 5.x.32, and has remained well since. 


Male, xt. 43. Admitted 21.v.32. Obsessional neurosis. Onset about 6 
months prior to admission. He was troubled with obsessive thoughts to kill 
his wife, and complained of '' terrible feelings " running through him. He was 
morose and depressed because he could not get the idea out of his head that he had 
to kill his wife (he said he had attempted to strangle her on one occasion). His 
insight was good, but thoughts of suicide had passed through his mind because he 
could notgetrid of hisobsession. Heshowed noimprovement during the succeeding 
months, and on 3. viii. 32 he was put on somnifaine treatment. The course lasted 
14 days, during which time he slept heavily. Six days after termination of treat- 
ment he was feeling much better, did not complain of any obsessive thoughts, and 
denied any feeling of depression. After a few months in the convalescent ward 
he was discharged recovered, and has, up to the time of writing, maintained his 
recovery. 


Male, xt. 32. Admitted 8.xi.33. Hysteria. Gradual onset of symptoms 
during 4 years prior to admission. History of 3 days’ blindness in November, 
1932. His chief complaint was fits, which, at first, only recurred every two months ; 
but since September, 1933, they had become much more frequent, so that he even- 
tually had to give up his work. The attacks would be ushered in by a typical 
globus hystericus, after which he usually became unconscious. After an interval 
of 1-2 hours he would wake up with complete loss of power in his left arm 
and leg. He then complained of numbness in the affected limbs and would be 
quite anzssthetic to pain (pin-prick). Each attack lasted about 3 days, after which 
he recovered completely. On admission he was co-operative, rational in his talk 
and accepted his “ attacks ” philosophically. He complained of weakness in the 
left half of the body, but physical examination showed no organic involvement of 
the nervous system ; and epilepsy was ruled out by the history and by the obser- 
vation of an “ attack ” in hospital. In this fit, which occurred a week after admis- 
sion, twitchings were present in the right side, but he did not become unconscious. 
On 3o.xi.33 somnifaine treatment was started. Strong suggestion was used, 
both before and during the narcosis. He slept heavily most of the time, and, after 
11 days, the treatment was discontinued. Four days later he was discharged from 
hospital. Subsequent inquiry has shown that there has been no recurence of fits, 
paralysis or other conversion syndrome. 
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CONCLUSION. 


Prolonged narcosis, induced chiefly by somnifaine, has produced such 
favourable results in the 107 cases here reported that it has become established 
as a standard form of treatment at the Cardiff Mental Hospital. By the 
improved technique previously described the toxic risks can be reduced to 
negligible dimensions. As, however, prolonged narcosis therapy itself is still 
not yet out of the experimental stage, we would plead for a more 
extended trial of the treatment, in the hope that, with sufficient case-material 
for statistical purposes, our conclusions may be confirmed. 


We are indebted to Dr. P. K. McCowan, Medical Superintendent of the 
Hospital, for facilities to carry out this work and for many helpful criticisms. 
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Discussion. 


The PRESIDENT said the Association was most grateful to Dr. Stróm-Olsen 
and his colleague for a most interesting and valuable paper. The former, as 
members knew, had already published manv valuable contributions on the subject, 
especially in relation to the toxic effects of that drug. 

Before members criticized the paper he would like to ask what the reader 
meant by the term “ all suitable cases ’’. 


Dr. NORMAN MovursoN wished to express his personal appreciation of the most 
interesting and instructive paper which they had that day been privileged to hear 
from Dr. Stróm-Olsen. When the medical staff at Cefn Coed Hospital heard that 
the subject of prolonged narcosis was to engage the attention of the meeting, they 
were all most anxious to be present ; it was only the most pressing private reasons 
that prevented his chief, Dr. Skottowe, from being there himself, and perhaps 
taking some part in the discussion. At Swansea they had practised the treatment 
with fair success, and in some thirty cases they had had an opportunity of 
observing the response of various tvpes of patients. 

He wished to emphasize one point—that there was nothing specific or magical 
in the method of treatment. Prolonged narcosis should form only a part of an 
organized scheme of therapy. The purpose was to make some attempt to break 
the faulty habit of thought into which the psvchotic patient had fallen, firstly by 
putting his mind completely at rest, and secondly by endeavouring, during the 
period of increased suggestibility which followed such prolonged narcosis, to 
approach the causes underlying the symptoms by psychological means. The 
post-narcotic period should be made a starting-point for the formation of new 
habits of thought. At this stage occupational therapy—and he would stress the 
word ''therapy "—had a proper place in the scheme of treatment. A close 
understanding must be achieved between the patient and physician by frequent 
and prolonged private conversations. He wished to emphasize that the period 
of therapeutic narcosis must be continuous, and that there was an essential 
difference between that form of therapy and the routine administration of 
sedatives, given in fixed doses, and at fixed times, merely to control turbulence. 


- 
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He wished also to utter a few words as to the dangers of the treatment, although 
in the series of cases treated by Dr. Skottowe there had been no fatality. The 
earliest and most common danger sign was the onset of spontaneous nystagmus. 
At a later stage in the narcosis one might meet with vomiting, ketonuria, or a rise 
of temperature. Rarely there might occur epileptiform seizures or an erythematous 
rash, or even a bullous eruption might make its appearance. A rise of temperature 
as the only sign, the lungs being clear, need not, he thought, be taken as an indica- 
tion that the treatment ought to be interrupted. 

The injections should be given intra-muscularly. In stout subjects it was 
better to make the injections into the deltoid rather than into the gluteus. The 
nursing staff should be trained to give these injections, as it was important that 
the patient should at no time be permitted to come round during his period of 
narcosis. 

The level of narcosis to be aimed at should be a degree at which with consider- 
able stimulation the patient could be roused, sat up in bed, and spoon-fed. Left 
alone, he would then doze back again. 

Dr. Skottowe claimed that in manic-depressive patients this treatment would 
cut short the attacks, and that in acute cases it might save lives which would 
otherwise be lost. In two cases of Sydenham’s chorea with acute excitement 
somnifaine had been used with success, although in both cases more usual forms 
of treatment had been tried elsewhere without avail. 

In the schizophrenic group of mental disorders, prolonged narcosis might act 
in two ways: (1) by controlling motor excitement, (2) by causing a shift of the 
symptoms towards a condition of facility. 

It was not the speaker's intention to quote many cases, but it was necessary 
for him to mention that two patients had been made worse; both were involu- 
tional melancholics, and both struggled violently and continuously against the 
effects of the drugs; possibly they were not given enough. In practising this 
treatment it was necessary to be bold, for, as in the case where a general anesthetic 
was being given for a surgical operation, it might be safer to have the patient a 
little too deeply under, than too lightly. 

He referred to a case which illustrated how an apparently hopeless case of 
schizophrenia might respond. The patient was a man, at. 33, single, who had 
been treated in three other hospitals prior to his transfer to Cefn Coed. For more 
than five years he had been in a state of continuous impulsive excitement ; he 
refused food, his habits were depraved, and on many occasions he had made deter- 
mined homicidal attacks on his nurses. He had been so ill, that it had been 
impossible to keep any clothes on him, and for weeks at a time he had been nursed 
in a padded room. 

It was found that he responded well to being nursed by female nurses in an 
open dormitory, but for months he remained in a state of resistive stupor, in which 
his confidence could not be gained. Therapeutic narcosis was induced, and 
continued for almost a month, during which time he remained in a state near to 
coma. It was, of course, necessary for him to be tube-fed. In this state he was 
moved to a new ward, and, with continued persuasion, in new surroundings, he 
began to take food naturally. He became more approachable, and began to talk 
of the reasons which had led him to take up such an attitude. He described 
various experiences which had so affected him that he hated all with whom he 
came in contact. The whole of his behaviour represented a disturbed attitude to 
his environment, the ultimate aim of which was, either to kill others, or failing that, 
to kill himself. 

He improved rapidly, and in three weeks was up and was dressed in clothes 
for the first time during five years; he was able to enjoy occupational therapy 
classes and entertainments. In a month he spent a day at home, later week-ends, 
and finally he was discharged, and had remained well at home. The speaker 
felt sure that without such an effort to bring him back to reality, the five years of 
illness might have been extended perhaps by another five years. 

In the absence of Dr. Skottowe he simply wished to indicate that this form of 
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treatment was being carried out at Cefn Coed, and that it was hoped that in time 
results would be achieved comparable with those put forward by Dr. Strom-Olsen, 


Dr. DouGLas McRae confessed that he felt exceedingly perplexed by the intro- 
duction of so much nomenclature. There were now neuroses, psycho-neuroses 
and psychoses, and he admitted that he found it difficult, from reading, to know 
where to put a case. To-day a case of obsessional neurosis had been mentioned in 
which the obsession was so strong that it resulted in an attempt by the patient to 
Strangle his wife. Those of the older school would be inclined to think that anyone 
who had a definite desire or inclination to either destroy either some other person 
or himself was insane. He strongly deprecated the tendency to a larger nomen- 
clature which had crept into the specialty, by which dangerous conditions, certainly 
amounting to insanity, were so labelled that the danger appeared to be ignored. 


Dr. Fonp-RoBERTSON said he would like to express his admiration for this fine 
piece of work, and to emphasize that it was a good example of team-work on the 
living patient. He, the speaker, knew that at Cardiff facilities existed whereby 
the staff could protect their patients from the possible serious effects of what must 
still be regarded as a somewhat experimental treatment. He would like to sound 
a note of caution. Their results were encouraging, but it was not yet known why 
they were obtained. It would be very tempting to many members, after hearing 
this paper, to carry out this treatment, and his fear was that enthusiasts might 
start equipped with less knowledge and experience, and without adequate labora- 
tories, and that the mortality, which was negligible—and the authors were to be 
congratulated on that— would not remain so, and a valuable treatment would fall 
into discredit. 

The other point he would like to menticn was the following: He would rather 
look upon the beneficial changes produced in the various types of mental disorder 
from a biological point of view. Perhaps some of his hearers were aware that 
tetanus, which was known to be due to a highly selective neuro-toxin having an 
affinity for lipoid in the nervous system that the symptoms associated with the 
disease, whether of the ascending or the descending tvpe, were controlled by drugs 
whose actions were closely allied to those used in treating the cases now under 
discussion. René Cruchet, professor of clinical medicine at the University of 
Bordeaux, in a paper on the '' Treatment of Tetanus, Diphtheria and other Neuro- 
tropic Diseases by the Method of Phylaxis " has shown the value of large doses of 
chloral and chloroform in diminishing the symptoms resulting from neurotoxins. 
No attempt was made, however, to protect the patient from the somatic ettects 
of these drugs. It was surprising how the contractures, which were essentially 
toxic in nature, were controlled. It led to the recovery of some cases and modifi- 
cation of symptoms in others. The point of view expressed by Professor Cruchet 
was that in employing these drugs, very large doses had to be given in order to 
replace the tetanus toxin, the latter being already fixed in the nervous svstem. 
The professor maintained that if one could introduce into the nerve tissues a high 
concentration of these drugs, the tetanus toxin was displaced, and the whole 
pathological process in the nerve-cell was thus modified. l'hylaxis or protection 
was a theory which Dr. Ford-Robertson thought was well worth considering 
because in many cases of mental disease it seemed one was dealing with special 
infections, and he had reason to think, on experimental grounds, that their action 
would be recognized as neurotoxic. He could not help feeling that it would 
ultimately be realized that the same thing could be done for mental patients as 
with the cases of tetanus described. 

In making these remarks he was not seeking to minimize the value of other 
forms of treatment, occupational or psvcho-therapeutic. He thought the approach 
to most mental cases must be on a wide basis. 

He again expressed his admiration for a valuable contribution which it had 
been the pleasure of those present to listen to that day. 
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Dr. W. A. Potts observed that he would be sorry if any remarks he was about 
to make would seem to disparage the importance of the extremely interesting 
contributions which the meeting had just had on this matter, but he would like 
strongly to support what had been said by Dr. McRae about the confusion of 
diagnosis and the number of terms used. Frequently cases which in some places 
were called psvchoneurosis were quite definitely insane. 

With regard to the term '' chronic neurasthenia ”, he had received the impres- 
sion recently that neurasthenia always implied that some toxic condition was present, 
and to him therefore it was strange that it should be put under the heading of 
psychoneurosis, which he had understood to mean a case in which there was no 
toxic condition. ln many cases it was difficult to say whether any toxemia was 
present or not; to determine the point needed a most exhaustive investigation, 
and in some cases it was difficult to find the toxaemia. 


Dr. O’Conor DONELAN said this contribution was valuable, even if it did no 
more than point out the path which might be pursued in investigating the treatment 
of such cases, particularly stuporose cases, upon which little work had so far been 
done, and of the treatment of which little useful was known up to the present. 
With regard to the question of psychosis and neurosis, he thought it was a mis- 
take to try to differentiate sharply between the one and the other. 


Dr. W. F. Menzies said that many members of the Association were doubtless 
much interested in this method of treatment practised at Cardiff, and it would be 
helpful to have some idea as to the supposed mode of action of somnifaine. Did it 
increase or lessen oxygen use ? Most nerve sedatives and poisons paralysed oxygen 
use and the author mentioned only one authority who held the opposite view 
regarding somnifaine. Without going into the differential diagnosis of such 
terms as schizophrenia or psychoneurosis, what was the biochemical basis of mental 
action, especially of ' moods " ? He supposed there must be some selective action 
of the hypothetical toxin which produced mental illness unless it was destroved in 
the liver; for in excitement there was vasodilatation, abolition, more or less, of 
what for want of a better name we may term supragranular control, and release 
of infragranular or more primitive levels. This was associated with vagotonia, 
with anterior pituitary influence over liver, pancreas and genital glands. On the 
other hand in depression without confusion sympatheticotonia was found with 
activity of thyroid and adrenals and notably vasoconstriction. Professor Dale's 
recent papers threw the first glimpse of light over this field, viz., that in the former 
state there was a release at the nerve endings of an acetylcholine-like body, and in 
the latter of adrenaline. But in both forms there was often confusion, and this 
was analogous to the condition produced by somnifaine. Could the author form 
any theories as to its biochemical action upon neurones ? 


Dr. STROM-OLSEN, in reply to the President's question, said that by '' suitable 
cases " he meant those which seemed suitable from the physical point of view, 
cases in which there seemed to be no physical contra-indications. 

He had seen two or three cases in which, even with large doses of narcotic, one 
could not produce sleep. That was described as a paradoxical effect, for instead 
of a narcosis, the drug produced excitement. In the experience of himself and his 
colleagues it was useless to carry on with the drug if narcosis did not result. 

With regard to carrying out the treatment where laboratory facilities were 
not available, it was more important to have careful clinical observation of 
the patient than to rely on laboratory tests. The testing of urines could be done 
without elaborate apparatus, and he regarded as the danger-signal the appearance 
of ketonuria. The heart and lungs were always examined. 

As to the diagnosis, they were not greatly concerned with the labelling of cases, 
because as long as the profession was ignorant of the causes of mental disease, it 
was impossible to arrive at a nomenclature, except on a clinical basis. The 
case he described as a neurosis was characterized by obsessions and fears. With 
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regard to neurasthenia, he pointed out that the term he used was unsatisfactory ; 
hvpochondriasis would be a more satisfactory term he thought. Acute neuras- 
thenia was characterized by a state of exhaustion, perhaps also toxemia; but, in 
ordinary phraseology, a chronic neurasthenic was a person who had many “ aches 
and pains '', and that was the type the speaker had described in his paper. 

As to the question of oxygen consumption by nerve tissue in the presence of a 
narcotic, that had been investigated zn vitro at Cardiff, and it was found that the 
oxygen consumption was definitely diminished, the extent of the diminution 
depending on the strength of the narcotic used. Mild narcotics would not cause so 
much diminution in oxygen consumption as would a stronger narcotic; that was 
the case with the liver and the brain, and indeed it was the case with the heart- 
muscle as well. Many writers thought there was an increased oxidation of cerebral 
tissues because of the post-mortem findings. In fatal cases there was an extra- 
ordinary congestion of the meninges and of the capillaries of the brain, probably due 
to the action of the narcotic on the peripheral vessels. 

He had been very pleased with the reception given to his paper, and if members 
carried out the treatment he had described, he hoped they would find it as successful 
as he and his colleagues at Cardiff had done. 
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LUMBAR PUNCTURE AND THE CEREBRO-SPINAL FLUID IN 
2,000 CASES OF MENTAL DEFICIENCY.* 


By K. C. L. PappLe, M.C., M.R.C.S., L.R.C.P., D.P.M,, 


Deputy Medical Superintendent, Caterham Mental Hospital. 


SEROLOGICAL tests on the blood of mental defectives have been, both here 
and in other countries, the subject of numerous investigations, but the cerebro- 
spinal fluids of the entire population of a large mental defective institution 
have never, as far as I am aware, been systematically examined. This paper 
deals with the results of such an investigation in 2,000 cases of mental 
deficiency f of both sexes, all ages and grades, patients at Caterham Mental 
Hospital during the last four years, and with the complications following 
lumbar puncture. | 

Of the technique of lumbar puncture, I will say little, as to most of you it 
is already familiar. I have found stainless steel needles to be quite satisfactory. 
They are relatively cheap, stand sterilization by boiling well, and do not readily 
break when accidentally bent. I prefer inserting the needle a little to the side 
of the mid-line in the fourth lumbar interspace, and always feel for this, 
however visible. In no case was a general anesthetic used ; freezing the skin 
by an ethyl chloride spray worked quite well. 


SEQUEL. 


According to Greenfield, headache is the commonest sequela of lumbar 
puncture, and is often associated with vertigo, and occasionally with nausea 
and vomiting. Amongst mental defectives, however, vomiting appears to be 
the most common after-symptom and is often, in the higher grades, accom- 
panied by headache. Mental defectives are, on the whole, prone to develop after- 
effects, and for this reason require special care. After the trial of various 


* Read at the Annual Meeting of the Royal Medico-Psychological Association held at 
Northampton, Julv 6, 1934. 

+ 1,927 of these cases have already been reviewed. The first part of this work dealing with 
402 children was published in the British Journal of Children's Diseases (Oct. to Dec., 1053. 
The second part, dealing with 1,598 adults, 1,525 of whom had both blood and cerebro-spinal 
fluid examined, is now in the hands of the Editors of the Journal of Neurology and Psycho- 
pathology, to whom I am indebted for kind permission to quote items concerning the cerebro- 
spinal fluid of these cases. 
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forms of treatment in the first 500 cases, the following routine procedure was 
adopted : . 


(1) All lumbar punctures were performed in the operating theatre with 
the patient in the horizontal position. 

(2) The patient was then carried on a stretcher, head low, and put to 
bed immediately, and the foot of the bed raised for at least 48 hours. 

(3) The smallest bore needle consistent with safety was used. _ 

(4) Not more than 5 c.c. of fluid was removed. 

(5) Lumbar puncture was always omitted in cases of acute illness. 


This last precaution is important, as Weed, Wegeforth, and others have 
shown that in animals meningitis can follow the release of cerebro-spinal 
fluid during artificial septicemias. The possibility of meningitis following 
lumbar puncture in cases of early lobar pneumonia, should always be borne 
in mind. 1,500 were thus lumbar punctured, and though the incidence of 
symptoms remained rather high, their severity was much reduced. Certain 
clinical observations were made during and after lumbar puncture, viz., the 
rate of flow of the cerebro-spinal fluid, and the time of the appearance of symp- 
toms, such as vomiting, headache and pyrexia, with their duration. 


TABLE I.—SAowing the Distribution of Grades, Ages and Certain Defects amongst 
the Sexes in 1,500 Cases subjected to Observation after Lumbar Puncture. 


Children Adults 
aged 16 17 and Idiot. Inibecile. 
and under. over. 


Males . 158 . 755 . Ito . 653 . 150 . 278 . 134 . 36 
Females. 58 . 529 . 62 . 4360 . 89 . 170 . BI . 28 


——— mm —— 


Feeble- Epen Para- Congenital 
minded. ~“ PUEPSY- lysis. syphilis. 


——À — —— — — 


Totals. 216 . 1284 . 172 . 1089 . 239 . 448 . 215 . 64 


Of the 1,500 mixed cases, 256, or 1794, suffered from post-lumbar puncture 
symptoms, 214, or 14:295, vomited, 102, or 6:895, had headache, and II, or 
0-73%, had pyrexia up to 101° F. 

Vomiting.—Vomiting only occurred once in the majority of cases, and 
usually made its appearance from 20 to 76 hours after puncture, but came on 
as early as 2 hours, and as late as 120 hours in a few cases. The incidence of 
vomiting was nearly twice as high in females as in males, being 20:19, and 
10:5% respectively. The feeble-minded group showed a higher rate of vomit- 
ing than the imbecile or idiot group. Amongst the females 26:995 of the 
feeble-minded vomited as compared with 19:59?4 of female imbeciles and 14:597 
of female idiots. 
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TABLE II.—S/Aowing the Incidence of Vomiting after Lumbar Puncture amongst 


the Grades. 
Idiot. ^ 94. Imbecile. — 94. ipi oz. 
Males . > aB IO: 64 9:6 20 I3:3 
Females. ; . 9 I4:5 : 85 I9:5 : 24 26:9 
Totals : . 2I I2:2 . 149 I37 ; 44 184 


Headache.—It was rather difficult to tell whether idiots or low-grade 
imbeciles suffered from headache, so that observations of this nature in these 
classes tend to be unreliable. Of the 102 cases of headache, in 33 this symptom 
was unaccompanied by vomiting ; the time interval after lumbar puncture 
was about the same as in vomiting. Headache was commoner in females 
than in males, and much more frequent in the feeble-minded group than in 
the imbecile or idiot group. 


TABLE III.—S/owtng the Incidence of Headache after Lumbar Puncture amongst 
the Grades. 


ble- 
Idiot. %. Imbecile. 95. a 
Males ; à k UE 0:0 ; 33 5:0 . II 7:3 
Females. : . 0 O : 39 8:9 : IS 20-0 
Totals . ‘ "i 0:6 ; 72 6:6 ; 29 12-1 


Pyrexia.—Pyrexia up to 101? F. occurred in II cases. In 5 it was unac- 
companied by headache and vomiting, and came on from 4 hours to as late 
as 6 days after lumbar puncture. It seldom lasted for more than 12 hours. 

Complications.—Complications of mental deficiency, such as epilepsy, 
paralysis and congenital syphilis, appear to have little if any effect on the 
incidence of symptoms. Boys of under 17, however, appear to be more 
susceptible than male adults. 


TABLE IV.—Showing the Incidence of All Symptoms after Lumbar Puncture in 
Children and Adults and in Certain Types of Defect. 


f ; Syphilitic ; 
0/ o 0/ 0/ À, ; 
Children. 9%. Adults. 9$. Epileptic. 9$. Plegic. 94. (congenital). e ox 
Males. . 28 17:6 . 04 I24. 33 II9. I5 II2 . 3 8:3 


Females . 8 138 . 126 238 . 25 147. 13 160 


— ——À — —— — ——À — a ——— p—— 


Totals . 36 167 . 220 171. . 58 129. 28 13:0 


— e 
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The Rate of Flow of the Cerebro-spinal Fluid. 


The time taken (in seconds) to collect 5 c.c. of cerebro-spinal fluid was 
measured in 1,235 cases. The needle used had a diameter of 1:27 mm., a bore 
of -762 mm., and a length of 1177 cm. The large majority of cases took from 
I6 to 60 seconds. Of those with a rate of flow of under 16 seconds, 24:4% 
developed symptoms subsequently, whilst of those in which the rate of flow was 
over I min., only 15% developed symptoms. In other words, the shorter the 
time taken to collect a given amount of cerebro-spinal fluid, the more were 
after-symptoms likely to appear. There is, therefore, something to be said in 
favour of using as small a needle as is consistent with safety and in taking 
over I minute to collect 5 c.c. of cerebro-spinal fluid. 


TABLE V.—Showing Relation between Cases With and Without Symptoms following 
Lumbar Puncture at various Rates of Flow (Time to Collect 5 c.c. of Cerebro- 
spinal Fluid). 


Cases with no symptoms. Cases showing symptoms. 


ee ` aa, 


Number. s Number. %. 

Under 16 seconds i : i 87 67 28 II: 
I6 to 30 " : : . 368 36:8 i OI 387 
31 to 60 " : . 2960 296 b 09 307 
Over 60 P . A . 249 24:0 +. 44 18-7 
Totals . 1000  rooo . 235 100-0 


THE CEREBRO-SPINAL FLUID. 


In 2,000 cases the cerebro-spinal fluid was examined. The tests used 
were the Wassermann reaction, the Pandy, Boltz and Lange's colloidal gold 
tests. A cell count was also done. The actual examination was carried out 
by the Central Laboratory of the London County Council Mental Hospitals, 
the technique employed being that of Mann and Partner. A delay of about 
one day usually occurred before the cerebro-spinal fluids were examined, 
but Pandy and Boltz tests were done by us on the fresh fluid immediately 
after lumbar puncture. It was soon apparent that we were obtaining a 
number of positive Pandy reactions, which were returned negative by the 
Central Laboratory. On making further investigations we found that a 
number of fresh cerebro-spinal fluids gave positive Pandy and Boltz 
reactions, whereas the same fluids gave negative results when the tests were 
repeated the next morning. In cases of frank meningo-vascular syphilis 
and other conditions where an increase of globulin is to be expected in the 
cerebro-spinal fluid the Pandy and Boltz reactions remained positive for days, 
so that it seems that care is needed in the interpretation of the tests, and 
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that many pseudo-positive reactions are to be expected in the fresh cerebro- 
spinal fluid. 

Of 2,000 cases examined, in 55 (or 2:795) the cerebro-spinal fluid was ab- 
normal, the Wassermann reaction was positive in Ig cases, there was an excess 
of cells in 32, an excess of globulin in 44, and a positive colloidal gold test in 
30. Of these 55 cases, 28 were the subjects of congenital syphilis, 4 had 
acquired the disease, and 19 were of doubtful origin. As there were 117 
congenital syphilitics in all, the incidence of abnormal cerebro-spinal fluid in 
this group is 23:994, or about 1 in 4. It is interesting to compare this figure 
with the findings of Mills, of the Rochester Row Military Hospital, in I916. 
He examined the cerebro-spinal fluid of 1,767 soldiers suffering from syphilis, 
and found the incidence of abnormal cerebro-spinal fluid to be 8-8394 in primary 
syphilis, 35:4% in secondary syphilis, 31:7% in tertiary syphilis, and 26-3°,, 
in congenital syphilis, which is 2:595 higher than my figure. 


TABLE VI.—Showing the Distribution of the Grades, Ages and Certain Defects 
amongst the Sexes in 2,000 Cases of Mental Deficiency. 
Children Adults. 


À ; Feeble- ; : cig Congenital 
I6 and 17 and Idiot. Imbecile. minded. Epilepsy. Paralysis. syphilis. 
under. over. 
Males . 310 . 869 . 185 . 814 . 180 . 363 . 186 . 64 
Females. 120 . 701 . I05 . 591 . 125 . 257 . II2 . 53 


— 000—000 0000000 mm M 


Totals. 430 . 1570 . 290 . 1405 . 305 . 620 . 298 . 117 


TABLE VII.—Showing Distribution of Abnormal Cerebro-spinal Fluid amongst 


the Sexes. 
Feeble- Cen. 
Children. Adults. Idiot. Imbecile. ; Epilepsy. Paralysis. genital 
minded. ahili 
syphilis. 
Males . II . I6 . 3 . 24 . O . I2 


Females . rio . 18 5 
Totals . 21 . 34 8 44 . 3 . 2I 

95 incidence 

of abnormal 

cerebro- 

spinal fluid 26 . 22 . 27 . 31 . IO . 34 . 57 . 239 


12 I2 
20 . 3 . 9 . 5 . 16 
17 28 


The congenital syphilitic group is, therefore, the one responsible for the 
majority of abnormal cerebro-spinal fluids. Of the other groups, defectives 
suffering from paralysis or epilepsy showed a higher rate of abnormal cerebro- 
spinal fluids than those free from such complications. Of the three grades, 
the feeble-minded had the lowest incidence of abnormal cerebro-spinal fluids, 
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the imbecile the highest, while the idiot held an intermediate position. The 
incidence of abnormal cerebro-spinal fluids was somewhat higher in children 
than in adults, and higher in females than in males, being 3:495 and 2:2% 
respectively. Of the 55 cases with abnormal cerebro-spinal fluids, there was 
only one of juvenile general paralysis. He was a male, et. 21, whose cerebro- 
spinal fluid gave a positive Wassermann reaction, an increase of cells and 
globulin, and a strong paretic type of curve with the colloidal gold test. Eleven 
other cases, 7 of whom were children, also had paretic types of curve associated 
with positive Wassermann reactions, and increase of cells and globulin in their 
cerebro-spinal fluids, but although these cases have been under continuous 
observation for the last 4 years, not one of them has so far developed any signs 
of juvenile general paralysis. Amongst the 55 were 7 cases of choroiditis, all 
subjects of congenital syphilis. Amongst the 117 cases of congenital syphilis, 
choroiditis was more common in those with abnormal, than in those with 
normal cerebro-spinal fluids, the incidence being 2595 and 10-1% respectively. 

The cause of mongolian idiocy has been attributed to many agencies. It 
is, therefore, not surprising that syphilis has come in for its share of blame. 
Stevens, in 1916, examined the cerebro-spinal fluid of 18 mongolian idiots, 
and found that they all gave a positive “ gold chloride " reaction. He there- 
fore came to the conclusion that the condition of mongolism was a result of 
syphilis. Riddel and Stewart examined the cerebro-spinal fluid of 55 mongols, 
and all except one gave a luetic curve with the colloidal gold test. The 
Wassermann reaction, however, was negative in all the cerebro-spinal fluids, 
and the cells and globulin normal. There were 54 mongols in our series. In 
53 the colloidal gold test was negative, as was also the Wassermann reaction, 
and there was no increase of cells or globulin. There were two cases of 
congenital syphilis in this group; of these one had a positive Wassermann 
reaction in the blood-serum with a normal cerebro-spinal fluid, and in the 
other the cerebro-spinal fluid showed an increase of cells and globulin, and 
a paretic type of curve with Lange's test. This small incidence of congenital 
syphilis amongst the 54 mongols, can hardly be said to favour the syphilo- 
genic theory of mongolism. 


SUMMARY. 


I. The cerebro-spinal fluids of 2,000 cases of mental deficiency of both 
sexes, all grades and ages, were examined. 

2. In 1,500 of these cases, observations were made on the after-effects of 
lumbar puncture. 1794 developed post-lumbar puncture symptoms; 14:2% 
vomited, 6-894 had headache and 0:73% pyrexia up to 101° F. The incidence 
of vomiting was nearly twice as high in females as in males, being 20-19 and 
10:5% respectively. It was also higher in the feeble-minded group than in the 
imbecile or idiot group. 

3. There was a direct relationship between the rate of flow of the 
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cerebro-spinal fluid and the incidence of post-lumbar puncture symptoms. 
Where the former was rapid, the incidence tended to be high, and where it 
was slow, the incidence was relatively low. 

4. The tests used on the cerebro-spinal fluid were the Wassermann reaction, 
cell estimation, Pandy, Lange's colloidal gold, and the acetic anhydride test 
of Boltz. Many pseudo-positive Pandy and Boltz reactions were given by 
the fresh cerebro-spinal fluid. 

5. Of the 2,000 cerebro-spinal fluids examined, 55, or 2:79, were abnormal. 
The Wassermann reaction was positive in I9 cases, excess of cells existed in 
32, excess of globulin in 44, and the colloidal gold reaction was positive in 30. 

6. 23:994 of congenital syphilitics had abnormal cerebro-spinal fluids. 

7. The incidence of abnormal cerebro-spinal fluids was higher in those 
cases of mental deficiency complicated by epilepsy or paralysis than in those 
free from such complications. 

8. The cerebro-spinal fluid of only 1 out of 54 mongolian defectives gave a 
positive Lange's colloidal gold test. In the remaining 53, the cerebro-spinal 
fluid was normal in every respect. 


I am indebted to Dr. Golla, Director, Central Pathological Laboratories, 
London County Mental Hospitals, and his staff, for their kind co-operation | 
in this work, and to Dr. T. Lindsay, Medical Superintendent of Caterham 
Mental Hospital, for kind permission to publish details of these cases. 

My thanks are also due to our Laboratory Assistant, Mr. Stunell, for his 
valuable help throughout this investigation. 
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Discussion. 


The PRESIDENT congratulated Dr. Paddle on this most interesting paper, and 
on the extraordinary labour he had put into it, which, the speaker thought, exceeded 
the labours of Hercules. To perform lumbar puncture on 2,000 cases, many of 
the patients being children, was an enormous task. He would like to hear the 
reader's general opinion as to how his labours had affected the controversy on mental 
deficiency, as to hereditary, natal and post-natal factors. 


Dr. F. DouGLAS TURNER also wished to congratulate Dr. Paddle sincerely on this 
paper, which must have involved, as the President had just said, an enormous 
amount of work. He was sure all members felt grateful to Dr. Paddle for having 
brought his results to the meeting. 

The paper went against the speaker's own preconceived theories, which, perhaps, 
did not receive much support. He gathered that the actual percentage of cases 
showing positive reactions was much smaller than it had been customary to think. 
Many thought that perhaps 10°% of cases of mental defect were due to congenital 
syphilis. After this contribution, however, he took it that that view must 
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be revised, as Dr. Paddle would say that only a very small percentage of cases of 
mental defect were due to congenital syphilis. Dr. Paddle did not say whether 
the blood test had been done as well in a considerable number of the cases, or 
whether he had relied for his conclusions on the cerebro-spinal fluid test alone. If 
the reader had compared the two results, he, Dr. Turner, would like to know how 
the figures came out. At his own institution about a thousand blood tests had been 
done, but very few examinations of cerebro-spinal fluid. Among the first series of 
blood tests done they were staggered to find a positive reaction in 2595. They were 
done by the Clinical Research Association, and the results were got out the next day. 
Afterwards the Research Department went further into the matter, and came to the 
conclusion that as far as the blood tests were concerned, if thev were put into a hat 
and drawn out by chance the results would not be more contradictory than they, in 
fact, turned out to be. In many of the instances half the sample was sent to the 
Clinical Research Association and half to the Maudsley Hospital, as the authorities 
of the latter were kind enough to go into the matter for them. As he had said, 
the results were contradictory ; a sample of blood was returned as positive by one, 
negative by another. A month later half a sample of blood was sent to the same 
two places, and then the chances were that exactly opposite conclusions would be 
returned from each. For instance, the Clinical Research Association return, which 
was positive the first time, was negative the second time; and the Maudsley 
Hospital, which was negative the first time, would be positive the second time. 
Therefore he and his staff concluded that the truth would be approached as closely 
by placing the specimens in a hat as bv sending samples to the bodies concerned. 

With regard to mongols, their bloods gave no positive return at all. 

One point he wished to raise was: He did not know whether it was considered 
necessary to ask the permission of the relatives or friends before doing a lumbar 
puncture, or whether it was right to regard these punctures as part of the treatment. 


Dr. W. F. MENzIES, referring to the President's praise of this paper, reminded 
the meeting that the labours of Hercules were generally ineftectual. In congenital 
syphilis both blood and cerebro-spinal fluid tended to become negative. Much 
depended on the age-groups, and it was this grouping which was needed. A larger 
percentage were positive in children than in adults. Secondly, all positive spinal 
fluids should be looked upon as those of general paralvtics, especiallv in congenital 
cases. Dr. Wiglesworth was the first to draw attention to these cases in this 
country, and that was forty-five years ago. Congenital general paralvtics might 
show no clinical signs from first to last; some said that such cases were not 
general paralvtics, but he and many others thought they were. Such cases were 
notoriously refractory to the malaria and tryparsamide treatment. But unless 
one treated every positive spinal fluid case—the blood also being positive—as a 
general paralytic, he did not think any index of curability would be arrived at. 


Dr. MovLsoN also congratulated Dr. Paddle on his paper, which must have 
involved a very great amount of work. In the last few months he, the speaker, had 
taken for examination about 100 cerebro-spinal fluids, which made him appreciate 
that 2,000 was a staggering number. 

Dr. Paddle had mentioned that he noticed that the shorter the time required to 
draw off the amount of fluid needed, the more would post-puncture symptoms 
develop. It would have been interesting if that gentleman had taken the records 
of the pressure of the cerebro-spinal fluid at the beginning and at the termination of 
the puncture, as he, Dr. Moulson, believed it was the rate of fall of the pressure 
of the fluid during the process of withdrawal that determined the onset of the 
symptoms afterwards. 

He wished to repeat his admiration for the work which Dr. Paddle had carried 


cut. 

Dr. ISABEL WILSON asked whether there were any data as to symptoms after 
lumbar puncture in cases of microcephaly, and whether the headache observed 
was noticeably different in cases of pituitary disorder. 
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Dr. Linpsay said he would like to take the opportunity of making four remarks. 
The first was on the question raised by Dr. Turner, as to whether it was the practice, 
or whether it was desirable, to obtain permission of the relatives before doing 
lumbar puncture. At Caterham the staff had always looked upon lumbar puncture 
as a matter of routine and as part of the necessary procedure; they had never 
asked permission to do this, and had never been found fault with for not having 
obtained permission. If it were looked upon as a routine, and no fuss were made, 
lumbar puncture could be secured in all cases without difficulty. 

It was desirable to point out to the meeting that in this paper Dr. Paddle had 
given only a small part of the research he had carried out, and that several of the 
points raised by Dr. Menzies had been included in the work, and particulars 
had been embodied in other papers. It would have been impossible for one paper 
to embrace all the features of the research. 

Another point raised by Dr. Menzies, was that in regard to diagnosing all cases 
of mental deficiency which showed a positive cerebro-spinal fluid as general 
paralysis. They had one clinically definite case of congenital general paralvsis in 
a defective, and that was the only case they were calling G.P. There had been 
several discussions on it, and their authority was Dr. Kinnier Wilson, who held 
that one could not call a case one of general paralysis merely on the cerebro-spinal 
fluid finding, and that for a case to be diagnosed as G.P. there must be clinical 
symptoms of general paralysis. 

One speaker had touched on things which might have been done. That was 
important, because before an enormous research of this kind was done it would 
be good if suggestions could be given on the kind of observations it was desirable 
to include during the research. As a fact, Dr. Paddle had had several suggestions, 
one of them from Dr. Stewart, of Leavesden, that he should examine the retina 
in every case of congenital syphilis. 


Dr. DovcraAs McRae expressed the delight with which he had listened to Dr. 
Paddle's paper, as that gentleman had now demonstrated, by an accurate and 
discriminating procedure, that the scepticism which many had had in the last 
twenty years as to the diagnostic value of the Wassermann reaction in cerebro- 
spinal disease was substantially justified. 


Dr. RuBy STERN, referring to Dr. McRae's remarks, said that the diagnosis of 
syphilis of the nervous system by an examination of the cerebro-spinal fluid did 
not depend only on the Wassermann reaction or any other single test ; it depended 
on a combination of at least three or four examinations. In a certain proportion of 
congenital syphilitics the Wassermann reaction might be negative, but there might 
be an increased cell-count or an increased globulin reaction, or the colloidal gold 
reaction might be positive. Therefore all those examinations must be given their 
due weight. 


Dr. O'CoxoR DONELAN said that the paper raised an interesting question as to 
general paralysis, or, what he thought was a better term, paralytic dementia. 
The question of the Wassermann reaction being always positive in paralytic 
dementia reminded him of what occurred in his asylum some years ago, when the 
Wassermann was a new thing. A distinguished bacteriologist carried out Wasser- 
mann tests for that asylum in many cases, and there was one which was clinicallv 
an obvious case of paralytic dementia. That patient died with all the symptoms 
and signs of paralytic dementia, yet he gave a negative Wassermann. Recently, 
another case of the same kind presented itself. The Wassermann was, however, 
repeated, using a modified technique (Wyler's), and while the ordinary Wassermann 
gave a negative result, the refined Wassermann gave a positive result. He thought 
the original case was one of that kind, and that the result would have been 
different in the event of the refined Wassermann having been available. His 
remarks bore on the question whether it was essential that the Wassermann should 
be positive in order to justify the diagnosis of paralytic dementia. 
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Dr. PADDLE replied expressing his gratitude to all who had spoken for their 
interesting remarks about the work. He assured them it had been an interesting 
research, and not hard work at all. 

The President had asked about the heredity and environment, and the speaker 
feared this research had not cleared that matter up. This work on the cerebro- 
spinal fluid was only part of a much bigger work which he and his colleagues under- 
took in order to find out the proportion of congenital syphilitics in a mental hospital. 
The research would probably answer some of the questions. The blood of every case 
had also been examined, by both the Wassermann and the other reactions. Clinical 
examination of all the cases had been carried out. There were some 49 clinical signs 
associated with congenital syphilis, and unless there was a combination of certain 
well-known signs, or, in doubtful cases, a repeatedly positive Wassermann reaction 
existed in the blood, he had not called these cases congenital syphilitics. Part of 
the work was published in the British Journal of Children's Diseases in October, 
1933, and he would be delighted to send a copy to any member who had not 
seen it. 

Dr. Turner had commented on the small number of cases due to syphilis. This 
present paper dealt only with the cerebro-spinal fluid. The incidence of congenital 
syphilis was about 10°% among the children. The second part dealt with adults, 
and the incidence of congenital syphilis amongst 1,598 cases was about 5% —half of 
what it was in children. 

He agreed as to the contradictory results obtained by the Wassermann reaction, 
especially in children. Often blood from them would be sent up, and returned as 
positive one day, negative the next day. That was why he examined all the 
patients from the clinical point of view as well as their cerebro-spinal fluid. An 
abnormal cerebro-spinal fluid, an increase of cells or of protein was evidence that 
there was something wrong, and radically wrong, with the cerebro-spinal system. 

As had already been said by Dr. Lindsay, they never asked permission for the 
withdrawing of cerebro-spinal fluid for examination purposes. 

Dr. Menzies’ question had been answered by Dr. Lindsay. If all the tests had 
been applied in each case it would have meant an enormous amount of work 
and time. Taking the pressure would have meant the use of a manometer, and 
children and lower-grade defectives especially, were often very timid, and a 
general anesthetic would have been necessary. ‘This also would have meant 
obtaining permission, and then he would not have been able to contribute this 

aper. 
n With regard to cases of hydrocephalus and pituitary trouble, there were 9 cases 
of hydrocephalus, and in only one did vomiting occur. There was also only one 
case of pituitary disorder. That patient also vomited, but it was not severe 
vomiting, and the patient had no headache afterwards. 

He was in agreement with the scepticism expressed by Dr. McRae as to reliance 
on the Wassermann test, but only in regard to children, not adults. In adults a 
positive blood Wassermann definitely meant syphilis. With regard to children 
one had, however, to be on one's guard. 

In the course of his reply he had answered Dr. Stern. He had examined all 
the cases clinically, and his diagnosis of congenital syphilis was not based on one 
kind of examination only; all the indications were taken into consideration, 
including the results of the blood Wassermann tests. 
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THE AMYLOLYTIC POWER OF THE CEREBRO-SPINAL FLUID. 


By Norman Moutson, M.D., D.P.M,, 


Deputy Medical Superintendent, Cefn Coed Hospital, Swansea. 


INTRODUCTORY. 


EXAMINATIONS of the cerebro-spinal fluid, with a view to determining its 
starch-splitting power, have been carried out with varying success for the 
past thirty vears, but the results which have been recorded are meagre and 
unsatisfying. 

The difficulties in pursuing this work are obvious. In the first place, lumbar 
puncture is not an operation to be undertaken without good reason, and one 
is anxious not to withdraw more fluid than is necessary. The relatively 
small volume of fluid that is available, and the weak amylolytic power of normal 
fluid, make the investigation far from easy. In the second place, the technique 
is tedious, and the results achieved do not seem to be commensurate with the 
time and care which are necessary for any degree of accuracy. The equipment 
required, however, is not elaborate. Any laboratory accustomed to the 
ordinary routine of chemical investigations will provide all that is needed. 
In spite of the difficulties, definite results can be obtained, and it is the purpose 
of this paper to summarize the findings of previous investigators, to describe 
a new technique that has been devised, and to record the results obtained 
and conclusions indicated therefrom. 


HisTORICAL SUMMARY. 


A review of the previous literature relating to this subject is given bv 
Kafka. The earliest work would appear to be that of Cavazzani, who, in 
1900, determined in the cerebro-spinal fluid of dogs and oxen the presence 
of an amylase. 

Panzer examined the cerebro-spinal fluid from two full-time hydrocephalics, 
but was unable to demonstrate any amylolytic power. The same findings 
were noted by Lewandowski. In 1911 Kafka concluded that in normal fluid 
it is impossible to find more than a trace of amylase, and often none. The 
same findings were obtained in cases of epilepsy and congenital mental 
deficiency. Definite increases of amylase appeared to be found in cases of 
schizophrenia, general paralysis, alcoholic mental disorder and acute menin- 
gitis. Moderate increases were found in cases of arterio-sclerotic and senile 
dementia 
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. Mestrezat, in 1912, was unable to demonstrate that amylase was present 
in pathological cerebro-spinal fluids. Wohlgemuth and Szésci, experimenting 
on dogs, showed that when the pancreatic duct is artificially occluded, there 1s 
a parallelism between the amylase of the cerebro-spinal fluid and that of the 
blood. 

Leschke and Pincussohn determined that the amylase of the cerebro- 
spinal fluid is independent of its cell content. Szabo, in a large number of 
investigations, showed that amylase is present in both normal and pathological 
fluids; he concluded, in general, that in pathological fluids the amylolytic 
power is increased. 

In 1922 Hayashi found important variations in the amylase content of 
the cerebro-spinal fluid of general paralytics. Periods of excitement were 
found to be associated with a diminution of the amylase content, and periods 
of remission with corresponding increases. In schizophrenics the same 
findings were observed ; in anxiety cases the amylase was lessened. 

Draganesco and Lissievici-Draganesco produced evidence which supported 
a previous opinion of Kafka, that the amylase content of the cerebro-spinal 
fluid is largely related to its cell content. 

Kafka summarizes the various statements relating to the presence of 
amylase and other enzymes in the cerebro-spinal fluid as follows: That in 
normal fluid amylase (amongst other enzymes) is present ; that in pathological 
conditions amylase (amongst others) is increased; and that, in part, the 
different enzymes are dependent upon the cell content of the fluid. 

These views have to be reconciled with the brief statement of MacLeod in 
his text-book that there is no certain evidence that any enzymes are contained 
in the cerebro-spinal fluid. | 

Recent work of Marchionini and Ottenstein has greatly exaggerated the 
importance of this comparatively obscure field of research ; these authors 
go so far as to compare the amylolytic power of the cerebro-spinal fluid with 
the Wassermann reaction as a reliable indication of neuro-syphilis. Further 
reference will be made to their work, but here it may be briefly stated that 
the writer has not found it possible to confirm their results. 


TECHNIQUE. 


This is the most important section of this report, as it may be claimed that 
the technique that has been elaborated is fairly reliable and practicable, and 
that it gives better results than the methods previously used. 

Marchionini and Ottenstein detail a technique in which a small volume 
. of cerebro-spinal fluid is added to a solution of glycogen. This mixture is 
warmed for two hours on a water-bath at 40° C., and, after cooling, the glucose 
present is estimated by the Hagedorn-Jensen method. It is necessary, in 
addition, to estimate the glucose content of the original cerebro-spinal fluid. 
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The difference between the figures obtained by these processes is alleged to be 
due to the amylase present in the cerebro-spinal fluid. 

Their experiments were repeated with exhaustive controls. It was found 
that with (1) normal cerebro-spinal fluid, (2) boiled cerebro-spinal fluid and 
(3) distilled water, the results obtained, using these methods, are not materially 
different (Table I). 


TABLE I. 
Cerebro-spinal Distilled '39?5 gly- I'19$ Buffer Glucose 
No. fluid water cogen saline solution (mgri. 
(c.c.) (c.c.) (c.c.) (c.c.) (c.c.) ex) 
I I " 2:0 i QI è ‘I " 3 s 020 
2 g I . IIS : — 3 — ; — : 65 
3 I . 20 . Or. . I : 3 . 917 
(boiled) 
4 . ‘I . IIS : — . — : — ; 69 
(boiled) 
5 . — ; 2'I . 9I : I 3 . 844 
Gin ek di. SO 3 


If the mixture of glycogen, cerebro-spinal fluid, etc., is made as indicated 
in Table I, and without the preliminary two hours’ digestion, an estimation 
of sugar is made at once according to the method advised by these authors, 
it is found that a considerable breakdown of glycogen has already occurred, 
although there has been insufficient time-interval for amylase to produce 
any appreciable effect, and any glucose found in the mixture must have been 
formed during the process of estimation (Table II). 


TABLE II. 
Cerebro-spinal Distilled *3°% gly- Ii95 Buffer Glucose 
No. fluid water cogen saline solution (nigrm. 
(c.c.) (c.c.) (c.c.) (c.c.) (c.c.) 9o): 
š ‘I " 2:0 à 9'I ; ‘I ^ 3 - ` 920 
2 . ‘I : 2:0 ; 9'I : ‘I $ 3 $ 375 
3- s I < It : — . — ; — : 67 


If the Hagedorn-Jensen process is modified by the omission of the period 
of boiling, it is found that only 2 mgrm.°% glucose is produced. 

It would appear, then, that such hydrolysis of glycogen as occurs is mainly 
brought about during the actual process of estimation ; any variation which 
might conceivably be attributed to an active amylase is insignificant when | 
compared with the high figure for glucose obtained from the auto-hydrolvysis 
of glycogen. The results of Marchionini and Ottenstein cannot, therefore, 
be accepted in the absence of adequate controls. 
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Their further work leads them to the conclusion that a decrease of the 
diastase in the cerebro-spinal fluid is to be regarded as an indication of syphilitic 
disease of the central nervous system, and that this reaction is superior in 
sensibility to the other more usual reactions (Wassermann, cell count, Nonné 
phase I, gold curve). Such claims do not appear to be borne out by the practical 
application of their methods. | , 

The Wohlgemuth technique for estimating the diastatic index of urine 
is well known. Varying amounts of urine are added to a given amount of 
soluble starch and the mixture digested for thirty minutes at 38° C. (Cole). 

It is advisable to bring the mixture to a standard hydrogen-ion concen- 
tration (Sladden). The diastatic index of a given fluid is measured by the 
number of cubic centimetres of a 1°% solution of soluble starch that I c.c. 
of fluid will digest to erythrodextrin in half an hour at 37° C. (Panton). The 
range of figures for normal urine is between 5 and 33. For blood-serum the 
figures are commonly between 3 and ro. Such indices can easily be deter- 
mined by the Wohlgemuth method. 

In the case of the cerebro-spinal fluid, however, the diastatic power is much 
lower, and cannot be directly estimated by means of the technique used for 
blood-serum or urine. 

It is not practicable to modify the Wohlgemuth technique by increasing 
the amount of fluid used in the estimations. Sufficient cerebro-spinal fluid 
is rarely available for this to be possible. Even when the starch solution is 
further diluted to -02°%, one must still use several c.c. of cerebro-spinal fluid 
if the estimation is to be performed within a reasonable time; and at this 
degree of dilution one is dangerously near to the point of dilution (-003°,) in 
the end tubes of the series, when soluble starch incubated for half an hour 
will fail to give a blue colour with iodine, whether diastase is present or not. 

By comparisons between a 1 in 50 dilution of a urine of known diastatic 
index, boiled and unboiled, saline, and cerebro-spinal fluid, it was found that 
although this type of modified Wohlgemuth technique remains reliable for 
diastatic values as low as -15, below this figure it cannot be used. It was 
also found that the diastatic power of the cerebro-spinal fluid is roughly com- 
parable to that of normal blood-serum diluted one hundred times (i.e., 03-10). 

“ When comparing the action of different strengths of enzyme solutions, 
it is advisable to take as the basis of comparison the times taken to effect an 
equal change, rather than the amounts of change in equal times. This is 
especially important where the reaction takes place in stages, since only in 
this manner is it possible to have comparable values. Instances of such 
reactions are the action of amylase on starch and proteoclastic actions in 
general If the reaction has not arrived at the same stage in the cases to be 
compared, there is a source of error due to the various stages not being passed 
through with the same velocity ” (Bayliss). 

Accordingly the writer adopted a method whereby cerebro-spinal fluid 
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and diluted starch were incubated together, and from time to time a small 
sample withdrawn to be tested for the presence of starch. 


METHOD. 


Five c.c. of cerebro-spinal fluid and :5 c.c. of a 0-1% solution of soluble 
starch (Lintner), freshly prepared from a stronger stock solution, are warmed 
together on the water-bath at 37° C. At intervals of two minutes a drop of 
this mixture is withdrawn by means of a capillary tube, and is mixed on a cold 
porcelain plate with a small drop of N/50 iodine solution. At first a strong 
blue colour is produced. Later the colour is less definitely blue, and finally 
a point is reached when one may say that there is no trace of blue colour, and 
not even the reddish tint produced by erythrodextrin. This point is taken 
as the end-point of the reaction. 

In order to express the results in terms comparable with Wohlgemuth 
units, the following calculations are necessary : Where 5 c.c. of cerebro-spinal 
fluid and :5 c.c. of 0:1%% starch solution are used— 


Volume of standard starch 30 
Volume of cerebro-spinal fluid Time in minutes 
3 


~ time in minutes : 
— units of diastatic power per c.c. cerebro-spinal fluid. 

It may be noted that the volume of cerebro-spinal fluid can be varied, 
provided that a proportionate allowance is made in the calculations. The 
prccess 1s somewhat tedious, but it is possible to carry out estimations on four 
fluids at the same time. Figures ranging between -03 and -15 have proved 
reliable; values less than -03 cannot be estimated accurately by this method, 
but in the series of fluids so far examined, the diastase value has never been 
found to be less than -03. 

Kasahara and Takaishi describe another modification of the Wohlgemuth 
technique, in which the variable factor 1s the volume of the starch solution, and 
in which the digestion period is much increased. A series of tubes is set up. 
containing from 3:0 c.c. to 0-15 c.c. of soluble starch, which, together with 
0-I c.c. of cerebro-spinal fluid in each tube, are warmed at 38? C. in the incu- 
bator for twenty-four hours ; after cooling, a drop of N/30 iodine solution is 
added to each tube. The first tube free from any trace of blue colour is the 
tube on which subsequent calculations are based. 

Working on fluid from dogs, they found that (according to their scale) the 
diastatic power fluctuated between :3 and ‘8. Since they use 0-1 c.c. of cerebro- 
spinal fluid, and digest for twenty-four hours, it is necessary to adapt their 
figures in order to make them directly comparable with Wohlgemuth units, 
which are calculated on a basis of 1:0 c.c. fluid, and thirty minutes’ digestion. 
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The figures of these writers must be multiplied by 10 to allow for the 
difference in volume of fluid, and divided by 48 to allow for the difference in 
time. | 

Thus altered, the figures of Kasahara and Takaishi (-3--8) would fluctuate 
between :063 and -166, averaging -114 units. 

The Kasahara and Takaishi figures are based on a pink end-point (from the 
interaction of iodine and the erythrodextrins). The present writer's figures 
are based on a colourless end-point. Allowing for this difference, it may 
fairly be claimed that such a range of figures obtained on dogs, which is 
reasonably comparable with the results obtained by the present writer in men, 
is a good index of the accuracy of the two sets of observations independently 
pursued. 

The drawback to the technique of Kasahara and Takaishi is the unsatis- 
factory end-point. It appears to depend largely on the rate at which the tubes 
are cooled. Addition of the iodine straightway after the incubation is completed 
will give a set of figures quite different from those obtained if the addition of 
iodine is delayed. The values obtained after such delay are lessened by about 
2595. The precise end-point is difficult to determine also, on account of the 
varying coloration which is obtained from the interaction of iodine and the 
chroodextrins. 

Nevertheless, comparison of the two methods in a series of duplicate 
examinations has shown a close correspondence in the results. The Japanese 
technique is good, but the writer claims that his own is a little better. 


FINDINGS. 


The estimations of diastatic power have been made on a large number of 
specimens of cerebro-spinal fluid, mostly obtained from mental hospital patients 
newly admitted. In each of these cases it has been shown that there is a 
small but definite diastatic power. The results of these estimations have 
been summarized in groups according to their diastatic power (Table III). 


TABLE III. 
Diastase index of 
cerebro-spinal Under ‘ogo.  '040-'059. '066—'075. *080-'099. — '1I00-'119. *120 and over. 
fluid. 
Nuniber of cases . 3 A 2I i 14 ; 8 . 7 : 5 
(Total 55) 


From this table it will be seen that most of the cases show diastase values 
from -040 to :080. 

The lowest value was obtained in the case of a child suffering from scarlet 
fever, where the diastase value was :030. Low figures were also obtained in 
three depressed cases (Table IV). _ 
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TABLE IV. 
No. Diagnosis. Age. Diastase value. 
I “ Senile melancholia '' ; 71 : 036 
2 4 “ Recent melancholia ”’ : 47 : 033 
3 “ Acute melancholia '' x 60 : 033 


Fairly often comparatively high figures are obtained. These have been 


found mostly in cases showing definite organic changes of the central nervous 
system (Table V). 


TABLE V. 

Protein 

Rond Age. Physical condition. Mental condition. Rond eet et 

100 C.C.) 

C. A. V—. 43. Arteriosclerosis . Dementia . ‘120 . Blood-stained. 
I. B— . 39. Heart disease . Dementia precox . 100. 9 . IO 
Q. B— . 46. — ; G.P.I. . ‘100 . 28 . 60 
C.I.$—.44. Septicemia . Paraphrenia . 125. I . 30 
V. ÀA— . 53. — : G.P.I. . 00 . 47 . 250 
F. B— . 54. — f 5 . 104. 97 . 65 
I. Q. V—. 50. — : - . II7 . 2-3 . 60 
I. Y— .65. Arteriosclerosis . Dementia . I04. O0 . 30 
D. I. V—. 5o. — i G.P.I. . "IO0 . IO . 40 
N.M— .26. Tuberculous meningitis . 120 . I40 . 130 
N. F— . 22. Uræmia . "300. — . 400 
E. X— . 3. Meningococcal meningitis . ‘107 .2500 . 350 


The values in cases of general paralysis have tended to be high (Table VI). 


TABLE VI. 
Name of Age. Diagnosis. Diastase value. SENS per. -Protein (EER: 
patient. c.mm. per roo c.c.). 
V.L— . 37 . G.P.I. ; 087 : 55 à 50 
Z.F— . 59 . A : 085 : 40 : 40 
Q.B— . 46 . 5 : 'I00 i 28 ; 60 
V.A— . 53 . P à ‘100 ; 47 . 250 
F.B— . 54 . T : ‘104 ; 97 ; 65 
I.H— . 5o . - i 066 ; 7 : 30 
I.Q.V—. 50 . - : II7 ; 2-3 ; 60 
D.ILV— . 50 . » ; ‘100 . 10 . 40 


There appeared to be no constant relationship between the cell content of 
the cerebro-spinal fluid and its diastase value. Excitement did not appear 
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to be a direct cause of any variation in the diastatic index. Of the cases 
showing relatively high values, several were excited cases of general paralysis, 
but equally excited catatonics or manics showed no variation (cf. Hayashi). 

Comparisons were made in 28 cases between the diastase values of the 
blood-serum and cerebro-spinal fluid, but no definite relationships could be 
established between the two sets of figures. 

The diastase value of the cerebro-spinal fluid was found not to diminish 
during a period of three days, provided that the fluid was stored in a cool place. 


CONCLUSIONS. 


The main fact which becomes apparent is that the diastase of the cerebro- 
spinal fluid is increased mainly in patients suffering from some degenerative 
or inflammatory process involving the central nervous system. One may 
suppose that in such diseases the permeability of the meninges to this colloidal 
substance is increased. 

The available information is not sufficient to suggest that diastase subserves 
any useful purpose in the central nervous system, or that estimations of its 
concentration are of any diagnostic value. Nor does it appear that there is 
any great promise that this line of research is likely to lead to results of clinical 
value. 

Dr. Sladden, the Visiting Pathologist to Cefn Coed Hospital, has been par- 
ticularly helpful in this work. Mr. Dignam, the Pathological Technician, has 
been unfailing in patience. Thanks are also due to Dr. Skottowe, the Medical 
Superintendent, for permission to carry out these investigations, and to make 
use of the clinical material of Cefn Coed Hospital. 
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Pathology, London, 1927, p. 297.—Bavliss, Sir W. M., The Nature of Enzyme Action, London, 
1925, p. 52.— Kasahara, M., and Takaishi, S., Zeitschr. f. d. ges. exper. Med., 1930, Ixxiv, pp. 
702—705. 
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FURTHER STUDIES IN THE RESPIRATION OF PSYCHOTIC 
PATIENTS. 


By ERICH WiTTKOWER, M.D., 


Formerly Privatdozent in the University of Berlin. 


[From the Central Pathological Laboratory of the London County Mental 
Hospitals. 


WITHIN the past few years a series of papers emanating from this laborat Orv 
has dealt with the respiration of normal subjects and psychotic patients from 
psychological and physiological points of view. Linking up the chain of these 
investigations, we have tried in this study to get some information about the 
respiratory type and the ventilation in different groups of mental patients, 
especially of schizophrenics. 

The respiration was investigated by means of a ernn constructed 
by Golla and Antonovitch. This plethysmograph, leaving the head free, 
encloses the whole body and records the type of respiration as well as the total 
ventilation, which can be calculated after standardization from the frequencv 
and depth of respiration. The advantage of this apparatus over the pneumo-, 
stetho- and spirographic methods formerly employed lies in the fact that the 
subjects examined are able to breathe freely, and are not aware of the purpose 
of the investigations. 


RESPIRATORY TYPES. 


Before this time, Mosso, Conner, Stillman, Reed and Kleitman had pointed 
out that the respiration of normal persons is in some cases regular and in others 
irregular in depth and frequency. Using their improved technique Golla and 
Antonovitch discovered that of 67 normal persons examined, 54:5? showed 
a regular, and 45:5% an irregular type of respiration. Furthermore, thev 
demonstrated that regular breathers remain regular, with practically no 
alteration, during mental activity, whereas irregular breathers react with 
increased irregularity to certain tasks—such as solving prob!ems in mental 
arithmetic—and become regular during certain other tasks. If problems are 
being solved which require visual imagery the irregular breathing becomes 
less irregular or completely regular. Corresponding with these findings thev 
pointed out that an introspective inquiry into the examined subjects reveals 
that visual imagery prevails in the mechanism of thought of the regular 
breathers, whereas subjects with predominantly auditory imagery almost 
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always show an irregular type of respiration. Thus regular respiration corre- 
sponds with visual imagery, and irregular breathing with auditory imagery. 

It seemed to be of interest to ascertain whether the distribution of regular 
and irregular breathers was the same in psychotic as in normal subjects, and 
if not, whether there is any correlation between respiratory and psychological 
types. 

As regards the respiratory regulation in schizophrenics, Golla, Mann and 
Marsh pointed out that, while an acid shift in the acid-base equilibrium takes 
place in schizophrenics, the excitability of the respiratory centre to carbon 
dioxide is diminished ; hence they inferred that a diminished ventilation and 
an increase of the alveolar carbon dioxide pressure is to be expected in schizo- 
phrenics. 

Our task, consequently,-consisted in examining the type, the frequency 
and depth of respiration and the minute volume of a large number of insane 
patients in comparison with normal subjects, and to complete these findings in 
estimating the alveolar carbon dioxide pressure of some schizophrenics. 

In all, 302 insane patients and 40 normal subjects were examined. 


SUBJECTS. 


As normal subjects, 20 female and 20 male: nurses of Cane Hill Mental 
Hospital kindly volunteered. 

. Of 302 psychotic patients examined, 100 belonged to the Maudsley Hospital 
and 202 to Cane Hill Mental Hospital. Of the roo patients at the Maudsley 
Hospital, 28 were schizophrenic, 35 depressive states, 16 anxiety states, 
8 hysteria, 2 general paralysis, and 11 various cases. At Cane Hill there were 
examined rIoI cases of schizophrenia and ror cases of affective psychoses ; of 
these, 24 were recent, chronic and recurrent mania, 22 recent melancholia, 
25—1from prolonged observation—alternating cases. Of the 25 cases of manic- 
depressive insanity, I2 were in a depressive, II in a maniacal or hypomaniacal 
state, 2 in a quiescent phase. In selecting the material, stress was laid upon 
getting the most typical cases. Owing to the nature of the experiment, wholly 
non-cooperative cases were not examined, with the exception of 4 cases of 
katatonic stupor. Very restless and troublesome patients could not be 
examined, but severe, advanced cases were preferred. There were approxi- 
mately equal numbers of patients of both sexes (146 male patients, 156 
female patients) ; all ages were represented. Apart from a few patients in 
the Maudsley Hospital the patients belonged to the poorer classes, and their 
educational attainments were generally low. 


EXPERIMENTAL ROUTINE. 


A detailed description and a sketch of the apparatus used in ascertaining the 
type of respiration may be found in the aforementioned paper by Golla and 
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Antonovitch. The apparatus consists, in the main, of a box which allows the 
subject to be comfortably seated inside. The box can be closed and rendered 
air-tight by removable lids in the manner of a portable Turkish bath, leaving 
the head outside. An air-tight joint round the neck is obtained by inflatable 
rubber collars, slipped over the head. The air-tight closed box communicates 
with a plethysmograph by means of a wide tube. The movements of the 
balanced float in this plethysmograph, which moves up and down with 
the respiration, are registered on white glazed paper moving on rotating 
drums. 

After seating the patient in the box, a certain time was allowed to elapse 
(varying according to the condition of the patient) so as to get the patient 
accustomed to the box and minimize the fidgeting always experienced in the 
beginning. Thereafter the experiment proper commenced. !At first a record 
of the respiration at rest was taken at a normal speed for 14 minutes, and later 
for a short time at a greater speed. At the greater speed, the excursions are 
more widely spaced, whereby the regularity or irregularity of breathing is more 
distinctly seen. Then the patients were asked for periods of four minutes to 
solve arithmetical problems, to recite mentally a piece of poetry and to per- 
form a visual problem, with four minutes' interval between each task. The 
patients were asked to work out the problems without communicating the 
results. 

It proved useful to instruct the patients as to the nature of the tasks 
before they got into the box. The arithmetical problems had to be adapted 
to the individual abilities, often very small, and had to be varied accordingly. 
As the visual problem, we applied successfully the cube problem described by 
Golla and Antonovitch ; the subject is asked to imagine that he is given a 
number of one-inch cubes which he is to arrange in such a way as to form a 
large cube measuring 3 in. aside. The large cube is then to be painted red all 
over and taken to pieces. The problem consists in working out how manv of 
the little cubes have three sides, two sides, one side painted red, and how manv 
will have no paint at all. For the advanced cases simpler problems had to be 
chosen. They were asked to visualize a familiar landscape or one of the 
ward gardens at the hospital. 

As a rule patients, if they agree at all to get into the box, remain fairly 
still. Thereafter one patient went to sleep in the box. It requires sometimes 
a great deal of patience to get troublesome and restless subjects satisfactorily 
quiet and settled. In doubtful cases the test was repeated on several davs. 
The records of very troublesome patients had to be discarded. 

In order to avoid any kind of suggestion and to keep the patients from 
paying attention to their breathing they were not informed of the aim of the 
investigations. They generally accepted the explanation that the idea was to 
find out what was wrong with them, and to help them to get well. Only two 
patients guessed the object of the experiment. i 
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FINDINGS. 


Of 40 normal subjects examined in this way, 24 (60%) proved to be regular 
and. 16 (4095) irregular breathers. 

Of 100 patients in the Maudsley Hospital, 59 were regular and 41 irregular 
breathers. Out of 101 cases of affective psychoses in Cane Hill Mental Hospital, 
69 were regular and 32 irregular breathers; of 101 schizophrenics, 81 were 
regular and 20 irregular breathers (Table I). 


TABLE I.—Type of Respiration. 


Number of cases. Regular. Irregular. 
All cases (Maudsley) . : : IOO : 50 : 4I 
Schizophrenia (Cane Hill)  . : IOI ; 81 ; 20 
Manic-depressive insanity, mania, 
melancholia (Cane Hill) . IOI : 69 ; 32 


Table II shows how the patients in the Maudsley Hospital are classified 
according to the different mental diseases. Whereas most of the cases are 
equally distributed among the regular and irregular breathers, a distinct 
prevalence of regular breathers may be seen among the schizophrenics. The 
figures in the small groups are too small to allow of any conclusions. A larger 
number, and more advanced cases, were examined in Cane Hill (Table III). 
There are slight indications that the regular breathers prevail among the 


TABLE II.—Maudsley Hospital Cases. 


Number of cases. Regular. Irregular. 
Schizophrenia T ; : : 28 ‘ 18 ; IO 
Depressive states . n : . 35 : I9 : 16 
Anxiety states  . ‘ ; ; 16 : II ; 5 
Hysteria : ; : : : 8 ; 4 4 
General paralysis . : ; ; 2 i I í I 
Various cases : ; II : 6 5 
59 . 41 

TABLE III.—Cane Hill Cases. 

Number of cases. Regular. Irregular. 

Schizophrenia r : i : IOI , 8I : 20 


Affective psychoses ; ; . IOI ; 69 i 32 
Of these : 


Manic-depressive insanity . ; 25 i 20 à 5 
Chronic and recurrent mania : 24 : 2I ; 3 
Chronic and recurrent melancholia . 25 : I2 ; 13 
Recent melancholia : ; E 22 i I4 : 8 


Various cases : i : š 5 f 2 : 3 
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affective psychoses. Regular breathers seem to prevail particularly among 
the manic-depressive cases. What is exceedingly distinct, however, is the 
disproportion in favour of the regular type among the schizophrenics, the 


proportion of the irregular to the regular breathers, normally 1:1, changing 
to I: 4. 


DISCUSSION. 


When reviewing the findings first as regards the normal subjects, it appears 
that, in essential, the findings of Golla and Antonovitch can be confirmed. 
Golla and Antonovitch found in 67 normal subjects 54:59 regular and 45:5^, 
irregular breathers; in the present investigation of 40 normal subjects, 60°, 
were regular and 40°% irregular. | In attempting to obtain a psychological 
explanation for the two types of respiration, Golla and Antonovitch furnished 
evidence, as aforementioned, that in the mechanism of thought the visual tvpe 
of imagery prevails in regular breathers, the auditory type of imagerv in 
irregular breathers. In the following attempt to account for the prevalence 
of regular breathers, particularly among the schizophrenics, we shall avail 
ourselves of these observations of Golla and Antonovitch, because we did not 
succeed ourselves in assessing accurately the tvpe of imagery in our own 
normal subjects and patients. The low educational attainments of the nurses 
and the patients, and, as regards the patients, the lack of self-judgment inherent 
in the psychosis, frustrated any attempt at a reliable estimate of the tvpe of 
imagery. 

Proceeding from the normal findings there is a slight prevalence of regular 
breathers among the cases of affective psychoses, and a considerable one among 
the schizophrenics. In contrast with an approximately equal distribution of 
regular and irregular breathers among normal subjects, 80° of the schizo- 
phrenics proved to be regular breathers. 

This finding—considered first apart from any theory—is all the more 
striking since up to now the irregularity in the respiration of schizophrenics 
was regarded as particularly typical, being physically correlated to their 
mental attitude (Laignel-Lavastine, Maingot, Roemer, Syz and others). The 
apparent contradiction may be explained by the fact that the regularity of 
respiration, according to our conception, must not be judged only by the state 
of the respiration at rest, but also by the reaction to certain tasks. The 
respiration, e.g., of a restless patient may be restless without showing the 
irregularities of breathing typical for the irregular breathers when solving 
arithmetical problems or reciting a piece of poetry. 

Bearing in mind, furthermore, our findings with regard to the whole theory. 
the question must be discussed whether the obvious predominance of regular 
breathers among the schizophrenics is due (a) to a predisposition of regular 
breathers to become schizophrenics, or whether (b) schizophrenia influences 
the type of respiration so that it becomes more regular. 
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As to (a), 1f we suppose that regular respiration means in any case predomi- 
nantly visual imagery, and exclude the possibility of a change in the 
psychological and respiratory type through the influence of psychosis, assump- 
tion (a) would mean that subjects making predominant use of visual imagery 
may be in danger of contracting insanity in general, and schizophrenia in 
particular. This assumption might be supported by the fact that there is no 
evidence that the one type of respiration can ever change into the other. No 
answer can be given to the one decisive question whether a regular respiration 
and a predominantly visual imagery in the same patient might have existed 
before the onset of schizophrenia, because the crucial test of examination of 
the same subject before and after the onset of the psychosis cannot be made ; 
nevertheless it might be of interest to examine in this way a large number of 
schizothyme sane people and schizoid psychopaths, gradually working up to 
the genuine schizophrenic psychosis. 

As to (b), unless a change in type is regarded as impossible, it might be 
assumed that schizophrenia alters either the psychological or the respiratory 
type, or both at the same time. A change in the psychological type could 
involve, through psycho-physical correlation, a change in the respiratory type, 
and vice versa. 

Certain points which indicate a predominance of visual thought mechanism 
are indeed to be found in the distinct clinical picture of schizophrenia, e.g., 
the primitive, archaic, visual thinking of schizophrenics, their preference for 
the use of metaphors, the theory of Kraepelin-Jung comparing the behaviour 
of normal people in dreams with schizophrenic symptoms. That patients who 
have actually been of the auditory type previously might be changed into 
visuals during and in consequence of the psychosis is something that cannot 
be proved. 

On the other hand, schizophrenia might conceivably influence the reactivity 
of respiration to such an extent that the typical reactions of irregular breathers 
do not occur, and thus originally irregular records might become regularized. 
The data at once suggest that the slight tendency of schizophrenics to react by 
respiration when solving arithmetical problems or reciting a piece of poetry, is 
due to their general lack of any kind of reactivity and of emotivity in particular. 
Golla and Antonovitch pointed out how small the likelihood is that the 
differences between the two respiratory types originate from the differences of 
emotional tension. In confirmation, our own experiences showed that regular 
breathers prevail among manic-depressives in spite of obviously strong emo- 
tivity. When comparing dull with emotional cases of affective psychoses (e. g., 
dull, depressed patients with others displaying vivid emotivity) we could not 
find any differences. Furthermore, no relationship to the degree of dementia 
could be ascertained. According to Golla and Antonovitch, irregular breathers 
tend to be superior to regular breathers as regards intellectual ability. When 
comparing the results of more or less demented patients no differences could be 


698 THE RESPIRATION OF PSYCHOTIC PATIENTS, 'Oct., 


shown as to the distribution of theresults. Further investigations on this point 
seem worth while. Finally an effort was made to correlate the results with 
the prevalent type of hallucinations. It was noted that the type of hallu- 
cinations (visual or auditory) has nothing to do with the whole question. 
Regular breathers can be aurally hallucinated ; irregular breathers can be 
visually hallucinated. . 

In summing up, a definite answer cannot be given to the question as to 
why the regular type of respiration prevails among the schizophrenics. As 
long as it cannot be unequivocally proved that regular respiration means in 
any case prevalence of visual imagery in the mechanism of thought, as long 
as reliable assessment of the type of imagery is impossible in schizophrenics, 
as long as a possibility of a change in the respiratory or psychological type 
under the influence of a psychosis cannot be excluded, every psychological 
explanation of the prevalence of the regular respiratory type among 
schizophrenics can only be speculative. 


VENTILATION IN SCHIZOPHRENICS. 


In estimating the ventilation of the schizophrenics, the frequency, the depth 
of respiration and the minute volume were calculated in 123 patients and, 
for comparison, in 40 normal subjects. The calculations were based on the 
same records as were used in ascertaining the type of respiration. The technique 
of the apparatus employed has been described above. | 

The determination of the ventilation was made after standardization of 
the excursions of the pointer (see above). These were calibrated in terms of 
volume per millimetre excursion. The frequency of respiration per minute 
was calculated from an average over ro minutes, the depth of respiration from 
an average of 100 respirations. Parts of the records which showed an obvious 
restlessness (by bodily movements, talking, crying, coughing, sneezing, etc.) 
had to be rejected. By multiplying the average rate of respiration bv the 
average depth of respiration, the minute volume can be determined. 

The depth of respiration and the minute volume were brought into relation 
with the height, weight, age and sex. A comparison with the standard tables 
(Carper, Benedict) was not possible, because the subjects examined had not 
been fasting, and were sitting, and not lying, during the examination. The 
ventilation of normal subjects was compared with the ventilation of schizo- 
phrenics of the same sex and similar age, height and weight. 


FINDINGS. 


(1) Frequency of respiration.—The frequency of respiration varies in the 
male normal subjects between 13:35 and 21:3 per minute ; in the female normal 
subjects between 7:11 and 20-45 per minute. The majority of the male 

normal subjects breathe 16-18 times per minute, the majority of the female 
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normal subjects breathe 10-12 times per minute (Fig. 1); 6, i.e., 30% of the 
male normal subjects, and 3, i.e., 1594 of the female normal subjects, breathe 
more frequently than 18 times per minute. The average frequency of respiration 
in all male normal subjects is 17-06, in the female normal subjects 13-98. As it 
is generally well known that the frequency of respiration of women is higher 
than that of men (Chait), it may be possible—on account of the small number 
of subjects examined—that the average frequency of respiration is over- 
estimated owing to a chance high percentage of quick breathers. 

The frequency of respiration in the male schizophrenics varies between 
8:5 and 25°12, in the female schizophrenics between 11-09 and 27-11. A 
marked and definite maximum of the average frequency of respiration cannot 
be seen in the male schizophrenics ; the majority of the female schizophrenics 
breathe 16-18 times per minute, 18, i.e., 30°% of the male schizophrenics, and 
26, i.e., 41°2% of the female schizophrenics, breathe more frequently than 
18 times per minute. The average frequency of respiration in the male schizo- 
phrenics all together is 16:46, in the female schizophrenics 17:59. | 

Comparison of the findings ascertained in normal subjects and schizo- 
phrenics shows unequivocally that the schizophrenics breathe more frequently. 
Owing to the aforementioned considerations the difference is much less distinct 
in the male than in the female subjects. Slight indications of an increase of 
the frequency also in male patients, as demonstrated in Fig. 1, may be seen in 
the fact that rates of more than 22 respirations per minute observed in the 
schizophrenics cannot be noted in the normal subjects. Particularly distinct, 
however, is the difference when considering the women. The frequency of 
respiration varies between 7-11 and 20:45 in the female normal subjects, 
between rI:09 and 27-11 in the female schizophrenics. The majority of the 
female normal subjects breathe ro-12 times per minute, the majority of the 
female schizophrenics 16-18 times per minute. 15°% of the female normal 
subjects and 41:2594 of the female schizophrenics breathe more frequently 
than 18 times per minute. The average frequency of respiration in the female 
normal subjects all together is 13:98, in the female schizophrenics 17:59. 

(2) Depth of respiration and minute volume.—The depth of respiration and 
the minute volume are dependent on age, sex, height and weight, and can 
only be considered together with these factors. 

The depth of respiration in the male normal subjects varies between 416 
and 720 c.c., that of the male schizophrenics between 320 and 717 c.c. ; the 
depth of respiration in the female normal subjects varies between 350 and 
817, that of the female schizophrenics between 257 and 550 c.c. The minute 
volume of the male normal subjects varies between 7,000 and 10,200 c.c., that 
of the male schizophrenics between 5.600 and 11,700; the minute volume 
of the female normal subjects varies between 4,600 and 10,050 c.c., that of 
the female schizophrenics between 5,200 and 10,300 c.c. On the whole the 
lower limits of the patients are lower than the lower limits of the normal 
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subjects. It must be borne in mind that although in selecting normal subjects 
stress was laid on similarity with the patients in age, height and weight, 
nevertheless, on the whole, the nurses were sturdier than the patients, some of 
whom were cachectic. 

As a rule a continual increase of the total ventilation was noted, as might 
be expected, with increasing height and weight. Occasionally, however, 
deviations in normal subjects and patients were noticed which are difficult to 
explain. Thus a 26-year-old female nurse of ro st. 1 lb. weight and 5 ft. 6 in. 
height showed a minute volume of only 4,624 c.c., and a 35-year-old female 
nurse of 8 st. 7 lb. weight and 5 ft. 2} in. height a minute volume of 10,049 c.c. 
Possible disturbances of metabolism could not be considered, but do not seem 
to be of any importance, on account of the large number of subjects examined. 

In tackling the problem of whether the total ventilation of the schizo- 
phrenics deviates from that of normal subjects at all, and, if so, to what extent, 
the findings of normal subjects and schizophrenics of the same sex, and similar 
age, height and weight were compared. We succeeded in correlating 40 schizo- 
phrenics with normal subjects in this way. Of these test cases, 14 showed 
only a slight deviation or none at all; in 16 cases the minute volume of the 
schizophrenics was increased, in Io cases diminished. When correlating the 
minute volume with the frequency of respiration, it can be noted that, in high 
frequency, the minute volume of the schizophrenics is almost without exception 
normal or distinctly increased ; in medium or low frequency, that the minute 
volume is normal or diminished (see examples in Table IV). In some of the 
ceses the respiration of the schizophrenics does not differ from the norm in 
any way ; in others the respiration is evidently too shallow. In these cases, in 
which the respiration of the schizophrenics is too shallow, as regards the minute - 
volume, the shallowness of breathing can be compensated for by a high fre- 
quency ; if this compensation does not occur, the minute volume is low. In 
a considerable number of cases a high minute volume can be seen owing to a 
high frequency of respiration, exceeding the average. In none of the cases 
tested was any significant increase of the minute volume reached by an abnormal 
depth of respiration (Table IV). 

These observations made in some test cases were confirmed by obtaining 
a cross-section of all the cases examined. In order to obtain a cross-section 
the average depth of respiration per kgrm. weight was calculated, including the 
findings of all the male and female normal subjects and all the male and female 
patients; this average depth of respiration was multiplied by the average 
frequency, to estimate and to compare the total ventilation. Reference to 
Table V will show, for the total figure of the cases examined, and particularly 
for the female schizophrenics, that schizophrenics breathe more shallowly, 
and that this shallowness of respiration in its effect on the total ventilation 
may not only be compensated for by high frequency of respiration, but very 
often hyper-compensated. The clearness of this result is reduced by the 
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TABLE IV.—Comparison of Total Ventilation in Normals and Schizophrenics. 


l Height. Weight. Frequency Depth Minute 

Name. Age. — —— of | of | elaine 

ft. in. st. Ib. respiration. respiration. ° 

Normal . . Mr. E. P— 2 5 84b . 9 12 . 16:80 . 503:604 . 8,461 
Schizophrenic . Mr. P. B— 2 5 8 . 9 II . 25°12 . 438:47 . I1,014 
Normal . . Mr. W. B— 30 5 74 . 10 8 16:70 . 496°85 . 8,297 
Schizophrenic . Mr. F. G— 2 5 64 IO 9 21:14 . 456:53 . 9,051 
Normal . . Mr. P. S— 37 5 84 II o 14°00 . 542:99 . 7,602 
Schizophrenic . Mr. F. G— 36 5 84 II 5 15:93 . 44468 . 7,054 
Normal . . Mr. R. J— 10 6 1 II 9 I3:35 . 720:04 . 9,021 
Schizophrenic . Mr. H. R— 28 6 1 II I2 20:08 . 42595 . 8,522 
Normal . . Mr. L. H— . 27 5 10} IO 3 16:40 . 625°35 . 10,256 
Schizophrenic . Mr.P.M— . 30 5 8 IO 4 15:43 . 467°85 . 7,219 
Normal . . Miss E. B— . 44 5 44 7 6 . 10:70 . 569:72 . 6.090 
Schizophrenic . Mrs. A. J— . 46 5 2f 7 II . 21:90 . 370°94 . 8,124 
Normal . . Miss N.C— . 24 5 7i 9 IO II:30 . 616:72 . 6,969 
Schizophrenic . Miss G. H— . 25 5 54 9 13 16:23 . 496:53 . 5,059 
Normal] . . Miss F. T— . 36 5 5 9 O . 14°00. S71:88 . 8,006 
Schizophrenic . Miss C. E— . 39 5 0 8 10 . 24:40 . 327:39 . 7,083 
Normal . . Miss A. J— . 20 5 4 8 r2 . 15:90 . 388:84 . 6,183 
Schizophrenic . Miss E. J— . 21 5 24 8 13 . 13:86 . 340°60 . 4.721 
Normal . . Miss F. I— . 36 5 5 9 O . 4700 . 571:88 . 8,006 
Schizophrenic . Miss C. H— . 34 5 6 8 8 . 15:00 . 408:78 . 6,132 


deviating findings in the male subjects; but, as has already been stated, the 
result of the small number of male normal subjects cannot be regarded as 
normal. It can all the more be neglected, since a comparison of the male 
schizophrenics with the female normal subjects shows a similar result to a 
comparison of the female schizophrenics with the female normal subjects, 
although not to the same extent. 


TABLE V. 
Frequency of Depth of respiration 
respiration. per kgrm. weight.. 
Average. Average. 
Normal male subjects . 17:06 ; 7:53 . 128-46 
Normal female subjects : 13°98 f 8-43 : 117°85 
Normal subjects together . 15°52 7: 98 : I23: 85 
Male schizophrenic patients . 16-46 ; 8-23 : 135:47 
Female schizophrenic patients 17°59 : 7:53 I32:45 
Schizophrenic patients together 17°02 7:88 : 134°12 


(3) Alveolar carbon dioxide pressure.—The shallowness of respiration in 
many schizophrenics might, in its effect on the respiratory regulation, involve 
an increase of alveolar carbon dioxide. This effect could only be compensated 
for incompletely by increased frequency of respiration and increased minute 
volume. Inasmuch as the respiration of schizophrenics is abnormally shallow, 
an increase of the alveolar carbon dioxide pressure and an incomplete oxygen 
saturation of the blood should be anticipated. 

Because of the imperfect co-operation of the psychotic patients, the method 
of Haldane and Priestley of estimating the alveolar carbon dioxide pressure 
proved to be unsuitable. By availing ourselves of the method of Loewy and 
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Michel, the usefulness of which we had previously experienced, we obtained 
trustworthy results in some patients. 

When using this method the subjects were ordered to breathe through a 
tube provided with a mouth-piece. After having closed the nose they were 
asked to breathe out to their uttermost. A branch tube near the mouth-piece 
leads to some glass tubes filled with acid water. By opening a clip and lowering 
a levelling tube, the last portion of the air expired can be sucked into the glass 
tubes, while the subject holds his breath. The collected air is analysed in a 
Hempel apparatus. The accuracy of the method is 40:12% CO,. 

When testing psychotic patients, imperfectly co-operative, the advantage 
of this method over the method of Haldane and Priestley lies in the facts that 
the closing of the tube by the tongue necessary for the method of Haldane 
can be avoided, and that, by using water instead of mercury, a greater speed is ` 
possible in filling the sampling tube. 

We succeeded in estimating the alveolar carbon dioxide pressure of 7 
schizophrenics. The patients were selected only according to their ability to 
co-operate. In each case 6 samples were examined. 


TABLE VI.—Comparison of Alveolar CO, Pressure in Normals and Schizophrenics. 


I. Normal Subjects. 


% CO, in CO, pressure 
alveolar air. in mm. Hg. 
Mr. C. B— i ; ; 5°45 ; 40:725 
Mr. I. N— ; ‘ ; 5:81 : 43'415 
Mr. W. H— ; ; ; 6- IO ' 45°58 
Miss C. L— ; : : 5:38 ; 40* 20 
Miss L. W— : , ; 5:98 : 44-685 
Miss B. W— ; ; : 5°70 : 42°59 
II. Schizophrenic Patients. 
Mr. J. O— ; : à 5°46 - . 41:305 
Mr. W. ÀA— . ; ; 6:47 : 45:02 
7 08 54 a 49475 
Mr. B. U— i ; : 6:06 45°54 
Mr. H. G— ; A 5:92 : 44°77 
Miss H. N— : ; : 6- II : 45°90 
Miss K. I— ; 3 5°94 44°625 
Mrs. P. H— : : 5: 96 ; 45:09 


Table VI shows our findings. The limits of the normal alveolar CO, 
pressure are given by Fitzgerald and Haldane for men 32:6 and 44:5, for women 
30:4 and 41; by Hill and Flack 28-9 and 45:2; by Cook and Pembrey 34-7 and 
43.5 mm. Hg. It may be seen that the CO, pressure in the normal subjects 
examined by us are either normal or near the upper limit of the realm known 
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as normal. The slight increase might be due to the diet of the hospital. The 
findings in the patients are generally, with the exception of patient J. O—, 
near the upper limit of the norm and hence tend towards an increase. A 
distinct increase of the CO, pressure was only found in W. A—, who on two 
different days of experiment showed a CO, pressure of 48-62 and 49-475 mm. 
Hg. respectively. An unequivocal relation of the degree of the alveolar CO, 
pressure to frequency of respiration, depth of respiration and minute volume 
could not be established ; the only observation made was the negative one that 
the single patient (J. O—) who showed a low frequency of respiration also 
showed a comparatively low carbon dioxide pressure. 


CONCLUSIONS. 


In continuation of a series of papers emanating from this laboratory, the 
type of respiration and the ventilation in a number of psychotic patients were 
investigated. 

(1) The type of respiration was examined in 302 psychotic patients. Out 
of ror schizophrenics, 81 were regular and 20 irregular breathers ; out of Io1 
cases of affective psychoses, 69 were regular and 32 irregular breathers. 

The meaning of the prevalence of regular breathers among the schizophrenics 
compared with normal subjects is discussed in reference to former investi- 
gations by Golla and Antonovitch ; a definite explanation cannot be furnished 

(2) The ventilation was examined in 123 schizophrenics and 40 normal 
subjects. Sometimes the ventilation of schizophrenics does not differ in any 
way from that of normal subjects. Often the respiration of the schizophrenics 
is abnormally shallow and frequent. As to the total ventilation, the shallow- 
ness of respiration is mostly compensated, or hypercompensated for by fre- 
quency of respiration. Sometimes the mechanism of compensation does not 
succeed. The alveolar carbon dioxide pressure was, in 5 of 7 cases of schizo- 
phrenia, increased ; in one case a considerable increase could be noted. 

In conclusion I wish to express my indebtedness to the Director of the 
Laboratory, Dr. Golla, for his supervision and advice in these investigations ; 
to Dr. Antonovitch for her help in evaluating the findings ; to Dr. Mapother, 
Medical Superintendent of the Maudsley Hospital, and to Dr. Lilly, Medical 
Superintendent of Cane Hill Mental Hospital, for giving me facilities to examine 
patients. My special thanks are also due to the Joint Foreign Committee for 
a grant which has enabled me to undertake this research work. 
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ANXIETY: ITS NATURE AND TREATMENT. 
By Henry Harris, M.D., D.P.M,, 


Assistant Medical Officer, Banstead Mental Hospital. 


(Concluded from p. 512.) 


Part III. 
The Treatment of Anxiety. 
THE FovR STEPS IN TREATMENT. 


If anxiety be regarded as it is in this paper, as an energic problem, then the 


treatment of psychoneurotic, and to some extent of psychotic reactions, can 
be summarized under the following four headings : 


I. Translate the problem into terms of anxiety. Explore the outskirts of 


consciousness so that any unwitting causes of anxiety are brought into clear-cut 
focus, and can be attacked and possibly solved with the utmost economy of 
energy. One would, for example, attempt to convert an hysteria or obsessional 
neurosis into a straightforward anxiety reaction by such an exploration ; one 
is then in a position to tackle the anxiety. This is essentially a form of psycho- 
logical analysis. 


2. Find an adequate outlet for the energy that is bound up in the anxiety. 
(a) In the first place, remove the internal obstacles: that is to say, 
remove the obstacles offered by wrong personal viewpoints, wrong attitudes 
to one's self, to society, to one's sexual and other impulses and so on. 
This is effected by a more or less detailed explanation, and permits of a 
psychological synthesis. i 

(b) In the second place, remove as far as is possible the external 
obstacles, the real, social, economic, racial and other obstacles, and correct 
or allow for, innate defects as far as is possible. This is effected by some 
form of social treatment or “ sociotherapy "' 

(c) In the third place, find a direct outlet or, faute de mieux, an 
indirect (chemical) outlet for the visceral or metabolic hvpertensions 
which are responsible for the anxiety. 

(d) Fourthly, it may be necessary to condition the adaptive activities 
and outlets that have been found, more permanently by habit, bv the 
tonic effect of success, and by a maintenance of the “ transference ” for as 
long as is necessary. 

3. Failing this, avoid or reduce the specific stimuli that tend to maintain 


tension and anxiety. This can be done by socially coddling or “ cotton- 
woolling '" the individual, or by “ cotton-woolling " him against the sensory 
bombardment of the environment bv drugs acting on the cortex and sensory 
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functions, and belonging to the second group in Pick and Molitor's classification, 
which we are to discuss shortly. 

4. In the last instance, combat the residual unavoidable anxiety by “‘ sup- 
portive ” treatment: that is to say, by artificial reduction of the total amount 
of energy available in the body. This may be done by depleting the autonomic 
system of its superfluous energy, or by depressing autonomic activity ; the 
action is either depletive or depressant, but for convenience we consider both 
actions under the term “ supportive " because in a sense they artificially 
support the organism. 

For this purpose such drugs as sindontal medinal and others of the urea 
group of hypnotics, indeed all drugs belonging to that group in Pick and 
Molitor's classification which act on the subthalamic centres, are effective ; 
probably also morphine ; also such physical means as muscular relaxation, 
hot baths, a relaxing climate and so on. The “ supportive” treatment of 
anxiety has been unjustifiably despised and neglected. 

To summarize, the problem of anxiety is: to expose the particular segment 
or viscus under tension ; to allow it to discharge itself directly or even indirectly 
as far as possible; failing that, to withhold nocuous stimuli which tend to 
maintain tension ; in the last instance, to diminish the total amount of energv 
available in the organism, and with it the degree of autonomic hypertension. 
These stages we are about to discuss in more detail. 


Translating the Problem into Terms of Anxiety. 


The first step in treatment is to resolve the problem into terms of pure 
anxiety. We have already suggested that a psychoneurosis is a mode of 
shelving anxiety. In the hysterical and obsessional neuroses there may be 
little or no overt anxiety, and in this case the first step is to convert the hysteria 
or obsessional reaction into a straightforward anxiety reaction. 

Any exploration of consciousness or of its “unconscious " fringe that 
succeeds in giving the individual some insight into the motives of the reaction, 
its original cause and its present justification, must inevitably leave him with 
anxiety. It was anxiety that compelled the psychoneurotic solution, and 
anything that deprives him of this solution must throw him back into an 
anxiety state. 

This stage of treatment demands some form of mental exploration, perhaps 
no more than a simple anamnesis, or in the minority of cases a more complex 
"analysis ’’. A tactful and complete sex-history will often reveal much of the 
trouble ; too often an inability to obtain this leads to a bungled and unnecessary 
analysis, and a.long-winded analysis may be merely an uneconomical way ot 
conditioning a prudish patient to tolerate sex discussion. Psychiatrists with 
' sex inhibitions and an unsystematized attitude towards sex oo will always 
have difficulty in eliciting sex-histories. 

In an individual who habitually reacts to difficulty with some specitic 
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neurotic reaction, it should not be necessary in most cases to work right back, 
even where that is possible, to the very first occasion, usually in infancy, when 
he first reacted in this particular way. 

As an example we may take stammering, a neurotic symptom which cuts 
off one’s adaptive powers at their very source. This is always primarily an 
anxiety symptom which may persist as an habitual anxiety response, or may 
in some cases be utilized for hysterical purposes. The primary occasion for 
anxiety has probably occurred in the third or fourth year of life, and is usually 
due to the child being made self-conscious about speech. There is little 
practical point in resuscitating the original occasion even if it 1s possible, and 
certainly it is never easy. Clinically and practically one gains more by inves- 
tigating the anxiety-causing situations to which the individual is actually at 
the moment failing to adjust, and by teaching him a technique of dealing 
with his present anxiety. 

As an aid to mental exploration Ferenczi's “active therapy " may be 
useful. By forbidding a neurotic symptom or activity an artificial anxiety is 
induced which may irritate the patient into ''free-associating " or dreaming 
more freely, and into offering a fuller anamnesis which helps to extend the 
diagnosis. 


Finding an Adequate Outlet for Bound-up Energy. 


The second stage in treatment is to find an adequate outlet for the energy 
that is bound up. The most adequate outlet is of course the specific motor 
response of the segment under tension, which, by discharging autonomic 
tension, affords a complete and objective solution. 

The first step in the finding of an adequate outlet is to remove the internal 
obstacles ; to modify and eliminate wrong attitudes to one’s impulses and 
instincts. The preliminary exploration will have cleared the way in simpler 
cases, perhaps will have actually achieved the removal of the internal obstacles. - 
Even in the less simple cases the more complex exploratory technique used for 
such cases will have gone much of the way. A simple explanation may then 
permit of an effective psychological synthesis. In other cases a more sustained 
and detailed chain of explanations will be required. 

The second step in the finding of an outlet for energy is to remove the 
externalobstacles. This is achieved by some form of social therapy ; possibly 
a change of job, or marital state. Whereas psvchotherapy aims at directly 
influencing the individual's type of reaction, “ socio-therapy ” aims at indirectly 
influencing his type of reaction v?a the situation. 

It is only common sense to recognize that a neurosis may be the product 
not only of some inferiority, but of a situation making demands which no 
individual need reasonably be expected to meet. In so far as the authority 
of the therapist is able to influence parents, mates, employers and other signifi- - 
cant persons in the patient's environment, he may be able to influence and 
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modify the neurosis. American psychiatry has rightly compelled greater 
attention to this aspect of psychotherapy and preventive psychiatry. Innate 
inferiorities must also be considered and allowed for. A man with weak sight 
or physique will obviously be unsuitable for certain jobs. But inferiority in 
one respect does not, of course, necessarily connote inferiority in another 
respect. Where a man attempts something he is obviously unsuited for, he is 
creating for himself an obstacle, and a reasonable social therapy will help him 
by dissuading him from what he cannot do to what he can. Sociotherapy is 
becoming of increasing importance, but its success is contingent on a new 
social outlook, and until that is attained we must depend largely on the 
provisional measure of stages 3 and 4. 

The third step is to find a direct outlet or, faute de mieux, an indirect outlet. 

Where a direct outlet is impossible, one attempts to reduce the general 
tension by indirect means. The energy diffuses into other segments and 
may reinforce the activity of these segments. But there is alwavs a 
residual tension as long as the specific effective response is not forthcoming. 
In those who already have a number of residual tensions or who are specially 
sensitive to tension, this becomes manifest either as overt anxiety, or as a 
chronic tendency to become anxious with the slightest additional nocuous 
stimulus. 

However, many of these indirect means of relieving tension may help the 
situation sufficiently to make life tolerable, useful and almost happv. The 
very best “ sublimations ’’, as we so often call them, are those which link up 
the individual in some way with society; those in which the direction of 
interest or libido is centrifugal rather than centripetal; they are what Over- 
street calls “ expansive " rather than “ contractive " reactions, and aim at 
mastering reality rather than evading it. | 

Every activity which compels one to consider other individuals or another 
individual is useful in this respect. Naturally, a satisfactory sexual life is 
the primary means of combining direct gratifications with social interests ; 
it is a direct outlet rather than a sublimation. 

Prof. Panconcelli-Calzia, of the Phonetic Laboratories, Hamburg, and Dr. 
Eberhard Zwirner, Psychologist to the Kaiser-Wilhelm Institute for Brain 
Research in Berlin, have called my attention to an especially interesting and 
promising mode of therapy which professes to relieve and even cure neurotic 
reactions by what are primarily indirect means of relieving tension. 

This is the method of Schwerdtner, a Viennese physician, who suggested 
it primarily as a treatment for stammering, and secondarily as a general mode 
of psychotherapy. Schwerdtner put forward his theory in 1926 in the Medi- 
zinische Klinik, No. 8, p. 293; but it was overlooked and neglected until 
Prof. Calzia drew attention to it in a valuable little paper on speech-therapy 
that I am including in my bibliography. 

Roughly speaking, Schwerdtner's treatment consists of a training in 
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‘expressive '" movements and in gesture. He suggests that, phylogenetically, 
gesture and facial “ expressive '" movements preceded speech; later they 
accompanied it and together constituted the “ expressive " reactions. It is 
interesting to note that in this country Sir Richard Paget has suggested that 
speech derives from gesture, and is indeed a result of the tongue pantomiming 
the gestures of the hand. 

In the course of development, speech developed at the expense of its pre- 
decessor—gesture. Civilization has not been favourable to the motor expres- 
sions of emotion, to gesture and facial expression. Convention has repressed 
the muscular expression of emotion, has mechanized muscular action. and 
confined it increasingly to the more mechanical, practical acts of moving from 
place to place and of manipulating objects. 

These movements contain less and less of our emotional psyche, and provide 
less and still less outlet for our emotional life. The result is to obstruct the 
natural and necessary outlets for emotional energy, and inevitably to interfere 
with the harmony of the personality. Inhibitions occur, natural reflexes are 
de-conditioned and neurotic maladjustments of every tvpe may result. 
Although '' expressive ’’ movements are not in themselves adaptive movements, 
they do undoubtedly relieve tension. We can understand how a damming-up 
of them may reinforce the sum-total of conscious anxietv. 

The dissociation of speech from gesture and facial expression tends to break 
up the total “ expressive ” reaction of which all three are components. Con- 
ditioned speech responses are strongly interfered with and, especially in certain 
individuals, innate or situational factors may decide a speech neurosis—that 
is to say, a psychoneurotic reaction with speech symptoms. 

Inadequate ''expressive " reactions may be responsible for affective 
disturbances of every kind, and a psychotherapy is demanded which will 
relieve these inhibitions. Schwerdtner suggests that the most effective 
psychotherapy is through movements which express emotions. 

By directly translating affective states into motor responses we produce an 
immediate catharsis, a catharsis of the affective into the motor. Schwerdtner's 
therapy aims at converting affects into acts, not words or thoughts ; it releases 
katathymic trends that can be released in no other way. Recent interest in 
rhythmic dancing and mime may indicate that we have somehow subcon- 
sciously realized this need of our generation. 

Schwerdtner's methods seem at first somewhat impractical, but I am told 
that in actual practice they are not so. After exercises in balance and co- 
ordination which aim at training the kinesthetic sense and at giving the patient 
a sense of pleasure in the movements of his body, Schwerdtner sets musical 
themes of progressive difficulty which the patient is expected to interpret in 
rhythmic movement. In translating a musical theme into a movement theme 
he is expected to create an interpretation of sorts. This technique obviously 
resembles that which Dalcroze uses for purely musical purposes. A useful 
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addition might be the teaching of an alphabet of mime and gesture so simple 
and natural as to be easily transferable into everyday life. | 

The spade work of the therapy can be relegated to competent lay instructors 
working under medical direction. Progressively, and without self-conscious 
attention to the mode of therapy the patient will learn to create an outlet for 
his inhibited psychic energies, and to project harmlessly on the outside world 
his oppressive complexes. It is an abreaction, a catharsis of the affective 
into the motor which is more valuable than any mere catharsis into words 
could be. 

To a certain degree sport has a similar cathartic action. Presumably this 
is why the Anglo-Saxon races have been able to retain an unusual sanity, 
despite the fact that they commit so many psychological indiscretions. Ball- 
room and rhythmic dancing, amateur theatricals, wrestling, singing and public 
speaking are some of the activities that may be prescribed for the same purpose. 
They are sublimations in the best sense, in that they afford gratification and 
overcome inferiorities at the same time.  Jiu-jitsu, in my experience, is an 
almost ideal sublimation for men. It combines with a training in physical 
and mental poise, and in the ability to relax one's muscles one moment and to 
contract them strongly the next, the advantage of a basic confidence in one's 
physical self. Also it can be taken up at any age by either sex, can be practised 
up to an advanced age, and makes little claim on one's time.’ 

The fourth and last step is—where necessary—to condition more per- 
manently the adaptive activities and outlets that have been found. The 
mere analysis serves to canalize energy, bound up in anxiety, into adaptive 
activities. Where the simple adaptive canalization is not maintained, it will be 
necessary to condition these activities more permanently ; by habit, by the 
tonic effect of success, and the “ virtuous circle ’’ which it establishes, and by 
a maintenance of the '' transference '' for as long as is necessary. 

Incidentally a frank psychotherapy of encouragement or '* moral support "' 
need never be despised. There is no reason to fear the “ transference " 
between patient and psychotherapist. It will be useful in every stage of the 
psychotherapeutic procedure, in the “ exploration ", in the synthesis, and 
especially in the reconditioning. It offers no special dangers, except where the 
psychotherapist himself is in need of the “ transference ". The need for 
esteem is a fundamental one, and the type of psychoneurotic who has the will 
to get better can always do for others what he could never do for himselt. 
Sometimes the ‘‘ moral splinting’’ of the hypnotic or suggestive techniques 
may be useful until the reconditioning has been established. 


Avoiding Stimuli that tend to Maintain Tension. 


If an adequate outlet for bound-up energy cannot be found, then the 
specific stimuli that tend to maintain tension and anxiety must be avoided or 
reduced. 
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In some cases the only practical way left is to mollycoddle the patient. 
Some neurotics will never, under any circumstances, be able to pull their full 
weight in the community. Their metabolic make-up is such that they cannot 
undertake certain obligations which the more ordinary individual must do. 
They have a psyche which requires splinting. If some degree of mollycoddling 
will prevent their becoming a drain on the resources of the community, then 
it is completely justified. 

One must also keep in mind that there are certain neurotics with special, 
rare and valuable gifts which they can only utilize for the benefit of the 
community when it shows them some special consideration. Only a false 
economy would deprive these unstable supernormals of such consideration ; 
to do so would be to squander the intellectual resources of the community. 

À second device for the reducing of nocuous stimuli is the use of drugs that 
raise the threshold of the central nervous svstem against such stimuli. Such 
drugs belong to the first group in Pick and Molitor's classification, namely 
those acting predominantly on the cortex. These can be used to raise the 
threshold to nocuous stimuli. 

Bromides are generally considered to act in this way. Some of Pavlov's 
experiments suggest, however, that they act by increasing the inhibitory 
functions of the cortex. This has not been conclusively proved, and we will 
assume that they blunt the sensory pathways and reduce the number of 
sensory stimuli that reach the individual, among these the nocuous stimuli. 
A slight reduction in their number may enable an over-anxious individual to 
carry on who otherwise could not do so. 

Sir Maurice Craig has recommended bromides in 5-gr. doses for use once a 
day over a period, or even for life. There has long been a prejudice against their 
use because of an alleged dulling effect on the mind. This is no doubt due to 
the popular belief that prolonged administration of the drug in epilepsy causes 
mental deterioration. But this deterioration is just as likely to result, as 
Adie suggests, from the fits, and from an insufficient dosage to completely 
stop the fits. In doses so small as 5 gr. the question of subsequent mental 
deterioration need hardly arise. 

Where an anxiety state is the result and cause of a situational vicious 
circle which may have taken years or even a lifetime to develop, and which 
must take at least months to resolve, bromides in such small doses will help 
to diminish the anxiety of unavoidable conflict. What is lost in sensitiveness, 
if anything, is more than regained in stability. A successful day is the best 
recipe for a restful night. Where this cannot be attained, a morning dose 
of bromide will, by avoiding some of the petty conflicts of the dav, diminish 
the need for an hypnotic at night. 

Although bromides may help to avoid needless conflict and anxiety, thev 
will have little or no effect once depression has set 1n. Bromides ward off 
nocuous stimuli, but cannot relax the bodily tensions induced by such stimuli. 
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Combating Unavoidable Anxiety by “ Supportive " Treatment. 


In the last instance, where bound-up energy cannot be released, or nocuous 
stimuli avoided, it will be necessary to depress and diminish autonomic activity 
by chemical or physical means. 

Chemically this can be done by small doses of drugs belonging to the 
second group in Pick and Molitor’s classification: those that influence the 
cerebro-spinal system via the autonomic centres in the base of the brain. -One 
must remember, however, that drugs of this class act on an area where vital 
centres are in close proximity, and a large dose may have dangerous results. 
One must also remember that although the action of a drug may be pre- 
dominantly cortical or subthalamic, its action does tend, as the dose grows 
larger, to diffuse over the entire nervous system. | The Viennese workers have 
suggested that these drugs act more effectually if combined, and that the 
synergistic effect of small doses of hypnotics of both types is greater than 
that of larger doses of drugs of one type. 

Of the barbitone group, medial, in 2}-gr. doses up to three times a dav, 
can be useful in the supportive treatment of unavoidable anxiety. Sir Maurice 
Craig has advised daily doses of 5 gr. for neurotic, unstable or over-civilized 
women for some months before and after childbirth, as a preventive measure 
against a puerperal psychosis. 

Sandoptal or isobutyl-allyl-barbituric acid is an especially useful member 
of the barbitone group. Empirically it seems to have an almost specific 
effect in relieving anxiety, and is said to be less toxic than other members of 
the group and more easily tolerated by older people. It seems almost to have 
the same effect on anxiety as morphine, but without its drawbacks. In some 
individuals it may cause vertigo. Up to the moment I have found this to be 
the most generally useful drug in the supportive treatment of unavoidable 
anxiety. 

Morphine has a specific effect on anxiety and on the hypertension associated 
with neurotic symptoms, hence the danger of its use by psychopaths. This 
action seems hardly accounted for by its alleged pharmacology as a depressor 
of sensory functions of the cortex, but seems more reasonably accounted for 
by a depressant action on the autonomic system or on afferent autonomic 
terminals in the viscera themselves. | 

Kolb points out that much of the deterioration usually attributed to 
morphine is due more probably to the psychopathic process itself. In his 
experience many addicts have been able to adjust themselves adequately to 
society throughout a normal lifetime without any signs of deterioration. 
Whereas the psychopathic addicts tended to deteriorate, he found that the 
more normal addicts were often able to carry on and support themselves, 
to retain their employment in useful occupations and to gain and keep the 
respect of society. It is probable that deterioration occurring in psychopathic 
addicts is due to a variety of causes, partly to the psychopathic process 
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itself, partly to the taking of very excessive doses from the beginning; in 
certain cases the addiction may have acquired an obsessional significance. 

The use of morphine in melancholia has been unsuccessful. Already with 
the onset of a depression, irreversible mechanisms have been released which 
no chemical means can control. Although the use of morphine has undoubtedly 
helped some psychopaths to adjust, it is ordinarily too dangerous to be used 
for that purpose, except possibly in the hands of an unusually competent 
and daring psychiatrist. Moreover, the discovery of the newer and better 
barbiturates and allied drugs is rendering the risk an unnecessary one. 

Hess has produced experimental evidence suggesting that sleep is the 
result of a parasympathetic or vagal reflex operating via the basal ganglia and 
inhibiting cortical activities. If so, this provides one interpretation for the 
action of the subthalamic group of drugs in the inducement of artificial sleep. 

In Pavlovian terms, drugs of the cortical group influence RS and perhaps 
RP, drugs of the subthalamic group influence the RE, and both are of greatest 
use while anxiety is present and before irreversible mechanisms have set in. 

To leave the chemical methods of reducing autonomic tension, among 
the simpler, often extremely useful physical methods are the following : the 
art of relaxing voluntary muscles, of assuming postures that are economical 
of energy, restful and poised, increasing the amount of sleep up to nine or 
eleven hours a night, the use of hot immersion baths, especially at night, the 
effect of a slightly relaxing or a sunnier climate, and, above all, when 
available, the sun. These are minor regressions that relieve tension without 
leaving a sense of guilt. 

The art of muscular relaxation, or the art of hypotension as it has been 
pretentiously called, has proved useful as an auxiliary method in the treatment 
of stammering, which is in itself a vocal anxiety symptom. It seems reasonable 
to hope that it may be helpful in the treatment of other anxiety symptoms. 
Obviously, however, there are neurotics who require a technique of hvper- 
tension rather than one of hypotension. 

Sleep has its own technique, and it is amazing how a good technique may 
dispense with the need for hypnotics and sedatives where anxiety is present. 
A good coil-spring mattress, a down pillow, sheets and blankets of sufficient 
width not to require tucking in, a double bed for each individual, loose night- 
clothes or none at all, the use of heavy rugs, screens and other anti-noise 
devices; considerations such as these may make all the difference in the case 
of a mild anxiety neurosis. | 

The use of alcohol to control anxiety is a device which has bcen used by 
society for a long time. Although useful as an occasional prophylactic, it 
can hardly be recommended to those whose anxiety 1s already neurotic. 

Thyroid seems to increase autonomic tension, and will, in many people, 
precipitate a paroxysm of anxiety or even an anxiety neurosis. Rapid weight- 
reduction seems to have a similar effect, although a gradual weight-reduction 
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will be an aid to efficiency in more normal people who have an adequate outlet 
for their energy and are not suffering from unusual tensions. A slight degree of 
obesity seems to protect against anxiety. 

The relationship of diet to anxiety states is not clear. A ketogenic diet 
is said to diminish the excitability of the nervous system in epilepsy. On the 
other hand, Cameron and Osman find that nervousness and irritability in 
children is often due to an acidosis associated with a “ glycopenia ’’ due pre- 
sumably to this very diet. As treatment they advise the ingestion of readily 
assimilable carbohydrate in the form of barley-sugar. A craving for sweets is 
common among one type of anxiety neurotic, and may be a defence-mechanism 
if the contention of Cameron and Osman be true. Further research into 
individual biochemical “ constitution " will probably illuminate the role of 
diet in anxiety. 

The “ supportive " treatment of anxiety has of late years been despised 
and neglected, except in mental hospitals, where it has been despised but 
not neglected. Even here, where it is to some extent appreciated, at times 
even abused because of inadequate staff, a patient who has been nursed into 
some semblance of mental health at considerable cost to the community is too 
often sent into the world without a sedative to tide him over the inevitable 
anxiety of the chill transition stage. This is all the more necessary because 
social after-care, the keystone in the treatment and rehabilitation of recoverable 
psychotics, is at present hopelessly inadequate, and is regarded too much as a 
charitable bonus rather than as an integral and critical stage in the treatment. 
Perhaps a little “ rationalization " would be useful here if we are not to be 
unfair both to the mental hospital and to the community. 

Too often, except in children perhaps, anxiety is not immediately removable. 
Especially where economic and social factors are involved, the causes ol 
anxiety persist and the only possible treatment is supportive. 
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Summary and Conclusions. 


The psychiatrist is concerned with four moods or affective-emotional states 
and their permutations and combinations. | 

These four moods may be considered in terms of conflict; anxiety as 
unsolved conflict, elation as solved conflict, depression as unsolvable contlict, 
apathy as the most complete solution of conflict. 

Conflict may be considered in teims of the tensions interacting to cause 
conflict and the balance between such tensions. In anxiety the tension is a 
rising one, in elation it is a falling onc, in apathy it is low and is continuously 
being discharged, in depression it is extremely and continuously high and 
amounts to a sort of spasm. 

In this paper it is suggested that in our present state of knowledge these 
tensions may reasonably and profitably, 1f somewhat speculatively, be con- 
sidered to be metabolic, visceral and autonomic tensions. 
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The interpretation of anxiety as an energic problem, due to metabolic, 
visceral and endocrine hypertensions, leads us to formulate a plan of treatment 
in general terms : 

(1) The problem at hand must be resolved clearly into terms of anxiety. 
This may be very simple, or may require the full resources of the psycho- 


analytic technique. 

(2) An adequate outlet, not conflicting with social demands, must be found 
for the energy that is bound up in the anxiety ; that is to say for the segment 
or instinctive activity under greatest tension. 

(3) Failing this, the individual must be “cotton-woolled " and spared 
anxiety-producing and tension-increasing stimuli. n 

(4) As a last resource, " supportive " treatment must be used to combat 
anxiety which is completely unavoidable; this, by diminishing the total 
energy of the individual, relieves the painful hypertension of individual segments 
Or viscera. 

Of the four steps in treatment, the last two are far from ideal, but, under 
present conditions, often enough the only methods available. In any case, 
it is unwise to despise or neglect anvthing that may help to diminish the 
particular form of anxiety and conflict that is doomed to lead nowhere; for 
the problem of anxiety 1s after all the problem of unhappiness. 
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Medico-Legal Notes. 


REx v. HARRY TUFFNEY. 


THIS case was tried at the Central Criminal Court on September 20, 1934. 

The accused, a mechanic, æt. 36, was charged with the murder of Edith 
Kate. Longshaw, by striking her on the head with a chopper on June 3o. 
On that day he went to a police station and said, “ I have had my head over 
a gas-ring since 4 o'clock, but it is no use. I have killed my girl. Here is the 
key of the bedroom door’’. Later he made a statement, in which he said, 
“ I did this because she was going to live with a man. I sat on the bed and 
struck her once with the chopper. It was instantaneous death. I tried to 
gas myself for four hours, but I suppose the gas would not do because I had 
drunk too much whisky ". The facts do not appear to have been disputed, 
and the defence was that of insanity. 

Evidence was given that there was a history of insanity in Tuffney's familv. 
A letter to his sister was read, in which he said that he was “ not insane '', 
that he had intended to marry the deceased woman, but that he had found 
a letter from another man with whom the woman had arranged to live. The 
letter continued, “ I made up my mind that if I did not have her nobody else 
will. For her to decide to live with this other man, I am going to bar it "'. 

The accused stated, in evidence, that he had found two letters of the kind 
mentioned above. He and the woman drank some whisky, and he suggested 
that they should gas themselves. They went to bed, but he got up about 
3 a.m. and saw a chopper lying under the bed and took hold of it. Then 
" a blankness '" came over him. When he “ came to ” he was lying over her. 
He then attempted to gas himself. He intended to kill her with the chopper, 
but doing so did not “ seem wrong ” to him. 

Suggestions were made as to alleged peculiar incidents in Tuffney's previous 
history, one of these being that he had attempted to kill a former wife, from 
whom he was later divorced. His sister stated that she had seen him in 
prison, when he had “ rambled in his speech ". Dr. George Douglas Morgan 
said that Tuffney was, in his opinion, suffering from mental disease, and might 
have been in a state of temporary insanity when the act was committed. On 
the other hand, Dr. H. A. Grierson, Medical Officer of Brixton Prison, said 
that he had found nothing to indicate that Tuffney had suffered from insanity. 
The jury rejected the defence of insanity. Tuffney was found “ Guilty '" and 
sentenced to death. 
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Defences based upon the second part of the McNaghten criterion (knowing 
the “ nature and quality ” of the act, but not knowing that it was “ wrong ’’) 
are always difficult to establish. In the present case the reported evidence 
of such a mental state does not appear to have been very convincing. 

M. HAMBLIN SMITH. 


A CASE of some interest is reported as having been tried at a petty sessional 
court in the south of England on September 14, 1934. The accused person 
was a single woman, æt. 50 years, of good social position and education. Having 
regard to the termination of the case, it is desirable to preserve anonymity. 
She was charged with the theft of £45 from a friend; the latter had placed 
that sum, mainly in bank-notes, in a drawer, and had been visited shortly 
after by the accused. Some days later the accused cashed two of the stolen 
bank-notes at a hotel in a distant town. When interviewed by the police, she 
appears to have given more than one explanation of her possession of the 
money, but she later stated that she had yielded to a “sudden temptation ”’. 

For the defence it was stated that the accused, who was not in straitened 
circumstances, suffered from a morbid condition of mind, owing to which she, 
from time to time, gave way to stealing. The condition was known to her 
family. Restitution of the money would be made. She was willing to enter 
a mental hospital as a voluntary patient. A doctor stated that he had, for 
some time, regarded the accused as suffering from a “ mental twist ”, but he 
had no previous knowledge of acts of stealing. A morbid impulse to steal, 
otherwise termed ‘ moral insanity ", was not uncommon in women. He 
thought she would improve under treatment. 

The accused was bound over for twelve months, on condition of placing 
herself under medical treatment. 

That cases of such morbid impulse do occur is, of course, well known. 
But itis patent that they must be dealt with most cautiously. In this particular 
instance, as in other similar cases, the existence of the trouble is stated to 
have been known to the patient's friends. But no steps are taken until the 
matter is rendered urgent by legal proceedings. M. HAMBLIN SMITH. 
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Modern Man in Search of a Soul. By C. G. JUNG. Translated by W. S. 
DELL and Cary F. Baynes. London: Kegan Paul, 1933. Demy 
8vo. Pp. x + 282. Price ros. 6d. 


Readers of Jung have learnt to expect from him that depth of under- 
standing and charm of style that already characterized his earlier works, and 
in this volume they are hardly likely to be disappointed. We have here a 
collection of essays that is Jung at his best, with the additional advantage 
that many subjects concerning which he had written before are now recon- 
sidered in the light of his more recent, maturer views. 

The first chapter, on dream analysis, includes reference to the ‘‘ prophetic "' 
nature of dreams and the moulding, purposeful influence of the unconscious 
upon the conscious. The question of symbolism is dealt with, and stress laid 
on the fact that phallic emblems really transcend mere sexuality itself in that 
they stand for a vaster mana concept of fertility and potency. Fixed symbols 
express that which eludes conceptual definition. 

The several stages of therapy come next. The first is that of confession 
and the bringing up of the repressed. But as this leads to the uncovering of 
much that may have never properly belonged to consciousness at all, trans- 
ference phenomena occur that necessitate entering the second stage, that of 
explanation. This stage is represented by the Freudian standpoint, but in the 
case of non-initiative, non-moral people, who are unable to use their newlv 
acquired knowledge of themselves so as to achieve a unified outlook and 
behaviour, the third stage, education, becomes necessary, in which a guidance 
of the patient is carried out such as the Freudians would refuse to undertake. 
Finally, certain people are in need of a fourth stage. For those whose neurosis 
was the result of abnormality the third stage may suffice. But some natures 
become neurotic not because they are not normal but because they are oniy 
normal, that is, average. In other words, certain urges are present in them, 
certain buried aspirations, racial values and patterns of thought, and to bring 
them to light and enable them to guide the individual into the path that fits 
him best there is required the further stage of transformation. Such an 
individual has to be transformed from '' average ” into “ beyond-average "’, 
but the difficulty here is that the physician must undergo these same trans- 
formations himself, with the patient, if he is to be of any help at all. 

. In chapter IV, on the aims of psychotherapy, are found several valuable 
reminders. One is the need for distinguishing between the aims of youth 
(life and development) and those of old age (peace and the gradual detachment 
from life). Another is the difficulty of choosing between Freudian and 
Adlerian explanations, the former being more applicable to the worldly 
successful, pleasure-seeking man, and the latter to the unsuccessful inferior 
person. In the event of inadequate explanations being advanced, the verv 
resistance of the patient to such explanations provides a.useful sign-post. 
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The physician must not have too fixed a goal; he must not pre-suppose, 
but must be guided by the patient at every step. 

The chapter on the psychological theory ot types contains little new. Ir» 
the next one (on the stages of life) a contrast is drawn between the emergence 
from unconsciousness that characterizes youth and the return to unconscious- 
ness that occurs after middle age, this return being accomplished via the 
renewed acceptance of such collective archetypes as the belief in survival after 
death and the relinquishing of the goals of life. 

Next comes an important introduction to Jung's concept of spirit. He 
views human nature from a dualistic standpoint, and to that principle which 
accounts for moral purpose and is always coming in conflict with instincts he 
applies the term spirit. The instincts— be they sexuality or will-to-power— 
are for ever coming into collision with something that is not instinct, the 
techniques of ritual and magic being attempts to resolve this conflict. And 
though neither instinct nor spirit can in the last analysis be actually under- 
stood, yet to describe either in terms of the other by no means provides a 
way out. Natural science is an attempt at understanding the human psyche 
from without—from the external world ; gnostic religions would draw know- 
ledge of the cosmos from within; both points of view are based upon one 
aspect, but one only, of the complete duality of the world, with its inner and 
outer realms, and man would seem to be standing between these two realms, 
facing first this way and then that, without being able to achieve a united view 
of both. Yet in either realm we can always see the shadow cast by the other ; 
for instance, the enthroned super-ego of psycho-analysis is only Jehovah in 
psychological guise, and is similarly determined by the inner spiritual need for 
values other than the empirical. 

The discussion of archaic man in chapter VII is of interest if only because it 
links up with the ethnological approach. Jung believes that primitive man 
does not (in contrast with the view of the French school) think or evaluate 
differently from civilized man, and it is merely that his assumptions are 
different. We moderns insist on natural (predictable) causes, and yet have to 
admit chance. To native man all is “ chance ", only he calls it arbitrary 
power. His collective beliefs on the matter are the expression of what might 
be termed a collective soul, in contradistinction from the individual soul, the 
gift of which is symbolized by baptism. It is in this chapter that Jung most 
nearly reaches the view that the human psyche is the expression of a trans- 
cendental force, of which ghosts and ancestral spirits are symbols. 

In the interpretation of literature (which occupies the next chapter) Jung 
describes two stages—(a) the analysis of the vision, and (5) the analvsis o1 the 
visionary. The latter represents the Freudian approach, but the former— 
without which no interpretation of art would be complete—requires the 
concept of archetypes in order to give the vision independent meaning. Art 
exists in itself, and is not only the result of the artist's unconscious, and its 
universal affectiveness is only to be explained on the basis of a " participation "' 
resulting from universal archetvpes. This theme is further developed in 
chapter IX, where Jung argues the existence, in its own right, of the spiritual 
(in the shape of a collective unconscious), determined not by physical environ- 
ment, but by immortal and unspatial inheritance. 

Chapter X, on “ Modern Man "', is of special interest. * Modern " Man is 
rare—while the jargon-bandering pseudo-moderns are legion—tor to be really 
modern in the sense of standing for the advance line of human progress, a man 
must be more “ conscious ”’ than the rank and file, more aware of universal 
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values, and thus released from the “ participation mvstique’’ that binds the 
crowd together; hence is he of necessity solitary, standing alone in front of 
*the human vanguard, on the brink of the unknown, attempting to glimpse in 
the future what is totally invisible to the still semi-unconscious masses behind 
him. 

Such a man will be highly evolved, and because of his enlarged consciousness 
his spiritual needs will no longer be satistied by mere collective symbols. 
Religions, being the externalized form of spirituality, satisfy the spiritual 
aspirations of the herd, but not of modern man. He has outgrown them ; he 
is too conscious of their unconscious determinants, and so he turns away from 
established religions. The spiritual problem of modern man is thus due to 
the collapse of the old expressions of spirituality, and to his attempts at finding 
new expressions of the eternal values within him. The lawless groping so 
characteristic of the present age is not only an irresponsible welcoming of the 
most dangerous possibilities ; it is also an earnest effort at mitigating spiritual 
distress by bringing more meaning into life through unprejudiced experience. 
In this groping Jung sees the subtle influence of the East, for the East has 
ever exalted the very subjective forces that the scientific West has progres- 

- sively denied. 

In chapter XI a discussion on the respective roles of psychotherapists and 
clergy concludes this fascinating book, the reading of which leaves one the 
richer for many new ideas, though perhaps a little saddened at the inscrutable 
ways and inexpressible nature of man’s living spirit. 

Little criticism could possibly be levelled at this particular book; any 
disagreement would be with the fundamental view-point of analytical psvcho- 
logy rather than with this description of it. Besides, it is always difficult to 
criticize Jung, for he has a way peculiarly his own of urging his reader to keep 
hold of common sense while all the time insidiously and persuasively sweeping 
him off his feet. But to suffer such treatment at the hands of this accomplished 
writer cannot be anything but a pleasure—an opinion that will doubtless be 
endorsed by all who read these essays on subjects that must be of no little 
moment to all thinking men and women of to-day. 

J. ERNEST NICOLE. 


Human Sterilization To-day. Cora B. S. Hopson, F.L.S. Forum Series 
No. 19. Watts € Co. Pp. viii + 56. 


“ This little book is really a co-operative work ” is the opening sentence of 
the foreword of Mrs. Hodson's book, but the greatest collaborator is clearly 
Mrs. Hodson. The book is the result of the authoress's own investigations in 
various parts of the world in which sterilization laws are in force. 

The opening chapter gives a popular and simple account of sex physiologv 
and methods of sterilization. The authoress then passes on to evolution and 
preventive medicine. She draws attention to the death penalty for assault 
and theft being one method by which insane inheritance was prevented. This 
penalty was given up in the middle of the nineteenth century. One might 
add that such a penalty prevented, in addition, the inheritance of mental 
defect. 

Although sterilization as a medical measure appears to have been first used 
in Europe, the authoress describes first its initiation in the United States. 
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The small number of operations performed in some States, e.g., [ndiana, 
217 in 25 years, Iowa, 94 in 22 years, Washington (habitual criminals only), 
30 in 22 years, is striking, but the total number performed in 26 States up to 
1933 numbered 16,000. On the other hand, in California about 6,000 opera- 
tions were performed in 19 years; but this was due to the compulsory law 
being used as a voluntary measure. Mrs. Hodson concludes from a survey 
of all the States that compulsion in practice prevents operations, and does 
not, as would at first sight be imagined, promote them. In California the 
authoress interviewed mental specialists, court judges, probation officers, 
police authorities, women on state boards and teachers, and found every- 
where satisfaction with the working of the sterilization system. There was no 
evidence, under careful supervision, of increase in sex-laxity. The State 
Officer of Health emphasized the very considerable saving in relief expenditure 
due to the decreasing number of births of children requiring state support. 

In Denmark eugenic sterilization is legally permitted for the feeble-minded 
and those who have committed several sexual outrages. Consent is asked for 
from the parents or guardians, and each case must be sanctioned by the Minister 
of Health and the Minister of Justice. Sterilization is carried on fairly widely 
amongst the wealthier classes, who can obtain the operation privately. 

Switzerland, where sterilization was begun by Forel about fifty years ago, 
had no legislation dealing with the matter until 1929, when the Canton of 
Vaud passed a law. The law throughout Switzerland, as in other countries, 
states that an operation is legal solely on therapeutic grounds, but there is an 
enlightened use of the term ''therapy ". As medicine becomes preventive, 
so heredity, where a cause of disease or defect, may be combated by operation. 
The legal authorities have adopted this view, so that eugenic sterilization 
requires no legal authorization. Before an operation is performed the patient 
is examined by a specialist under the cantonal health authority and the 
cantonal psychiatrist. In addition, the patient signs a request for the 
operation. The documents are kept for ten years, after which no action may 
be brought. Surgical abortion is also performed on grounds of heredity. 

In Germany compulsory sterilization has been in force since January I, 
I934. Conditions listed as hereditary are inborn mental deficiency, schizo- 
phrenia, manic-depressive insanity, hereditary epilepsy, Huntington's chorea, 
hereditary blindness, hereditary deafness and severe hereditary physical 
abnormality. In addition, persons suffering from severe alcoholism may be 
sterilized. 

Local eugenic boards under supervision courts deal with the cases. The 
Courts consist of medical and legal representatives. Appeal can be made to a 
higher court within one month.  Sterilization can be performed only by an 
approved doctor. Strict privacy is enjoined. 

Criminals are only sterilized if thev are included in the above list of diseases. 
Carriers of defect or disease cannot be sterilized. 

The eugenic boards are reported as working carefully on the whole. In 
some areas 509. of cases sent for sterilization are rejected. 

Alberta and British Columbia have passed sterilization laws. These laws 
refer to the sterilization of patients discharged from mental hospitals. Acts 
for sterilization are reported as coming before the parliaments of Sweden, 
Norway and Finland. 

In England sterilization has been and is being carried out for therapeutic 
and eugenic reasons in Birmingham and Leicester. 

The authoress deals with the Brock Report, publishing small extracts and 
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comments upon it. Finally, she closes the book with a chapter upon social 
ideals and progress. 

The book is well written, simple to read and convenient in size. The 
absence of an index is unfortunate and the number of pages too few. We 
would have appreciated many more pages of a similar nature. 

G. DE M. RUDOLF. 


———— 


A Survey of the Science of Psychology. By J. R. KANTOR, Professor of 
Psvchology, Indiana University. Bloomington, Indiana: The Prin- 
cipia Press, Inc., 1933. Pp. 564. Price $3.75. 


American text-books on psychology are often amazingly complicated 
things, the complexity, of course, being at the wrong place. Their authors 
seem to delight in a special kind of circumlocution. Instead of “ growth "', 
they may talk of “behaviour development and reactional performance in 
societal periods ’’ ; instead of " perception ” they talk of “ precurrent identi- 
fying and discriminative reaction systems”. Thereby two purposes are 
served. They hide the truth from themselves, and they supply an abundance 
of talk for lecture purposes. Perhaps if American psychologists had to lecture 
less, their psychology would become more sensible. 

The present book of 564 pages is full of new terms—“ interactional set- 
ting '", " inapparent stimulus function ’’, “ stimulational media "', ‘‘ reactional 
biography ", "'suprabasic conduct”, ''contingential interactionalism ", 
'" memorial behaviour segments '"', “ bistimulational behaviour ”, and so on. 
Correspondingly, the psychology actually taught is scanty to the highest 
degree, vague, hurried and unsound. 

On the other hand Kantor does apply, and tries to stick to, the one prin- 
ciple that he allows himself in psychology—that of organismic interactionalism. 
This is a new brand of behaviourism ; but, unbelievable as it may seem, out 
of the 564 pages only one is given to a description of this “ new ” principle. 
And, moreover, on this one and only page not a single line tells us anvthing 
positive about it. Kantor proceeds as follows: First a brief description is 
given of ‘‘ mentalistic '’ psychologies (p. 17). Mentalism, according to Kantor, 
is always dualistic. There is a mental part, and a physical or non-mental 
part. On the other hand, behaviourism concerns itself exclusively with the 
non-mental part. Organismic interactionalism, however, bridges the gap 
between mentalism and behaviourism, without being mental at all—or so 
Kantor believes. But the subterfuges and rationalizations which Kantor has 
to employ in the name of science to buttress his viewpoint would be a matter 
for humour were it not that these views have, presumably, to be inflicted on 
the tender minds of students. 

On p. 19, the one and only page I have referred to above, Kantor tries 
to describe the nature of organismic interactionalism in terms of '' genetic 
building up of mutual interactions ". '"' The child knows how to multiply 
because he has previously interacted with different combinations of the 
multiplication table." The only other positive hint is given in terms oí 
introspection. “‘ Introspection is merely observing one's own interactions 
with things instead of some other person's (sic). Just as the physiologist can 
observe his own changes in temperature, pulse-rate, and metabolism, so the 
psychologist can study himself as he remembers, perceives, thinks, and feels." 
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Which, as Kantor understands this sentence, is simply what introspection is 
not. 

Organismic interactionalism seems to mean this. If I am fighting a man, 
then my actions are followed by reactions on the part of the opponent. Not 
only does a stimulus lead to a response (S>R) as in behaviourism, but the 
response reacts on the stimulus (S<«->R). It is believed by Kantor that this 
two-ended arrow is the secret which opens the flood-gates of science on the 
barren lands of mentalism and behaviourism. This little dodge allows Kantor 
to think of interaction as synonymous with adjustment, the secret of mentalism. 
Instead of which it merely begs the question of mentalism. Thus, I only have 
to hear thunder, or see a stone, and the principle of interaction breaks down. 
For, certainly, a realist like Kantor can scarcely expect my responses to react 
on the thunder qua object. Sensations, he says, “ are only names for the 
colours, sounds, and other qualities of things. Calling these qualities experience 
does not make them psychic". The clouds hold the thunder, and the sky its 
blue ; equally too, no doubt, the feather will hold its tickle, and the razor the 
pain that hurts me when it cuts me. Had Kantor been an idealist, of course, 
‘his interactionism would mean idealism itself. It is this truth that his long 
dissertation on stimulus and response is hiding. 

As for the facts that the students are expected to assimulate, they are 
superficial and amateurish indeed. It is hard to believe that anyone could 
write about memory as Kantor does on p. 231. It is hard to believe that any- 
one could survey psychology without once mentioning the word '' conation "' 
(abominable though the word is). The misguided tendency to classify ad lib., 
shown in the author's treatment of topics like knowing, imagination, dreams, 
etc., can only confuse the student. There is complete absence of any prin- 
ciple, other than this trifling one of interactionism, throughout the book. 
In spite of its sincerity, which cannot be doubted, the book is not one upon 
which a student should begin his studies. WM. STEPHENSON. 


The Mind and its Body. By CHARLES Fox. London: Kegan Paul, Trench, 
Trübner & Co., Ltd., 1931. Pp. 316. Price 12s. 6d. 


It is a brave man who suggests that he has something new to say about 
the body-mind problem, particularly if he does not look to see whether the 
same thing has been said many times before. Prof. Fox, however, makes 
the attempt, and if his book has to be taken seriously, then one can 
only criticize it in the same spirit. To a most unusual degree, Prof. Fox 
manages to begin his Chapters with views that would be tenable to most 
English psychologists, only to distort them by unwarranted conclusions and 
hasty generalizations. In one breath he seems to have got hold of psycho- 
logical ideas in a sound way, but in the very next he gasps out a denial of 
what he has just affirmed. 

The main, and admirable, theme of the book is that purely psychological, 
and not physiological or mechanistic concepts should govern psychology. 
The shortcomings of reflexology are amply described (in Chapter 1). Yet, in 
the same chapter Fox uses the self-same reflexological notions. There is 
also an extraordinary conclusion on p. 49 to the effect that “it is pre- 
posterous to suppose that there is any psychological ground for the belief 
that inhibition or suppression can be detrimental to the organism. Yet the 
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comments upon it. Finally, she closes the book with a chapter upon social 
ideals and progress. 

The book is well written, simple to read and convenient in size. The 
absence of an index is unfortunate and the number of pages too few. We 
would have appreciated many more pages of a similar nature. 

G. DE M. RUDOLF. 


A Survey of the Science of Psychology. By J. R. KANTOR, Professor of 
Psychology, Indiana University. Bloomington, Indiana: The Prin- 
cipia Press, Inc., 1933. Pp. 564. Price $3.75. 


American text-books on psychology are often amazingly complicated 
things, the complexity, of course, being at the wrong place. Their authors 
seem to delight in a special kind of circumlocution. Instead of '' growth ’’, 
they may talk of ' behaviour development and reactional performance in 
societal periods ° ; instead of “ perception °’ they talk of “ precurrent identi- 
fying and discriminative reaction systems”. Thereby two purposes are 
served. They hide the truth from themselves, and they supply an abundance 
of talk for lecture purposes. Perhaps if American psychologists had to lecture 
less, their psvchologv would become more sensible. 

The present book of 564 pages is full of new terms—“ interactional set- 


€t 


ting”, “ inapparent stimulus function ’’, “ stimulational media "', ‘‘ reactional 
biography ", "suprabasic conduct", "'contingential interactionalism ”’ 
" memorial behaviour segments '', '' bistimulational behaviour ”, and so on. 


Correspondinglv, the psychology actually taught is scanty to the highest 
degree, vague, hurried and unsound. 

On the other hand Kantor does apply, and tries to stick to, the one prin- 
ciple that he allows himself in psychology—that of organismic interactionalism. 
This is a new brand of behaviourism ; but, unbelievable as it may seem, out 
of the 564 pages only one is given to a description of this “ new ” principle. 
And, moreover, on this one and only page not a single line tells us anything 
positive about it. Kantor proceeds as follows: First a brief description is 
given of ‘‘ mentalistic " psychologies (p. 17). Mentalism, according to Kantor, 
is alwavs dualistic. There is a mental part, and a physical or non-mental 
part. On the other hand, behaviourism concerns itself exclusively with the 
non-mental part. Organismic interactionalism, however, bridges the gap 
between mentalism and behaviourism, without being mental at all—or so 
Kantor believes. But the subterfuges and rationalizations which Kantor has 
to employ in the name of science to buttress his viewpoint would be a matter 
for humour were it not that these views have, presumably, to be inflicted on 
the tender minds of students. 

On p. 19, the one and only page I have referred to above, Kantor tries 
to describe the nature of organismic interactionalism in terms of '' genetic 
building up of mutual interactions ". “ The child knows how to multiply 
because he has previously interacted with different combinations of the 
multiplication table." The only other positive hint is given in terms of 
introspection. ''Introspection is merely observing one's own interactions 
with things instead of some other person's (sic). Just as the physiologist can 
observe his own changes in temperature, pulse-rate, and metabolism, so the 
psychologist can study himself as he remembers, perceives, thinks, and feels.”’ 
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Which, as Kantor understands this sentence, is simply what introspection is 


| not. 


Organismic interactionalism seems to mean this. If I am fighting a man, 
then my actions are followed by reactions on the part of the opponent. Not 
only does a stimulus lead to a response (S — R) as in behaviourism, but the 
response reacts on the stimulus (S«— R). It is believed by Kantor that this 
two-ended arrow is the secret which opens the flood-gates of science on the 
barren lands of mentalism and behaviourism. This little dodge allows Kantor 
to think of interaction as synonymous with adjustment, the secret of mentalism. 
Instead of which it merely begs the question of mentalism. Thus, I only have 
to hear thunder, or see a stone, and the principle of interaction breaks down. 
For, certainly, a realist like Kantor can scarcely expect my responses to react 
on the thunder qua object. Sensations, he says, " are only names for the 
colours, sounds, and other qualities of things. Calling these qualities experience 
does not make them psychic ". The clouds hold the thunder, and the sky its 
blue ; equally too, no doubt, the feather will hold its tickle, and the razor the 
pain that hurts me when it cuts me. Had Kantor been an idealist, of course, 
his interactionism would mean idealism itself. It is this truth that his long 
dissertation on stimulus and response is hiding. 

As for the facts that the students are expected to assimulate, they are 
superficial and amateurish indeed. It is hard to believe that anyone could 
write about memory as Kantor does on p. 231. It is hard to believe that any- 
one could survey psychology without once mentioning the word *'' conation " 
(abominable though the word is). The misguided tendency to classify ad lib., 
shown in the author's treatment of topics like knowing, imagination, dreams, 
etc., can only confuse the student. There is complete absence of any prin- 
ciple, other than this trifling one of interactionism, throughout the book. 
In spite of its sincerity, which cannot be doubted, the book is not one upon 
which a student should begin his studies. WM. STEPHENSON. 


The Mind and its Body. By CHARLES Fox. London: Kegan Paul, Trench, 
Trübner & Co., Ltd., 1931. Pp. 316. Price 125. 6d. 


It is a brave man who suggests that he has something new to say about 
the body-mind problem, particularly if he does not look to see whether the 
same thing has been said many times before. Prof. Fox, however, makes 
the attempt, and if his book has to be taken seriously, then one can 
only criticize it in the same spirit. To a most unusual degree, Prof. Fox 
manages to begin his Chapters with views that would be tenable to most 
English psychologists, only to distort them by unwarranted conclusions and 
hasty generalizations. In one breath he seems to have got hold of psycho- 
logical ideas in a sound way, but in the very next he gasps out a denial of 
what he has just affirmed. 

The main, and admirable, theme of the book is that purely psychological, 
and not physiological or mechanistic concepts should govern psychology. 
The shortcomings of reflexology are amply described (in Chapter 1). Yet, in 
the same chapter Fox uses the self-same reflexological notions. There is 
also an extraordinary conclusion on p. 49 to the effect that “it is pre- 
posterous to suppose that there is any psychological ground for the belief 
that inhibition or suppression can be detrimental to the organism. Yet the 
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psycho-analysts think that all the ills that the mind suffers from originate 
in suppression ” (p. 49). Surely it is not repression, but the failure of it, that 
leads to some of the ills that the mind suffers from. 

Chapters on Temperament, Mental Energy, and Instinct and Custom 
begin well, but end disastrously. Thus, the weaknesses in McDougall's 
account of instincts like the parental and the sexual are considered. Indeed, 
Fox really believes that he has discussed these two instincts very fully (p. 4). 
The conclusion is drawn that “ the notion that instincts are inborn must be 
abandoned. In their place we must assume that custom or habit is not onlv 
the great regulator of human activity but provides its motive force ” (p. 4). 
This, another example of Fox's shifting psychological foundations, is a state- 
ment that only behaviourists can make, and, to judge from other parts of the 
book, Fox is not a behaviourist. The fact about instincts is surely rather 
that they required further analysis after McDougall’s initial account of them, 
to remove the chaff from the grain of instinct, and that this further analysis 
is already being fostered by psycho-analysts and others. Similarly, because 
there are difficulties in the way of testing for temperament, Fox has to conclude 
that to understand a man's temperament we “ need the outlook and method 
of approach, not of the scientist but of the dramatist ". That is, Fox would 
put gross intuition in the place of science—a case, it would seem, of cutting 
off one's scientific nose to spite one's face. 

But perhaps the most puzzling chapter for most readers will be that en- 
titled '' A Great Illusion ” (Chapter IX). The great illusion, according to 
Fox, is mental imagery. It is quite false, he suggests, to believe that we 
experience images. All that happens is that we misinterpret affective and 
conative experiences for cognitive impressions (p. 222). Just as we talk of 
the “raging sea ” or the " happy fields" (empathy), thereby projecting our 
feelings on outside objects, so also when we fondly believe we are experiencing 
images, we are merely projecting cognition on lived feelings and conations. 
And, just as the sea is not raging, and the fields are indifferent to happiness, 
so also our mental images are not pictures. We only delude ourselves that 
they are. Believing this, it is natural that Fox should wish to draw a sharp 
distinction between mental imagery and hallucinations and dreams (p. 2001. 
This is effected by supposing that the sense-organs operate in dreams and 
hallucinations, but not in imagery (or what we think is imagery). Along the 
same lines, according to Fox it is quite a mistake to suppose that sensations 
are purely mental, although it is admitted in the next breath that sensations 
are the means by which the mind apprehends objects—a purely subjective 
act (p. 209). Here again, in this treatment of dreams and sensations, Fox 
is dyed in the deepest colours of sensism, against which, in other parts of the 
book, he is in energetic revolt. 

I believe that Fox is confused about imagery. Not long ago, we know, 
psychologists were divided into structuralist and functionalist camps. There 
were those, the structuralists, for whom thought and ideas could not exist 
without images, nor images without sensations. Thus, Titchener considered 
that his thoughts of '' infinity ’’ depended on kinesthesis : 

" The kinesthetic symbol for infinity is found in the tendency to 
prolong the word, this prolongation being accompanied by a distinct 
impression of projecting it from the mouth, and then following this 
projected word by definite bodily movements’’ (quoted by Spearman, 
The Nature of Cognition, p. 177). 

But one only has to read the classical analysis of the facts of this matter bv 
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Spearman (ibid., Ch. XII) to find that far from images being essential to 
thought, they do not even help thought. Images, indeed, are little more 
than the waste products of thought (ibid., p. 192), and “ Thinking seems no 
more based on them (images) than the heat of the fire is derived from its 
smoke" (ibid., p. 192). The great illusion that Fox should have dispelled is 
that of believing that sentience and imagery are essential to thought. In- 
stead, running to the other extreme, he tries to prove that images do not 
exist. Moreover, to prove that they do not exist, he swallows wholesale the 
very structuralism that he might have denied, and against which in other 
places in the book he soundly inveighs. 

On the subject of mind and body Fox is an idealist for the former (when 
it suits him), and a realist for matter itself. But thoughts and ideas, he 
contends, are dependent solely on the subject or ego, and not on matter. 
Then, hey presto, since thought is immaterial it is immortal, and from egos 
we move to souls! After leading us through 300 pages of writing, all that 
Fox has to offer us is a rebirth of the psychology of souls and their immor- 
tality. It is even seriously suggested that a book might be written on the 
immortality of souls. Fov pour devoir: but it is merely another example of 
the ambivalency that is so marked in this book. Having castigated faculty 
psvchology elsewhere, Fox here, in medievalism, laps it greedily up. The 
facts are that, regarded scientifically, one's ego is built up out of thought and 
behaviour, out of motives, feelings, volition, and the individual's contact with 
reality. Matter and mind, Fox believes, are completely separable: ‘‘ the 
subjective and the objective aspects of existence are irreconcilable '' (p. 6). 
This may be so, but perhaps something might have been learnt from the 
physicists whom Fox so frequently quotes. The physicist is learning that the 
true reality is a svstem of waves with aspects of freedom—in the psychological 
sense of the word '' freedom". If one wants to be up to date, this might have 
been considered as a basis of a scientific theory of mind and reality. 

The book, then, is a mixture of good and bad parts. It is written in a 
vivid and stimulating vein, and is eminently readable. But it must be read 
critically. It has nothing new to tell us about either the body or its mind, 
but, if care is taken to select the appropriate parts, it gives a good elementary 
introduction to some modern tendencies in psychology. References are 
appended for each chapter: but again these are often by no means the best 
references to the subject-matter of the chapter. It 1s astonishing, for instance, 
that anyone can write about volition nowadays without referring to Aveling’s 
work, and about cognition without referring to Spearman's work. It is as 
though one were to write a history of the electron without mentioning Sir’ 
J. J. Thomson, or an account of antisepsis without mentioning Lister. 

WM. STEPHENSON. 
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Part III.—Epitome of Current Literature.* 


1. Anatomy and Physiology. 


Neuronism or Reticularism ? [c Neuronismo o veticularismo ?]. (Arch. de Neuro- 
biol., vol. xiti, pp. 218 and 579, 1933.) Ramin y Cajal, S. 


This profusely illustrated article deals with the objective evidence of the ana- 
tomical unity of the nerve-cells. In spite of the strong evidence in favour of the 
doctrine of the discontinuity of the constituent elements of the grey matter, we 
occasionally meet with a reappearance of the reticular theory. Owing to the work 
of Held and his disciples, we are now confronted with a recrudescence of the 
continuity hypothesis. The reticular theory is attractive to certain minds, because 
it offers a simple explanation of the transmission of nervous impulses ; this simplicitv 
is, however, more apparent than real. 

The author reviews the history of neuronism, commencing with the work of 
His and Forel, who first enunciated the view that the expansions of the nerve- 
cells terminate freely. He passes to a discussion of the varieties of neuronal 
synapses. He then considers the axio-somatic connections, and deals with certain 
objections which have been raised by Golgi, Bielschowsky and Held. Special 
attention is given to the nerve-endings in the organ of Corti and in the retina. 
In all his preparations the author has never found a pre-ganglionic fibre, whether 
typical or atypical, in continuity with the network of the dendrites or of the 
cellular body. A second part of the paper deals with neurogenetic unity as a proof 
of the thesis which the author maintains, and considers the theory of auto-regene- 
ration in the restoration of divided nerves. M. HAMBLIN SMITH. 


The Causes and Mechanism of Histolysis of the Nervous System [Algunas considera- 
ciones sobre las causas y el mechanismo de la histolisis del sistema nervioso.. 
(Arch. de Neurobiol., vol. xiii, p. 693, 1933.) Sánchez y Sánchez, D. 


The cause of physiological histolysis, whether in insects or in vertebrates, is 
that of metamorphosis. It is brought about when the organism exchanges the 
larval for the final state. The mechanism of histolysis of the nervous system is 
similar to that of other tissues. The elements destined to disappear, whether 
finally or in order that they may be replaced by others, perish by means of the 
- action of the surrounding fluids, and their products are absorbed by the phagocytes, 
eliminated by the ordinary channels, or incorporated into the new formations. 

M. HAMBLIN SMITH. 


The State of Potassium in the Central Nervous System and its Dependence upon the 
State of Excitation. (Arch. Exper. Path. Pharmakol., vol. clxxv, pp. 85-01, 
1934.) Pichler, E. 


The potassium in the central nervous system (frog and cow) is present in at 
least three forms; one is soluble in water-free lipoid solvents (ether and ethyl 
alcohol), one soluble in lipoid solvents only on the addition of water, and the third 
not soluble in lipoids. The relative quantities of the first two forms vary with 
the state of excitation of the central nervous system. H. E. (Chem. Abstr.). 


* A number of abstracts in this section are reproduced from Chemical Abstracts by kind 
permission of Prof. Crane, of Ohio University, to whom the Editors wish to express their 
thanks. 
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Axon Action Potentials in Nerve. (Cold Spring Harbor Symposium Quant.’ Biol., 
vol. 1, pp. 138-45, 1933.) Gasser, H. S. 


The spike of nerve potential following stimulation is only slightly affected by 
the addition or subtraction of H+, ions of the alkali metal or alkaline earth groups, 
by asphyxia or by drugs of the veratrine group. The after-potential is prolonged 
and augmented by veratrine, protoveratrine, aconitine and excess of Ba* *, Ca++ 
or Mg**. 

Conversely, the after-potential is depressed by the univalent cations, par- 
ticularly K*, Rb* and NH,*, by the aliphatic narcotics, and by asphyxia. The 
spike is related to incomplete depolarization of the plasma membrane. 

J. €. MuNvca (Chem. Abstr ). 


The Occurrence of an Acetylcholine-like Substance in the Portal Vein Blood of Cats. 
(Arch. ges. Physiol. [Pflüger's), vol. ccxxxiv, pp. 318-24, 1934.) Donomae, I. 


Injection of physostigmine or prostigmine causes the appearance of an acetyl- 
choline-like substance in the blood of the portal vein. 
A. GROLLMAN (Chem. Abstr ). 


The Fate of Indole Introduced in the Organism. (Biochem. terap. sper., vol. xx, 
p. 382, 1933.) de Gaetani, G. F. 


Indole injected intravenously into the guinea-pig is at first evenly distributed 
through the whole body, but after 10-20 minutes it was found only in the brain, 
and in small quantities in the lungs, liver, heart and muscle. 

A. E. MEYER (Chem. Abstr.). 


The Story of the Development of Our Ideas of Chemical Mediation of Nerve Impulses. 
(Amer. Journ. Med. Sci., vol. clxxxviii, p. 145, Aug., 1934.) Cannon, W. B. 


The author reviews the history of the chemical mediation of nerve impulses. 
He points out that the evidence is now quite conclusive that stimulation of smooth 
muscle and likewise glands causes the appearance of sympathomimetic and para- 
sympathomimetic substances in neighbouring fluids. The sympathomimetic 
substance is called sympathin; it resembles adrenaline both chemically and 
clinically, but is not identical with it, for in some ways its action is the opposite. 
There are two kinds of sympathin—sympathin E, given off from smooth muscle 
which is excited to contract by sympathetic impulses, and sympathin I, from 
smooth muscle inhibited or relaxed by such impulses. Acetylcholine, the repre- 
sentative of parasympathetic impulses, is much less stable than sympathin. Evidence 
has been brought forward for the view that the transfer of nerve impulses from 
neuron to neuron in sympathetic ganglia is mediated by acetylcholine. The writer 
looks forward to the day when it may be shown that the depression of manic- 
depressive insanity results from excess of inhibitory substance in some region of 
the brain, while exaltation means excess of some excitatory substance. 

G. W. T. H. FLEMING. 


The Action of Bulbocapnine on Muscular Contraction ‘‘in vivo” [Azione della bulbo- 
capnina sulla contrazione muscolare “in vivo]. (Riv. di Neur., vol. vi, 
p. 503, Oct., 1933.) Sarno, D. 

The author studied the action of bulbocapnine on simple and tetanic muscular 
contractions in neuro-muscular preparations in frogs, rats and cats. From these 
investigations he found a decrease in the amplitude of the simple and. tetanic 
muscular contractions and an increase in the residual muscular tone. In rats 
bulbocapnine produced an increase in tremor. The author concludes that there is 


some doubt as to the value of bulbocapnine in therapy. 
G. W. T. H. FLEMING. 
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Origin of Motor Reactions Produced by Electrical Stimulation of the Cerebral Cortex. 


(Arch. of Neur. and Psychiat., vol. xxxi, p. 1129, June, 1934.) de Barenne, 
JG. D. 


The author found that after thermo-coagulation of the three superficial lavers 
of Area 4 of Brodmann in monkeys, apparently normal motor reactions are obtained. 
After a short period of depression of excitability, lasting less than two minutes, the 
threshold for unipolar stimulation was found unchanged as compared with that 
obtained before the lamina thermo-coagulation. Only the large and giant pvra- 
midal cells of the fourth layer remained, so that the effects obtained must have 
been due to stimulation of the bodies of these nerve-cells. 

G. W. T. H. FLEMING. 


A Biochemical Study of the Metabolism of Mental Work. (Arch. of Psychol., No 
164, Mar., 1934.) Goldstein, H. 


The author found that in tasks involving mental work with overt physical 
component— 
(a) Increase of the physical component results in greater metabolic 
change ; 
(b) Increase of the mental component without increase of physical com- 
ponent does not result in greater metabolic change. 
In tasks involving mental work with a minimum physical component, metabolic 
change does not ditfer significantly from that which occurs during “ no work ”. 
He points out that it is exceedingly difficult to separate mental work from 
muscular work; they occur in varying proportions in all types of performances. 
If there are effects produced by mental work per se upon metabolic activity, our 
present methods are not sufficiently sensitive to detect them. The total mass 
of the brain-cells involved in mental work constitutes only about one ten-thousandth 
of the entire body. G. W. T. H. FLEMING. 


An Experimental Study of Sleep [Estudio experimental sobre el suesio. (Arch. de 
Neurobiol., vol. xiii, f. 793, 1933.) Ibañez, J. S. 


The ion of calcium produces sleep, and the ion of potassium produces excitation. 
The substances were injected into the fourth ventricle of cats by the thecal route 
at the base of the skull. With calcium chloride sleep was at once induced ; the 
animal was asleep in a minute or two. The sleep was initially profound, and 
gradually became less intense; the duration of the sleep averaged three to four 
hours. There was a direct relation between the amount of the calcium salt in- 
jected and the intensity and duration of the sleep. The audito-palpebral retlex 
was not affected. With the injection of potassium chloride there was definite 
excitation, the intensity and duration of which were in direct relation to the amount 
of the salt. No residual effect was apparent. M. HAMBLIN SMITH. 


2. Psychology and Psychopathology. 


Organization of Memory in Young Children. (Arch. of Psychol., No. 162, March, 
1934.) Brvan, A. I. 


A group of 200 children between ages 5 and 6 were given eleven tests of memorv, 
a vocabulary test and the Stanford-Binet test of intelligence. Evidence for the 
presence of a central factor was found in— 
(1) The significantly high positive correlation between the memory tests. 
(2) The size of the average inter-correlation of the memory tests. 
(3) The insignificant size of the mean tetrads. 
(4) The high correlations of each of the memory tests with the central 
factor. 
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The central factor extended through both the vocabulary test and the Stanford 
test; both these tests showed slightly higher correlations with the central factor 
than did any single test in the memory series. The early levels of the Stanford- 
Binet tests are predominantly memory tests. Verbal ability was shown to be 
closely interrelated with memory ability. The central factor is probably a memory 
factor, and probably indicates a fundamental commutability of function between 
simple retentivity and the more general ability which we term intelligence. 

G. W. T. H. FLEMING. 


An Inquiry as to Æsthetic Judgments of Children. (Brit. Journ. Educ. Psychol., 
vol. iv, p. 162, June, 1934.) Bulley, M. H. | 


The child lives the imaginative life, then becomes materialistic and prac- 
tical in his demands; at a later date his outlook is once again largely coloured by 
imagination. From a practical standpoint it was shown that really good art 
teaching could save the child from the influence of ugliness. Taste begins to decline 
from age Io, touches bottom round about 11-13, and then steadily improves until 
it merges into the general level of adult taste (or lack of taste). Critical judgment 
becomes most marked at 16, and it is at this age that wise guidance in the training 
of sensibility can be given without harm. In both elementary and secondary 
schools girls have an advantage over boys in esthetic judgment. 

G. W. T. H. FLEMING. 


Informational Content of Children in the First Four Grades. (Psychol. Clinic., vol. 
xxii, p. 198, Sept.-Nov., 1933.) Wiltshire, H. 


Ability to answer information questions increases by school grade in both urban 
and rural groups, and the urban children have a slight advantage. A sex difference 
is evident in favour of the boys in all the grades, but this lead does not seem to be 
consistently progressive with age. M. HAMBLIN SMITH. 


The Determination of Laterality. (Psychol. Clinic, vol. xxii, p. 141, Sept.-Nov., 
I933.) Tuwitmyer, E. B., and Nathanson, Y. 


It is a serious error to regard writing or figure-tracing as the sole diagnostic 
criterion. Writing presents but one phase of the neuro-muscular pattern, and 
imitation and enforced training have also to be taken into account. General 
bodily laterality and visual dominance must be considered. A child who demon- 
strates left-handedness should not have this changed. Cerebral dominance may 
be complete, or may obtain only for certain levels of behaviour. 

M. HAMBLIN SMITH. 


The Characterological Method of Jurowska [El método carateroligico de Jurowska]). 
(Arch. de Neurobiol., vol. xiti, p. 1151, 1933.) Bustamente, M. 


The method consists in causing the subject to read, or in reading to him, a 
series of 27 questions. To each of these questions there are three types of '' pure ” 
response, scored, respectively, as 1, 3 and 5. “ Intermediate” responses are 
scored as 2 or 4. On the basis of the figures thus obtained a “ profile ” is con- 
structed for the individual tested. The method is inspired by the work of 
Kretschmer. Some typical profiles are given. The author regards the method 
as a valuable auxiliary to the diagnosis of characterological type. 

M. HAMBLIN SMITH. 


Personality Traits and Fluctuations of the Outline Cube. (Amer. Journ. Psychol., 
vol. xlvi, p. 470, July, 1934.) Frederiksen, N. O., and Guildford, J. P. 


The authors investigated the relation of introversion-extraversion to the 
fluctuations of the outline cube. 
They drew up a scale of tests for I-E which correlated well among themselves. 
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Origin of Motor Reactions Produced by Electrical Stimulation of the Cerebral Cortex. 


(Arch. of Neur. and Psychiat., vol. xxxi, p. 1129, June, 1934.) de Barenne, 
J. G. D. 


The author found that after thermo-coagulation of the three superficial layers 
of Area 4 of Brodmann in monkeys, apparently normal motor reactions are obtained. 
After a short period of depression of excitability, lasting less than two minutes, the 
threshold for unipolar stimulation was found unchanged as compared with that 
obtained before the lamina thermo-coagulation. Only the large and giant pyra- 
midal cells of the fourth layer remained, so that the effects obtained must have 
been due to stimulation of the bodies of these nerve-cells. 

G. W. T. H. FLEMING. 


A Biochemical Study of the Metabolism of Mental Work. (Arch. of Psychol., No. 
164, Mar., 1934.) Goldstein, H. 


The author found that in tasks involving mental work with overt physical 
component— 
(a) Increase of the physical component results in greater metabolic 
change ; 
(b) Increase of the mental component without increase of physical com- 
ponent does not result in greater metabolic change. 
In tasks involving mental work with a minimum physical component, metabolic 
change does not differ significantly from that which occurs during '' no work ''. 
He points out that it is exceedingly difficult to separate mental work from 
muscular work; they occur in varying proportions in all tvpes of performances. 
If there are effects produced by mental work per se upon metabolic activity, our 
present methods are not sufficiently sensitive to detect them. The total mass 
of the brain-cells involved in mental work constitutes only about one ten-thousandth 
of the entire body. G. W. T. H. FLEMING. 


An Experimental Study of Sleep [Estudio experimental sobre el sueño]. (Arch. de 
Neurobiol., vol. xiii, Pp. 793, 1933.) Ibiñez, J. S. 


The ion of calcium produces sleep, and the ion of potassium produces excitation. 
The substances were injected into the fourth ventricle of cats by the thecal route 
at the base of the skull. With calcium chloride sleep was at once induced ; the 
animal was asleep in a minute or two. The sleep was initially profound, and 
graduallv became less intense; the duration of the sleep averaged three to four 
hours. There was a direct relation between the amount of the calcium salt in- 
jected and the intensity and duration of the sleep. The audito-palpebral retlex 
was not affected. With the injection of potassium chloride there was definite 
excitation, the intensity and duration of which were in direct relation to the amount 
of the salt. No residual effect was apparent. M. HAMBLIN SMITH. 


2. Psychology and Psychopathology. 


Organization of Memory in Young Children. (Arch. of Psychol., No. 162, March, 
1934.) Bryan, A. I. 


A group of 200 children between ages 5 and 6 were given eleven tests of memory’, 
a vocabulary test and the Stanford-Binet test of intelligence. Evidence for the 
presence of a central factor was found in— 
(1) The significantly high positive correlation between the memory tests. 
(2) The size of the average inter-correlation of the memory tests. 
(3) The insignificant size of the mean tetrads. 


| 
(4) The high correlations of each of the memory tests with the central 
factor. 
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The central factor extended through both the vocabulary test and the Stanford 
test; both these tests showed slightly higher correlations with the central factor 
than did any single test in the memory series. The early levels of the Stanford- 
Binet tests are predominantly memory tests. Verbal ability was shown to be 
closely interrelated with memory ability. The central factor is probably a memory 
factor, and probably indicates a fundamental commutability of function between 
simple retentivity and the more general ability which we term intelligence. 

G. W. T. H. FLEMING. 


An Inquiry as to fEsthetic Judgments of Children. (Brit. Journ. Educ. Psychol., 
vol. tv, p. 162, June, 1934.) Bulley, M. H. 


The child lives the imaginative life, then becomes materialistic and prac- 
tical in his demands; at a later date his outlook is once again largely coloured by 
imagination. From a practical standpoint it was shown that really good art 
teaching could save the child from the influence of ugliness. Taste begins to decline 
from age Io, touches bottom round about 11-13, and then steadily improves until 
it merges into the general level of adult taste (or lack of taste). Critical judgment 
becomes most marked at 16, and it is at this age that wise guidance in the training 
of sensibility can be given without harm. In both elementary and secondary 
schools girls have an advantage over boys in esthetic judgment. 

G. W. T. H. FLEMING. 


Informational Content of Children in the First Four Grades. (Psychol. Clinic., vol. 
xxii, p. 198, Sept.-Nov., 1933.) Wiltshire, H. 


Ability to answer information questions increases by school grade in both urban 
and rural groups, and the urban children have a slight advantage. A sex difference 
is evident in favour of the boys in all the grades, but this lead does not seem to be 
consistently progressive with age. M. HAMBLIN SMITH. 


The Determination of Laterality. (Psychol. Clinic, vol. xxii, p. 141, Sept.-Nov., 
1933.) Twitmyer, E. B., and Nathanson, Y. 


It is a serious error to regard writing or figure-tracing as the sole diagnostic 
criterion. Writing presents but one phase of the neuro-muscular pattern, and 
imitation and enforced training have also to be taken into account. General 
bodily laterality and visual dominance must be considered. A child who demon- 
strates left-handedness should not have this changed. Cerebral dominance may 
be complete, or may obtain only for certain levels of behaviour. 

M. HAMBLIN SMITH. 


The Characterological Method of Jurowska [El método caraterol’gico de Jurowska}. 
(Arch. de Neurobiol., vol. xiii, p. 1151, 1933.) Bustamente, M. 


The method consists in causing the subject to read, or in reading to him, a 
series of 27 questions. To each of these questions there are three types of '' pure "' 
response, scored, respectively, as I, 3 and 5. ‘‘ Intermediate " responses are 
scored as 2 or 4. On the basis of the figures thus obtained a “ profile " is con- 
structed for the individual tested. The method is inspired by the work of 
Kretschmer. Some typical profiles are given. The author regards the method 
as a valuable auxiliary to the diagnosis of characterological tvpe. 

M. HAMBLIN SMITH. 


Personality Traits and Fluctuations of the Outline Cube. (Amer. Journ. Psychol., 
vol. xlvi, p. 470, July, 1934.) Frederiksen, N. O., and Guildford, J. P. 


The authors investigated the relation of introversion-extraversion to the 
fluctuations of the outline cube. 
They drew up a scale of tests for I-E which correlated well among themselves. 
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They found no relationship whatever between the rate of fluctuation of an am- 
biguous figure and any question of I-E. Examination of the correlations for the 
best items containing the factor of impulsiveness reveals that this factor does not 
bear any relationship to fluctuation rate. No group factors residing in the typical 
test of I-E bear any significant relationship to fluctuation rate, since no single 
items in the test correlate with this rate. G. W. T. H. FLEMING. 


Sex Factors in Intelligence. (Journ. of Nerv. and Ment. Dis., vol. lxxx, p. 125, 
Aug., 1934.)  Rosamoff, A., et alta. 


From a consideration of the intelligence of 233 pairs of opposite sex twins of 
normal or superior intelligence, the authors find that the sex distribution of intelli- 
gence is unequal, the female being slightly favoured. About one-fifth or one- 
fourth of the difference seems to be due to a sex-linked genetic factor or factors. 
Many cases of both relative and absolute mental deficiency are produced by factors 
at work in the foctal period of life or during the process of birth. There is much 
evidence that male foetuses are more vulnerable than female ones, both in a general 
way and with respect to the cerebrum. Therefore there is a higher incidence of 
both relative and absolute mental deficiency in the male than in the female. The 
relatively greater cerebral vulnerability of male foetuses seems to account roughly 
for about three-fourths of the difference in the sex distribution of intelligence. 
The writers point out that intelligence in itself does not determine intellectual 
achievement. Initiative, aggressiveness, venturesomeness and, above all, special 
interests all play a part in a difference in achievement. 

G. W. T. H. FLEMING. 


Problem-solving in Different Fields of Endeavour. (Amer. Journ. Psychol., vol. 
xlvi, p. 259, April, 1934.) Billings, M. L. 


The authors found a correlation of + °67 between the ability to solve problems 
in one subject and the ability to solve problems in another. The best “ fact 
gatherers ” received the greatest number of honour points. Although the women 
ranked nearly on a par with the men in the Army alpha and information tests, they 
were unable to maintain that equality in problem-solving. The men scored 48°7°, 
higher than the women. The writer considers that the ability to ‘‘solve problems "', 
which is an important factor in Spearman's “g ", may be shown ultimately to 
be the distinguishing characteristic of, if not what one actually means bv, 
“intelligence ” itself. G. W. T. H. FLEMING. 


An Introduction to So-called Motor Perseveration Tests. (Brit. Journ. Educ. Psychol., 
vol. iv, p. 186, June, 1934.) Stephenson, W. 


The writer prefers to restrict the word ‘“‘perseveration ” to the more psycho- 
analytical use, and to use the expression “ continuance and hindrance effect " for 
what Lankes describes as the “ continuance, subconscious, or even completely 
unconscious and purely physiological, of the effect of a past experience ”, as mani- 
fested by '' the degree of hindrance which the perseverating effect of a past activity 
causes to a new one of the same kind ". He describes three types of ideo-motor 
perseveration tests. The S-2 writing test stands out above the others, by virtue 
of its rapid alterations (and therefore the possible measurement of immediate 
after-effect), the newness of the reverse writing (2) and yet its similarity to the old 
activity (S). 

Four theories have to be kept in mind. The first is the theory of psycho- 
physiological perseveration or continuance and hindrance effect. The second and 
third propose that p-tests measure character-like qualities in either an extraneous 
or in an intrinsic way. The fourth is that p-factor can be in part a measurement 
of individual differences in the ability to make and maintain a mental “set”. 

G. W. T. H. FLEMING. 
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The Relation between Defective Speech and Disability in Spelling. (Brit. Journ. 
Educ. Psychol., vol. iv, p. 123, June, 1934.) Schonell, F. J. 


The author found that a speech defect which was at first organic could, even 
after the cause of the defect had been removed, leave behind it a set of faulty 
speech habits, which had a detrimental influence on attainments in spelling and 
reading. The handicap of speech defects is greatly accentuated for children when 
too much emphasis is placed on phonic methods and insufficient on visual and 
kinesthetic methods. In every case of speech defect there was evidence of 
accompanying emotional inhibitions and consequent loss of confidence, which to 
some extent affected ability in reading, spelling and composition. The mis- 
spellings of some stammerers show one characteristic error, namely, the tendency 
to lengthen the word by the addition of a superfluous consonant. 

G. W. T. H. FLEMING. 


A Study of Motor Automatisms. (Arch. Neur. and Psychiat., vol. xxxii, p. 154, 
July, 1934.) Seham, M., and Boardman, D. V. > 


Fifty-seven children were studied. Amongst other findings were significant 
relationships between tics relating to the head on the one hand, and fatigue and 
nervousness on the other. All motor automatisms are not signs of chronic 
pathological psychology. The authors would classify tics into the following four 
groups: (1) Motor manifestations of physio-psychological excitation in the normal 
person; (2) motor manifestations of acute or chronic fatigue; (3) conditioned 
reflexes resulting from physical and psychological irritants ; and (4) manifestations 
of a psycho-pathological state, provided they are definitely accompanied by other 
signs and symptoms of such a state. 

G. W. T. H. FLEMING. 


Hysteria in Dogs. (Nature, cxxxii, p. 243, 1933.) Walston, H. D. 


Canine hysteria appears to be connected with vitamin A deficiency, coupled 
with a substance —'' E-substance '"—occurring in dog biscuits and other cereal 
foods. B. C. A. (Chem. Abstr.). 


First Memories [Erste Kindheitserinnerungen]. (Internat. Zeits. f. Indiv. Psychol., 
March-April, 1933.) Adler, A. 


Adler illustrates his view of the indivisible unity of the ego by adducing the 
significance of the patient's earliest memories for the pattern of his neurotic 
illness forty, or more, years later. Finally he repudiates entirely the conception 
of an unconscious need for punishment as a motive for crime, but sees in crime the 
only form of activity for the spoiled child (neurotic) in the absence of any community 
feeling—no friends, no career, no love. JANE I. SUTTIE. 


Pessimism [Pessimismus]. (Internat. Zeits. f. Indiv. Psychol., March-April, 1933.) 
Krausz, E. O. 


The pessimist is essentially dogmatic ; he is not hampered by inhibitions, but, 
on the contrary, makes excessive demands upon life and society. The pessimist 
protects himself from a sense of his own inferiority by asserting that of everyone 
else. This devaluation of everything serves to protect him against losing a fictitious, 
privileged position—a loss that must be attributed to others. The pessimist 1s 
never prepared to co-operate fully with others. 

Conscience is defined as a sense of the community, an awareness of others. 
Every pessimist has a bad conscience. Pessimism perhaps is nothing but a disease 
of conscience, or of the moral sense, as the latter is inseparably bound up with the 
fact of our being social creatures. Pessimism is private sense in contradistinction 
to common sense, and will—must—prove impracticable. JANE I. SUTTIE. 
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Defiance and Inhibition of Development in the Light of Individual Psychology | Trotz- 
phase und Entwicklungshemmung im Lichte der Individualpsychologte .. 
(Internat. Zeits. f. Indiv. Psychol., March-April, 1933.) Zanker, A. 


This article consists of detailed “ Remarks on Prof. E. Benjamin's Book, 
Grundlagen und Entwicklungsgeschichte der kindlichen Neurose ". Dr. Zanker 
deplores the inadequate use made by the author of the psychological, and more 
especially of the individual psychological, approach to his topic, especially as the 
material illustrates so strikingly the I.P. tenets. The conception of inhibited 
development as entirely a matter of physiology without a due evaluation of 
emotional factors is severely criticized. JANE I. SUTTIE. 


Human Nature at a Time of Crisis [Der Mensch in der Krise]. (Internat. Zeits. f. 
Indiv. Psychol., March-April, 1933.) Wexberg, E. 


Neither a stupid optimism nor a helpless pessimism is of avail in times of crisis. 
The capacity to endure the worst and hope for the best while keeping a stiff upper 
lip is what is wanted. A crisis affects the individual as his cue does the actor, 
calling forth the emotional part that has long been got in readiness for this moment. 
The crisis in world affairs is omnipresent; no individual and no nation can 
escape it; it evokes whatever emotional life-pattern has been elaborating in the 
meantime. The world situation of to-day is a test of the human spirit—on the 
one hand, the neurotics, the discouraged, the hopeless ; on the other, the socially- 
minded, the people who will, Wexberg believes, have the last word. 

Jane I. SUTTIE. 


School-children's Suicides [Schülerselbstmorde]. (Internat. Zeits. f. Indiv. Psychol., 
March-April, 1933.) Seegen, M. 


A very brief article pointing out that ‘@dium vite, psychical hyper-sensitiveness, 
and every possible emotional disharmony may be characteristic of the adolescent 
crisis. Suicide is frequently a defiant revenge upon the supposedly hostile environ- 
ment, and such emotional reactions can only be met by patience and a real wish 
to understand. JANE I. SUTTIE. 


Symposium on Magical Thinking. La Pensée magique chez le primitif —Bonaparte, 
M.; La Pensée magique dans la religion—Laforgue, R. ; La Pensée magique 
chez le névrosé—Leuba, J.; La Pensée magique dans la vie quotidienne— 
Codet, M.; La Pensée magique dans l'art ——Borel, A. ; La Pensée magique 
dans le réve——Wacht, S. ; La Pensée magique chez l'enfant —Morgenstern, S. 
(Revue Franç. de Psychanalyse, vol. vii, p. 3, Jan., 1934.) 


The origin and dynamic motive of magical thinking has been studied by Freud, 
especially in association with the obsessional neuroses. It is found to result from 
aggressive tendencies, unconscious death wishes, directed especially against the 
father. These urges, unacceptable to the ego, are repressed into the unconscious 
and are responsible for a profound sense of guilt. The unconscious hostile tendencies 
are then projected outwards, giving rise to fear of punishment. As a result of 
regression to primary narcissism (the infantile stage, where ego boundaries were 
not yet formulated, the stage when all instinctive desires were fulfilled as a result 
of sounds and gestures), the individual feels that he can again control the universe, 
and by magic word or ritual ward off these hostile external forces. 

The primitive differs from the neurotic in that he is fully conscious of his desire 
to kill, and it is in furtherance of this aim that he will carry out some intentional 
magical ritual. Again, while the obsessional ceremonial is a means of protection 
against the individual's unconscious aggressive urges, the primitive's magical act 
is frequently towards the realization of an instinctive end. 

In actual practice the animistic, religious and objective attitudes are never 
found alone. The religious ceremonial, psychologically regarded, is a mass 
obsession, of which magic is only one aspect. The religious rite is a means by 
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which an individual suffering from some psychic conflict, the result of an unsatisfied 
desire, finds peace of mind. He abreacts his fears, hates and loves by a magical 
ceremonial; the dramatization of the relation of children to parents in the cosmos. 

The paper on magical thinking in the neuroses is illustrated by numerous 
examples taken particularly from obsessional neuroses. The writer explains his 
theories by an analysis of Anatole France's ‘‘Le Mannequin d’Osier’’. 

Beneath the veneer of rational thinking there is abundant evidence of magic 
in everyday life.  Psittacism, '' the religion of science ", the objection to giving 
an unpleasant subject its true name, premonitions, intuitions, telepathy, super- 
stitious acts, ‘‘ antiseptic ritual ’’, Christian Science and so on are dealt with in turn. 

As compared with the black magic of neuroses, art is the white magic of success- 
ful sublimation. Out of play, rhythm and symbolism, the essence of zxsthetics, 
the artist in his creation finds means by which both he and those who appreciate 
his art may surmount or find relief from the realities of life. It is, therefore, as 
creator of divine and immortal masterpieces that he gains his position as a worker 
of magic. 

The magic of dreams is the blue magic of illusion. In the dream, exhausted, 
bruised and suffering humanity retreats to the infantile state, thought is omni- 
potent, all wishes are fulfilled and difficulties surmounted. The dreamer awakes 
refreshed and with renewed vigour. Dreams of punishment are no contradiction, 
for it is by their means that the dreamer escapes for a time from his feelings of 
guilt. 

The child, in his play, dreams, and frequently bizarre conduct displays the 
influence of magical thinking. By these means he attempts to free himself from 
family conflicts, to realize his desires, and especially to penetrate the mysteries of 
adult life, the problems of the creation and dissolution of man. 

STANLEY M. COLEMAN. 


Primitive Mentality and Psychopathology [Mentalité primitive et psychopathologie}. 
(Ann. Méd. Psych., vol. xiv (i), p. 676, May, 1934.) Lévy-Valensi, J. 


The psychopath, having lost or never acquired the higher faculties charac- 
teristic of civilized man, is thought by some authorities to show an atavistic re- 
gression to the state of mind of primitive man. This article contains an elaborate 
epitome of these authors' theories, demonstrating the close relation between the 
symptomatology of psychopathic states and the habits, customs and beliefs of 
primitive people. 

In the writer's opinion these theories are based purely on analogy and there is 
no basic identity. The minds of the paranoiac, the schizophrene, etc., merely 
resemble the primitive in some of their modalities, and there is one essential differ- 
ence. For the primitive, like the child, only lacks experience, being potentially 
capable of acquiring culture and civilized forms of thought and behaviour. The 
psychopath, on the contrary, is a psychic monstrosity, incapable of any form of 
evolution. STANLEY M. COLEMAN. 


Outline of Clinical Psycho-analysis. (Psychoanal. Quart., vols. ii and iii, pp. 562, 
42, 91, 223, July, 1933, to April, 1934.) Fenichel, O. 


Chap. VII : Neuroses Related to Perversion. 


Psychological hyposexuality is not a separate clinical entity, but a pheno- 
menon attending all neuroses. Normal sexuality is inhibited on account of its 
unconscious infantile meaning and the consequent libido displacement. Hvyper- 
sexuality may be simulated owing to the same set of circumstances. Certain 
neurotics, viz., the compulsive masturbator, the Don Juan type and the nympho- 
maniac, strive time and again to discharge through genital activitv the sexuality 
they cannot satisfy because of their neurosis. The anxiety and guilt associated 
-with infantile sexuality oppose sexual pleasure and interfere with complete grati- 
fication. In compulsive masturbation the paradoxical situation arises where 
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anxiety is not employed to prevent masturbation, but masturbation to prevent 
anxiety. By this means severe cases of compulsion neurosis may attempt to remove 
all tension produced by the neurosis. 

Impulsive insanity (a group including compulsive wandering, arson and 
gambling, kleptomania and the drug addictions) occupies a position between the 
compulsive neuroses and the perversions. Whilein the neuroses defence mechanisms 
predominate, impulsive insanity is characterized by the more direct expression of 
the instinctive urges in the symptomatology. These intermediate conditions, 
however, present many unsolved problems, and various tentative interpretations 
are reviewed. In the case of the drug addictions the author is especially influenced 
by Rado, whose theory is carefully summarized. 


Chap. VIII : The Schizophrenias. 


Schizophrenia is precipitated by external frustration, resulting in an increase of 
libido tension. As a result there is a revival and intensification of infantile sexual 
impulses. Particularly would it appear that a quantitatively intense fixation on 
the O:dipus complex creates a predisposition to the psychosis ; genitality, however, 
is weak, and the (Edipus complex is built upon a pregenital foundation. In contra- 
distinction to the neurotic, the schizophrenic defends himself against the re-awaken- 
ing of the infantile impulses bv breaking with reality. The ego protects itself 
from these impulses by a deep regression to narcissism, to the period before the 
function of realitv testing was formed, i.e., to the early objectless oral stage. 

This break with reality takes place only in certain cases with abrupt complete- 
ness, as, for instance, in '' world destruction ’’ phantasies and in catatonic stupor. 
As a rule the psychosis develops insidiously with a narcissistic regression, and 
consists partly of the manifestations of this regression, and partly in expressions of 
the attempts of the remaining, objectively orientated part of the personality to 
counteract this process. Restitution symptoms, derived from every stage of 
libido development, constantly make their appearance, and are the most conspicuous 
part of the symptomatology. 

Much space is devoted to the analvsis of the paranoid schizophrenic, Freud's 
theories, as expounded in his analysis of the Schreber case, being closely followed. 
His well-known interpretations of delusions of persecution, jealousy and eroto- 
mania as protection mechanisms from unconscious homosexual tendencies by means 
of projection are in turn fully discussed. Megalomania is a direct expression of 
reactivated primitive narcissism, a regression to the stage of magic gestures and 
the omnipotence of thought. Tausk’s theories are given regarding the interpre- 
tation of hypochondriacal symptoms, delusions of bodily estrangement and ideas 
of being influenced. Ideas of external influence and of reference are essentially 
projections of the super-ego. 

Hebephrenia is characterized by the complete absence of restitution symptoms 
and a gradual but progressive loss of object relationship. The essential features 
of catatonia are regarded as being due to a hypercathexis of muscle representations, 
which, after the ego has disintegrated, acquire an independent significance. A short 
section deals with ''schizoid " types and schizophrenia mitis, their relationship 
to schizophrenia and their suitability for analysis. The final section on psycho- 
therapy displays a very guarded attitude. 


Chap. IX : The Manic-depressive Group. 


The etiological prerequisites for melancholia are (1) a constitutional factor, 
probably a constitutional intensification of mouth eroticism ; (2) a special fixation 
of the libido on the oral stage of development; (3) a severe injury to infantile 
narcissism through a combination of disappointments in love; (4) the occurrence 
of the first great disappointment in love before the XEdipal wishes were successfully 
mastered ; (5) the repetition of the original disappointment in later life, in the 
event precipitating the illness. 

In melancholia the patient mourns a lost object, and repressed hostile feelings 
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previously unconscious now come to the surface. But as a result of narcissistic 
regression the lost object is introjected and is identified with the ego. The 
super-ego, hypertrophied at the expense of the passive ego, assails the latter 
with self-reproaches and accusations. This sadistic attack is directed against the 
introjected object with which the ego has become identitied. The above depressive 
complaints are disguised accusations, and mark the sadistic and ambivalent attitude 
towards the object. Analysis shows that the object is incorporated into the ego 
orally, thereby re-establishing the object-free state of narcissism. Cannibalistic 
tendencies, oral traits and phantasies of devouring the object can usually be demon- 
strated in the melancholic delusions. Many anal traits are also discoverable, but 
in contradistinction to the obsessional neurosis there is fixation at the early anal 
sadistic stage, the aim being to destroy rather than to preserve the object. 

As suggested above, the manic-depressive is ambivalent towards his own ego, 
and in depression it is the hostile element that is in evidence. In mania the other 
aspect, extreme self-love, is exhibited. By absorbing the hostile super-ego into 
itself the ego is freed from self-reproach, and there is consequent increase in self- 
regard ; the resulting manic phase is considered as a triumphal celebration, com- 
parable to the totem feast of the primitive. 

Regarding psychotherapy, the more '' endogenous ” the illness the more difficult 
it is to influence. The main obstructions to analysis are the oral fixation, i.e., the 
remoteness in time of the crucial infantile experience, “the primal depression '', 
the narcissistic nature of the illness and the consequent looseness of the trans- 
ference relationship; the inaccessibility of the patient in a severe depression or 
mania. The free interval naturally offers itself as the period of choice for analytic 
efforts, though there is a danger of precipitating a fresh attack. Analysis is advised, 
but the patient should be made aware of the doubtfulness of the prognosis. On 
account of the grave danger of suicide it should be undertaken only when the 
patient is in an institution. 


Chap. .X : Character Disorders. 


Character is defined as the habitual mode of bringing into harmony the inner 
with the outer world. Character anomalies are frequently observed without 
associated neurotic symptoms, though most of the knowledge so far gained has been 
obtained during the analysis of neurotic svmptoms. The present group covers 
'" psychopaths ”, “ eccentrics ’’, cases of incomplete infantilism, persons inhibited 
in their love-life or work, individuals who pursue futile modes of behaviour in vital 
matters, and others who are limited in their social contact to certain determined 
patterns, etc. 

These disorders are classified into three main groups. In the first group 
behaviour is excessively dominated by pre-genital traits, and to this group belong 
the anal, oral and urethral characters. In the second group reaction formation 
is in excess, and here are found the compulsive, schizoid, cycloid, paranoid and 
hysterical characters. In the third group identifications and sublimations are 
abnormal. Individuals burdened with “social anxiety ” (liable to symptom 
formation, erythrophobia) and the impulsive character ” (delinquent) are classified 
here. Mention is also made of Alexander's “ neurotic character " which may fit 
into any of the above-named divisions, but shows an “ acting out’’ of inner 
neurotic conflicts, the environment being used as an arena in which to dramatize 
subjective experiences objectively. 

Compared with the analysis of a neurosis, the main additional difticulties are the 
deficiency in the realization of being ill, and the intensity of what Freud has called 
the ‘‘ resistance of the unconscious ”’ STANLEY M. COLEMAN. 


Delusional Rationalization [L'explication délirante]. (Ann. Méd. Psych., vol. xiv (i) 
p. 477, April, 1934.) Capgras, J., Beaudouin, M., and Briau, R. 

Delusional rationalization is a mental process of ideo-affective origin. It is 

present in the majority of psychoses, in so far as dementia has not destroyed the 


, 
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individual's capacity for finding causes, associations, or consequences of his abnormal 
state. 

It ditfers from misinterpretation, an exact judgment of personal significance 
based upon a real fact, by its greater complexity ; it also differs from an intuitive 
delusional idea, which arises spontaneously from the affective state of the per- 
sonality. Delusional rationalization is always secondary to some psychopathological 
disorder—either an hallucination, a misinterpretation, or an intuition. This 
it justifies, develops and svstematizes. 

Without this mental process paranoia would be reduced to a juxtaposition of 
summary erroneous judgments, paraphrenia phantastica to tabulation of succes- 
sive bizarre inventions, a hallucinatory psychosis to the exposition of pseudo- 
sensorial disorders. Delusional rationalization is as much associated with the 
expectant attention of the paranoiac fixed on reality, as with the autism of the 
schizophrenic fixed in phantasy. Rationalization represents the quasi-normal 
remnant of psychic functions, and to some extent is of value to the psychiatrist in 
helping him to gauge the degree of dementia or psychic disintegration that has 
taken place. | STANLEY M. COLEMAN. 


Introduction to the Psychopathology of Mysticism [Introducción a la psicopatología 
de las vivencias misticas]. (Arch. de Neurobiol., vol. xiii, p. 647, 1933) 
Govanes, J. . 


It is a mistake to regard mysticism as a purely religious condition; similar 
phenomena can be observed in other spheres of life, knight-errantry being a 
familiar example. All forms of mysticism have their root in a transformed sexual 
impulse, canalized and sublimated. Mysticism must be carefully distinguished 
from scholasticism, being a purely affective process, not a process of reason. Mystics 
have been divided into two groups, speculative and active; but the former are not 
so much mystics as writers who occupy themselves with the analysis of the psycho- 
logical phenomena of mysticism. Both these attitudes may be combined in one 
person, as was the case with Saint Theresa. Mysticism is not necessarily Christian. 
The author follows William James in his analysis of the characteristics of the mvstic 
state, ineffability, intuition, instability and passivity. Mysticism is specially 
prone to appear during periods when cultural forms are in process of destruction 
and when accepted values are being upset. Mysticism is the most characteristic 
expression of the genius of the Spanish race, and the article is illustrated by 
examples drawn from the '' Golden Age ” of Spain. M. HAMBLIN SMITH. 


Psychogenic and Constitutional Factors in Homosexuality ; their. Relation to Per- 
sonality Disorders. (Psychiat. Quart., vol. viii, p. 243, April, 1934.) Henry, 
G. W. 

The writer studied a group of 250 adult patients grouped according to the pre- 
dominance of heterosexual or homosexual tendencies. All patients in the hetero- 
sexual group were married and had children. Only 25°% of the homosexuals were 
married ; none of them made a satisfactory heterosexual adjustment, and 75°, of the 
marriages were dissolved by separation, divorce or annulment. Prolonged, intense 
emotional reactions to parents and sexual traumata in childhood were rare in the 
heterosexually adjusted, while these reactions and traumata are frequently noted 
in the early lives of homosexual individuals. Heterosexuals tend to develop benign 
psychoses; homosexuals chronic paranoic and schizophrenic psychoses. The 
homosexual male is characterized by a feminine carrying angle of the arm, long 
legs, narrow hips, large muscles, deficient hair on the face, chest and back, feminine 
distribution of pubic hair, high-pitched voice, small penis and testicles and the 
presence of a scrotal fold. Not uncommonly there is excess of soft fat on the 
shoulders, buttocks and at the girdle. Occasionally the penis is very large and 
the hips unusually wide. The homosexual female is characterized by firm adipose 
tissue, deficient fat on the shoulders, and at the girdle, firm muscles, excess hair on 
the chest, back and lower extremities, a tendency to masculine distribution of 
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pubic hair, a small uterus, and either an over- or under-development of the labia 

and clitoris. There is also a tendency towards a shorter trunk, a contracted pelvis, 

under-development of the breasts, excess hair on the face and a low-pitched voice. 
G. W. T. H. FLEMING. 


—— 


3. Psychiatry. 


Galvanic Skin Reflex and Blood-pressure Reactions in Psychotic States. (Arch. of 
Neur. and Psychiat., vol. xxxii, p. 273, Aug., 1934.) Darrow, C. W., and 
Solomon, A. P. 

The authors investigated the differences due to stimulation by (1) simple 
sensory excitations, such as sudden noises; (2) indifferent ideational stimuli, con- 
sisting of words or questions; (3) words or questions which according to the case- 
history might have been judged to have crucial significance. 

In a series of 50 cases of psychoses of various types they found— 

(1) That small changes in blood-pressure and small galvanic skin reflex reactions 
tended to be associated with impairment of the physiological functions of the body. 

(2) That small blood-pressure reactions to crucial ideational stimuli, together 
with small galvanic reactions to all forms of ideational and sensory stimuli, 
tend to be associated with lack of contact with reality. 

(3) The combination of small galvanic reactions to ideational stimuli with large 
blood-pressure reactions to these stimuli tends to be associated with irritability, etc. 

(4) There appears to be a relation between a large amount of free energy (or 
anxiety) and low electrical skin resistance, and between a small amount of free 
energv and high electrical skin resistance. 

(5) The nature of the stimulus used, its emotional value, and the physiological 
and emotional state of the patient at the time of the test are essential considerations 
in the interpretation of the galvanic skin reflex and blood-pressure reactions. 

G. W. T. H. FLEMING. 


The Depth and Rate of Respiration in Normal and Psychotic Subjects. (Journ. of 
Neurol. and Psychopathol., vol. xiv, p. 323, April, 1934.) Paterson, A. S. 
From an examination of 217 subjects, including 62 normals, the author found 
that breathing is more shallow and more rapid in schizophrenics than in normals. 
This abnormality was not found in 25 melancholic patients examined. It is 
likely that the shallow breathing of schizophrenics is ordinarily compensated for 
by the increased rapidity of respiration, but that when the rate falls during an 
increase in the catatonic state, failure of oxidation ensues, with cyanosed extremities 
and increased torpor. The type of respiration is the exact opposite of that found 
in individuals who are in the drowsy state between sleeping and waking. 
G. W. T. H. FLEMING. 


Mental Processes in Thyrotoxic States. (Psychoanal. Quart., vol. iii, p. 153, April, 
1934.) Benedek, T. 


A study of two cases of hyperthyroid psychoses demonstrates that the 
‘organically determined anxiety appears in the psyche in the form of symptoms 
or manifestations involving the destructive instinct. It is suggested that the 
anxiety and aggression produced by a thyrotoxicosis are elaborated by the psychic 
apparatus to increase the severity of the super-ego, and so give rise to a clinical 
picture of depression. STANLEY M. COLEMAN. 


Disorientation for Space in a Case of Cerebral Tumour Pressing on the Left Frontal 

Lobe (Sui disturbi del’ orientamento nello spazio in un caso di tumore compri- 

mente il lobo frontale sinistro]. (Riv. Sper. di Freniat., vol. lviii, p. 38, 
March, 1934.) de Nigrio, G. 

The author describes a case of left frontal lobe tumour. In addition to his 

neurological symptoms the patient showed pronounced euphoria, confusion and 
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disorientation, loss of memory, impoverished ideation, and excitement. The spinal 
fluid showed little, except that lymphocytes numbered 30 per c.mm. From a con- 
sideration of this case, together with others, the author concludes that the dis- 
orientation in space is due to the loss of the ability to associate images of external 
origin with those of internal origin. The phenomenon does not depend on the 
side and region attacked, but is in direct relation with the depth of the lesion in 
the frontal lobe. G. W. T. H. FLEMING. 


Relationship of Migraine, Epilepsy and some other Neuro-psychiatric. Disorders. 
(Arch. Neur. and Psychiat., vol. xxxii, p. 45, July, 1934.) Pashind, H. A. 


From an examination of the records of 3,326 patients, including 783 epileptics, 
the author concludes that there is no special relationship between migraine and 
epilepsy. Migraine is found as evidence of a familial neuropathic trend in 
association with other neurological conditions. G. W. T. H. FLEMING. 


The Migrainous Patient: A Constitutional Study. (Journ. Nerv. and Ment. Dis., 
vol. lxxx, pp. 1-183, Julv-A ug., 1934.) Touraine, G. A., and Draper, G. 


The authors have endeavoured to isolate a migrainous constitutional type. 
They describe a characteristic type in which the skull conformation is acro- 
megaloid, the intelligence is outstanding, and the emotional structure retarded 
in development. Situations involving the loss of home protection, and the advent 
of personal adult responsibility, mark the moment in life when the headaches first 
appear. This is true whether or not the patients have suffered in early childhood 
from acidosis attacks. There is a definite familial predisposition to migrainous head- 
aches. In most cases the headaches come through the maternal line. The factor 
of unwitting imitation of the migrainous ancestor appears to be an important 
aspect of the genetic interpretation. A satisfactory adjustment in the sexual 
sphere is not found ; there is an arrest at some point in the psycho-sexual develop- 
ment. The authors consider that the psvchic mechanism which seems to be 
responsible for precipitating the migraine attack is as follows: There is a conflict 
between desire to escape from the mother's influence, and a compulsion not to 
leave her. This results in an attempt to remain emotionally dependent upon her. 
The migrainous attack is like a recapitulation of the birth experience, and con- 
sequently may be precipitated by— 

(a) The continued oppression of the mother, which forces the individual 
to try to escape. 
(b) Any implication that a separation is about to take place. 

The migraine attack, therefore, is a syndrome comparable to any other neurosis. 
Its form is determined through the operation of the psychological mechanism 
which has just been described, in a person of a special constitutional type. The 
headache is secondary to and precipitated by the stimulus of the emotional discharge. 

G. W. T. H. FLEMING. 


Etiology of Epilepsy, with Special Reference to its Occurrence in Twins. (Arch. 
Neur. and Psvchiat., vol. xxxi, p. 1165, June, 1934.) Rosanoff, A. J., Handy, 
L. M., and Rosanoff, I. A. 


The authors present an analysis of a group of 107 pairs of twins with epilepsv. 
Twenty-three were monozygotic, 39 dizygotic of the same sex, and 45 dizygotic 
of opposite sex. 

At least one of the twins had epilepsy. The distribution of epilepsy, etc., 
among the other twins of the pairs was as follows: In the monozvgotic twins, 
epilepsy 12, normal 9 (39:195) ; in the dizygotic twins, epilepsy 9, mental deficiency 
6, normal 64 (76:29). 

The writers consider true epilepsy to be a decerebration syndrome, and think 
that trauma at birth is an important factor, together with vulnerabilitv. The 
severity of trauma at birth is determined by primiparity, premature rupture of 
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the membranes, abnormal presentations and contracted pelvis. The degree of 
vulnerability varies according to certain conditions, i.e., a. hereditary factor, a sex 
factor (male foetuses and infants being more vulnerable), premature birth or an 
underweight condition at birth. Epilepsy, mental deficiency and some other 
clinical types of decerebration occur with relatively greater frequency among the 
firstborn than among the later-born. 

The relatively greater flexibility of the skull in young subjects is an important 
factor. The authors consider that a chronic and progressive pathological process 
in the tissues initiated by the trauma eventually produces the epilepsy. 

Sundry non-traumatic conditions can produce decerebrating effects, i.e., 
tumour of the brain, neuro-syphilis and cerebral arterio-sclerosis, or even in the 
absence of brain lesions, toxic, autotoxic infections, or circulatory factors. 

G. W. T. H. FLEMING. 


The Character and Bodily Form of the Idiopathic Epileptic [El carácter y la forma 
corporal del epiléptico esencial). (Arch. de Neurobiol., vol. xiii, P. 947, 1933.) 
Sempau, J. A. 


The work done on this subject is reviewed. The author points out the difficulty 
of differentiating genuine from symptomatic epilepsy ; the undoubted influence, 
in the majority of cases, of multiple factors, endogenous and exogenous; the 
predominance of the athletic and dysplastic types in genuine epileptics, in contra- 
distinction to that of the leptosomatic type in schizophrenia and the pyknic type 
in cvclothymia ; the difference of two characterological types, one an epileptic 
explosive syndrome of athletic type, and the other the '' hypersocial ” epileptic of 
dysplastic type (but he thinks it possible to admit an oscillation between these 
types, similar to the alternations which may occur in schizophrenia). The epi- 
leptic represents a type intermediate between the schizophrenic and the cyclo- 
thymic. In some of his findings the author is in opposition to certain German 
workers, but it is likely that racial factors may invalidate the comparison, and 
further investigation is needed on this point. It is possible that Rorschach's 
method of psycho-diagnosis may elucidate differentiating features. 

M. HAMBLIN SMITH. 


The Oculo-cardiac Reflex in Epileptics and Post-encephalitics (Il riflesso oculo- 
cardiaco negli epilettici e mei postencefalitici]. (Riv. Sper. di Freniat., vol. 
lviii, p. 96, March, 1934.) Zonta, G. 


The author examined 54 epileptics and 15 post-encephalitics, using both digital 
and mechanical pressure. Digital pressure showed the presence of the reflex in 
most epileptics. The results were more definite by counting the beats for 15 
seconds instead of a whole minute. With the mechanical pressure the reflex was 
seldom demonstrated, and the results were unequal both after long and after 
short pressure. The writer seldom found the residual tachycardia of Roubinovitch. 
Amongst the post-encephalitics the reflex was positive and quick after digital 
pressure, while poor results were obtained with the mechanical compressor. 

G. W. T. H. FLEMING. 


Prison Psychoses [Le psicosi da detenzione}. (Riv. Sper. di L'reniat., vol. lviii, p. 57, 
March, 1934.) Manunza, P. 

From a consideration of 32 cases the author divides prison psychoses into rapid 
and slow forms. In the rapid forms the patients become delirious, depressed or 
confused; in the slowly developing ones they become deluded, with ideas of perse- 
cution, innocence and pardon. G. W. T. H. FLEMING. 


Schizophrenia in Childhood {La esquizofrenia en la infancia]. (Arch. de Neuro- 
biol., vol. xiii, p. 738, 1933.) Sanz, E. F. 

Schizophrenia in childhood is not common, but the condition exists and has 

been described, a case being quoted in this article. The determination of the mental 
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disorientation, loss of memory, impoverished ideation, and excitement. The spinal 
fluid showed little, except that lymphocytes numbered 30 perc.mm. From a con- 
sideration of this case, together with others, the author concludes that the dis- 
orientation in space is due to the loss of the ability to associate images of external 
origin with those of internal origin. The phenomenon does not depend on the 
side and region attacked, but is in direct relation with the depth of the lesion in 
the frontal lobe. G. W. T. H. FLEMING. 


Relationship of Migraine, Epilepsy and some other Neuro-psychiatnic Disorders. 
(Arch. Neur. and Psychiat., vol. xxxii, p. 45, July, 1934.) Pashind, H. A. 


From an examination of the records of 3,326 patients, including 783 epileptics, 
the author concludes that there is no special relationship between migraine and 
epilepsy. Migraine is found as evidence of a familial neuropathic trend in 
association with other neurological conditions. G. W. T. H. FLEMING. 


The Migrainous Patient: A Constitutional Study. (Journ. Nerv. and Ment. Dis., 
vol. lxxx, pp. 1-183, July-Aug., 1934.) Touraine, G. A., and Draper, G. 


The authors have endeavoured to isolate a migrainous constitutional type. 
They describe a characteristic type in which the skull conformation is acro- 
megaloid, the intelligence is outstanding, and the emotional structure retarded 
in development. Situations involving the loss of home protection, and the advent 
of personal adult responsibility, mark the moment in life when the headaches first 
appear. This is true whether or not the patients have suffered in early childhood 
from acidosis attacks. There is a definite familial predisposition to migrainous head- 
aches. In most cases the headaches come through the maternal line. The factor 
of unwitting imitation of the migrainous ancestor appears to be an important 
aspect of the genetic interpretation. A satisfactory adjustment in the sexual 
sphere is not found ; there is an arrest at some point in the psycho-sexual develop- 
ment. The authors consider that the psychic mechanism which seems to be 
responsible for precipitating the migraine attack is as follows: There is a conflict 
between desire to escape from the mother's influence, and a compulsion not to 
leave her. This results in an attempt to remain emotionally dependent upon her. 
The migrainous attack is like a recapitulation of the birth experience, and con- 
sequently may be precipitated by— 

(a) The continued oppression of the mother, which forces the individual 
to try to escape. 
(6) Any implication that a separation 1s about to take place. 

The migraine attack, therefore, is a syndrome comparable to any other neurosis. 
Its form is determined through the operation of the psychological mechanism 
which has just been described, in a person of a special constitutional type. The 
headache is secondary to and precipitated by the stimulus of the emotional discharge. 

G. W. T. H. FLEMING. 


AEtiology of Epilepsy, with Special Reference to its Occurrence in Twins. (Arch. 
Neur. and Psychiat., vol. xxxi, p. 1165, June, 1934.) Rosanoff, A. J., Handy, 
L. M., and Rosanoff, I. A. 


The authors present an analysis of a group of 107 pairs of twins with epilepsy. 
Twenty-three were monozygotic, 39 dizygotic of the same sex, and 45 dizygotic 
of opposite sex. 

At least one of the twins had epilepsy. The distribution of epilepsy, etc., 
among the other twins of the pairs was as follows: In the monozygotic twins, 
epilepsy 12, normal 9 (39:195) ; in the dizygotic twins, epilepsy 9, mental deficiency 
6, normal 64 (76-295). 

The writers consider true epilepsy to be a decerebration syndrome, and think 
that trauma at birth is an important factor, together with vulnerability. The 
severity of trauma at birth is determined by primiparity, premature rupture of 
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the membranes, abnormal presentations and contracted pelvis. The degree of 
vulnerability varies according to certain conditions, i.e., a. hereditary factor, a sex 
factor (male foetuses and infants being more vulnerable), premature birth or an 
underweight condition at birth. Epilepsy, mental deficiency and some other 
clinical types of decerebration occur with relatively greater frequency among the 
firstborn than among the later-born. 

The relatively greater flexibility of the skull in young subjects is an important 
factor. The authors consider that a chronic and progressive pathological process 
in the tissues initiated by the trauma eventually produces the epilepsy. 

Sundry non-traumatic conditions can produce decerebrating effects, i.e., 
tumour of the brain, neuro-syphilis and cerebral arterio-sclerosis, or even in the 
absence of brain lesions, toxic, autotoxic infections, or circulatory factors. 

G. W. T. H. FLEMING. 


The Character and Bodily Form of the Idiopathic Epileptic (El carácter y la forma 
corporal del epiléptico esencial]. (Arch. de Neurobiol., vol. xiii, p. 947, 1933.) 
Sempau, J.A. 


The work done on this subject is reviewed. The author points out the difficulty 
of differentiating genuine from symptomatic epilepsy ; the undoubted influence, 
in the majority of cases, of multiple factors, endogenous and exogenous; the 
predominance of the athletic and dysplastic types in genuine epileptics, in contra- 
distinction to that of the leptosomatic type in schizophrenia and the pyknic type 
in cyclothymia ; the difference of two characterological types, one an epileptic 
explosive syndrome of athletic type, and the other the '' hypersocial ” epileptic of 
dysplastic type (but he thinks it possible to admit an oscillation between these 
types, similar to the alternations which may occur in schizophrenia). The epi- 
leptic represents a type intermediate between the schizophrenic and the cyclo- 
thymic. In some of his findings the author is in opposition to certain German 
workers, but it is likely that racial factors may invalidate the comparison, and 
further investigation is needed on this point. It is possible that Rorschach’s 
method of psycho-diagnosis may elucidate differentiating features. 

M. HAMBLIN SMITH. 


The Oculo-cardiac Reflex in Epileptics and Post-encephalitics [Il riflesso oculo- 
cardiaco negli epilettict e nei postencefalitici]. (Riv. Sper. di Freniat., vol. 
lviti, p. 96, March, 1934.) Zonta, G. 


The author examined 54 epileptics and 15 post-encephalitics, using both digital 
and mechanical pressure. Digital pressure showed the presence of the reflex in 
most epileptics. The results were more definite by counting the beats for 15 
seconds instead of a whole minute. With the mechanical pressure the reflex was 
seldom demonstrated, and the results were unequal both after long and after 
short pressure. The writer seldom found the residual tachycardia of Roubinovitch. 
Amongst the post-encephalitics the reflex was positive and quick after digital 
pressure, while poor results were obtained with the mechanical compressor. 

G. W. T. H. FLEMING. 


Prison Psychoses (Le psicosi da detenzione]. (Riv. Sper. di Freniat., vol. lviii, p. 57, 
March, 1934.) Manunza, P. 


From a consideration of 32 cases the author divides prison psychoses into rapid 
and slow forms. In the rapid forms the patients become delirious, depressed or 
confused ; in the slowly developing ones they become deluded, with ideas of perse- 
cution, innocence and pardon. G. W. T. H. FLEMING. 


Schizophrenia in Childhood [La esquizofrenia en la infancia. (Arch. de Neuro- 
biol., vol. xiii, p. 738, 1933.) Sanz, E. F. 

Schizophrenia in childhood is not common, but the condition exists and has 

been described, a case being quoted in this article. The determination of the mental 
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state of a child affected with psychosis is always a very arduous task. It is 
necessary to decide whether we are dealing with a case of deterioration of the 
intellectual functions in consequence of a psychotic process, or with a simple 
suspension of development of intelligence characteristic of an oligophrenic state. 
The two conditions may, of course, co-exist. M. HAMBLIN SMITH. 


The Parent-Child Relationship in Schizophrenia. (Journ. of Nerv. and Ment. Dis., 
vol. lxxix, p. 249, March, 1934.) Kasanin, J., Knight, E., and Sage, P. 


The authors found, in a series of 45 unselected cases of schizophrenia, that 
maternal over-protection was present in 60% of cases. The over-protection fre- 
quently extends into adult life, and even into hospital. The biological inferiority 
of the schizophrenic child is easily detected by the parents, and serves as one of the 
principal causes of over-protection. The over-protection hinders emancipation 
from the parents and psycho-sexual development. G. W. T. H. FLEMING. 


The Relation between Oral and Rectal Temperatures in Normal and Schizophrenic 
Subjects. (Amer. Journ. Med. Sci., vol. clxxxviti, p. 68, July, 1934.) Car- 
michael, H. T., and Linder, F. E. 


The writers found that the mean oral temperatures were :95? F. lower in normals 
and :54? F. lower in schizophrenics. The normal subjects individually showed 
more variability than did the individual schizophrenics. The normal subjects had 
a lower mean oral temperature than the patients, but essentially the same mean 
rectal temperature. The writer thinks that the heat-regulating mechanism in the 
schizophrenic subjects may be different from that of normals. 

G. W. T. H. FLEMING. 


Studies in Catatonia, II. Central Control of Flexibilitas Cerea. (Psychiat. Quart., 
vol. viii, p. 538, July, 1934.) Forbes, T. W. 

Flexibilitas cerea disappeared during sleep in five patients, the motility of these 
being much greater during sleep, and approaching, although not reaching, the range 
to be expected from normal sleepers. Eight non-cataleptic dementia pracox 
patients showed no marked change between the waking and the sleep state in similar 
records of motility. Any theory which attempts to explain the “ waxy state " 
must account for the quick reversibility obtained at the onset or end of sleep. 

G. W. T. H. FLEMING. 


Bodily Postures Assumed while Sleeping. (Psychiat. Quart., vol. viti, p. 546, July, 
1934.) du Bois, P. H., and Forbes, T. W. 

The authors, from an investigation in Io catatonics, found that less than ro?, 
showed a fottal posture in sleep. There was no apparent difference from normal 
subjects, i.e., no evidence was found to support Kempf's theory of regression, so 
far as foetal postures were concerned. Two patients who maintained extreme 
foetal positions while awake were found to assume normal positions during sleep. 

G. W. T. H. FLEMING. 


Suicide [Del suicidio]. (La Semana Med., vol. xli, p. 159, July 19th, 1934.) Bafico, 
J. B. 


The author reviews the various judgments which have been passed upon the 
act of self-destruction at different epochs of history, and by the great religious 
and philosophical systems. He gives statistics of the suicides in Buenos Aires 
during the four years 1930-33. These statistics show the high place held 
by cyanide of potassium poisoning as the method adopted. The various causes 
that conduce to the act of suicide are considered, and it is shown how these 
causes interact. The author pleads for a prophylactic campaign against suicide. 
In order to be successful this campaign must be based upon our knowledge of the 


1934.] PSYCHIATRY. 741 


causative factors of suicide, and such knowledge depends upon our possession of 
far more detailed information than is, at present, provided in the customary 
statistics. M. HAMBLIN SMITH. 


Encephalographic Studies in Manic-Depressive Psychosis. (Arch. Neur. and Psychiat., 
vol. xxxi, p. 1194, June, 1934.) Moore, M. T., et alia. 


The authors examined 38 cases, and found that in the majority the spinal fluid 
pressure was top normal or higher, indicating the presence of chronic increased 
intracranial pressure. 

The encephalographic pathological condition is manifested by (1) cortical 
atrophy of varying intensity ; (2) enlargement of the ventricular system ; (3) 
asymmetry of the lateral ventricles; (4) absence of cortical air markings; (5) 
enlargement of the cisterns ; (6) atrophy of the island of Reil; (7) enlargement of 
the sulcus callosi and sulcus cinguli; (8) increased interhemispheric air; and (9) 
cerebellar atrophy. 

None of the encephalographic films showed a normal cerebral pattern. 

G. W. T. H. FLEMING. 


Involutional Melancholia. (Journ. Amer. Med. Assoc., vol. ciii, p. 13, July 7, 
1934.) Werner, A. A., et alta. 


The writers studied 41 cases of involutional melancholia. Twenty-one of the 
women were given I c.c. of theelin intramuscularly daily. The rest were used as 
controls. The improvement in the 21 on theelin was greatly accelerated by the 
hormone. Possibly larger doses might produce more rapidly beneficial effects. 
When a favourable response is manifested, the improvement is gradual and 
continuous. When the patients became more rational it was found that they did 
better in home surroundings, with the treatment continued for some two months 
after apparent recovery. G. W. T. H. FLEMING. 


Depressions with Tension. (Arch. of Neur. and Psychiat., vol. xxxii, p. 328, Aug., 
1934.) Muncie, W. 


The author describes what he calls depression with tension. Tension the patient 
describes as a feeling of being taut under strain and unable to relax, and it finds 
expression in statements of dissatisfaction, discontent and in restless, anxious 
attitudes. The special physiological manifestations belong in part to the pheno- 
mena of autonomic imbalance, with evidence of sympathetic preponderance. There 
are anxiety symptoms referred to the heart. There appear to be definite pre- 
cipitating factors in an intolerable, or at least not accepted situation. The 
condition is usually prolonged, and often leaves residuals in the nature of hvpo- 
chondriac or apprehensive invalidism. Treatment is difficult, because the patient 
is unable to arrive at a consistent working agreement with the environment, and to 
face his problems with decision. The author finds the continuous bath, together 
with barbital in small doses (2:5 gr.) two to four times a day, helpful. 

G. W. T. H. FLEMING. 


The Skin-veaction of Cent in Chronic Alcoholics [La geno-cuti-reazione negli alcoolisti 
cronici]. (Riv. di Pat. Nerv. e Ment., vol. xlii, p. 699, Nov.-Dec., 1933.) 
Perniola, F. 


The skin reaction of Ceni which is allied to the von Pirquet reaction, and 
consists in injecting an aqueous extract of sexual glands under the skin, was 
applied to 68 chronic alcoholics. It was found to be negative or weakly positive 
in 94:194 of cases. It was directly related to the mental state of the individual 
and independent of his physical condition. Twenty-two of the cases gave a weak 
positive result. G. W. T. H. FLEMING. 
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The Physical Type of Tabetics [Sulla constituzione morfologica dei tabetici). (Riv. 
di Neur., vol. vi, p. 535, Oct., 1933.) Poppi, U. 

The author confirms his previous work. He found that the majority of cases 
ot pure tabes were of the microsplanchnic and tall and slender type. Those with 
optic atrophy belonged to the megalosplanchnic and broad type. Intermediate 
tvpes occur. The same relation occurs between tabes and general paralvsis. 
X-ray examination of the skull in tabetics frequently shows a sella turcica smaller 
than normal; and this the author thinks accounts for the hypopituitarism, which 


is responsible for the morphological peculiarities in turn. 
G. W. T. H. FLEMING. 


4. Neurology. 


A Contribution to the Study of Friedreich's Disease [Contribución al estudio de la 
enfermedad de Friedreich). (Arch. de Neurobiol., vol. xit, p. 1025, 1933.) 
del Cañizo, A., d'Ors, J. P., and Alvarez-Sala, J. L. 

The atiology of Friedreich's disease consists fundamentally of an alteration 
in the embryonic ectoderm, the resulting pathological condition being a gliomatous 
invasion which almost always starts in the column of Goll. The authors consider 
that there is good reason to define a group of cases under the title of hereditary 
cerebro-spinal degeneration. Attention is called to certain electro-cardiac changes 
which may be found in these cases. M. HAMBLIN SMITH. 


Vascular Neuro-Cutaneous Syndromes [Los sindromes vasculares nettro-cutiineos . 
(Arch. de Neurobiol., vol. xiii, P. 1099, 1933.) Subirana, A. 


These syndromes, clinically manifested by the association of a navus, which 
is usually situated in the cutaneous area of the trigeminal nerve, with central 
neurological changes, are not so rare as has been claimed by some writers. Three 
cases are described and discussed. The author claims to have established a certain 
differentiation between the cases in which the neurological manifestations appear 
in infancy and are accompanied by patent signs of neuro-somatic degeneration, 
and the cases in which the disturbances appear later. Good results were, in one 
case, obtained by radio-therapy, applied by means of a new technique, and this 
would appear to open up fresh vistas in the treatment of angiomata of the central 
nervous system. M. HAMBLIN SMITH. 


A Note Concerning the Syndrome of Cauda Equina Radiculitis. (Bull. Neur. Inst. 
N.Y., vol. iit, p. 501, March, 1934.) Cramer, F. 


This paper is an analytical study of the case-records of 26 patients with typical 
syndrome of cauda equina radiculitis; 15 cases were verified at operation. In 
15°% of the cases the syndrome was secondary to some other pathological condition, 
such as sarcomatosis or Paget's disease of the spino, the real nature of which did 
not become apparent until very late in the course of the disease. 69° showed 
local arthritic changes of such degree as to suggest a direct relationship to the 
symptoms of root compression. More than 85°% of the cases, therefore, have 
positive or strong presumptive evidence of primary disease outside the mvelo- 
radicular system itself to account for the svmptomatology resembling that from 
pressure. lnasmuch as there is no proved primary cause to be seen in this 
analysis to account for the symptomatology in the smaller group of cases (15°,), 
it is quite possible that they may represent a '' true " myelo-radiculitis, i.e., one 
with a toxic or infectious basis. J. L. FAvrL. 
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The Diagnosis and Localization of Tumours of the Spinal Cord by Means of Measure- 
ments made on the X-ray Films of the Vertebre. (Bull. Neur. Inst. N.Y., 
vol. iii, p. 359, March, 1934.) Elsberg, C. A., and Dyke, C.G. 


This paper is based on X-ray films of 100 normal spines and of 86 spines with 
verified tumours of the spinal cord. The films were taken antero-posteriorlv with 
the tube centred on the mid-line of the body, and at distances of 30 in., 36 in. and 
41 in. from the film. On such films of the normal spine the outlines of the pedicles 
are clearly seen, with the exception of those of the upper three cervical vertebrz 
and those of the sacral vertebrae. Accurate measurements of the interpedicular 
space can be made from the fifth cervical to the fifth lumbar vertebra, and such 
measurements give reliable information of the comparative size of the canal at 
different levels. In tumours of the spinal cord there is often, at the level of the 
growth, an increase in the size of the vertebral canal, demonstrable by measure- 
ment of the interpedicular space. This was found in 42°, of 67 cases, and was 
especially frequent in tumours between the tenth thoracic and fifth lumbar vertebre. 
Particulars are given of the percentages of extramedullary and extradural tumours 
showing this sign and no other by X-ray film. The X-ray findings must always 
be correlated with clinical symptoms. The enlargement of the interpedicular 
space was found in several cases in which manometric tests had failed to demon- 
strate a marked spinal subarachnoid block. Taking the X-ray findings, clinical 
signs and results of examination of the cerebro-spinal fluid, it was often possible 
to discriminate whether the growth was intra- or extra-dural and to suspect its 
pathological nature. The authors conclude that measurements of the inter- 
pedicular space and the appearance of the inner borders of the pedicles are valuable 
aids to the diagnosis and localization of tumours of the spinal cord, and such 
measurements are made easily, accurately and rapidly. The paper is illustrated 
by reproductions of X-ray photographs. J. L. Faucet. 


The Symptoms and Diagnosis of Extradural Cysts. (Bull. Neur. Inst. N.Y., vol. tit, 
p. 395, March, 1934.) Elsberg, C. A., Dyke, C. G., and Brewer, E. D. 


A paper based on four cases of extradural cysts of the spinal cord, not dermoid 
or parasitic, occurring in adolescents between the ages of 12 and 16 years. The 
characteristic syndrome appeared in an adolescent with the history and sv mptoms 
of a progressive spastic paraplegia. Pain is absent or not a prominent symptom. 
The objective disturbances of sensibility are slight and their upper level is in the 
mid-thoracic region, usually at the sixth or seventh thoracic dermatome. There isa 
subarachnoid block, with characteristic changes in the cerebro-spinal fluid. Measure- 
ments on antero-posterior X-ray films show that the interpedicular spaces of three 
or more vertebræ somewhere between the fourth and tenth thoracic vertebræ are 
enlarged. The pedicles of the affected vertebræ are narrowed and atrophied. The 
authors consider this combination of symptoms and signs to justify the diagnosis of 
a large extradural cyst of the spinal cord. J. L. FatLL. 


Neuro-epithelial Cysts of the Third Ventricle. (Bull. Neur. Inst. N.Y., vol. tii, p. 
446, March, 1934.) Stookey, B. 


The author suggests that the term “ third ventricle tumour ” should only be 
applied to tumours having their origin and growth within the third ventricle, to 
the exclusion of tumours of the diencephalon. The present paper concerns neuro- 
epithelial cysts coming within this definition. Thirty-four cases have been col- 
lected from the literature and three additional cases are reported. The origin of 
these tumours is not definitely established. They are believed to be of embryonic 
origin from the rudimentary paraphysis or from the foetal ependyma. They occur 
more frequently in males and between the age of 20 and so. The duration of 
symptoms is usually short, death occurring within two vears in 80?, of the cases. 
Symptoms are due to intermittent acute obstruction of the foramen of Monro or 
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of the aqueduct of Sylvius causing sudden, acute, internal hydrocephalus. Re- 
peated paroxysmal attacks of acute, headache, usually referred to the orbital 
region, neither preceded nor followed by other neurological symptoms, are 
the most characteristic feature. Any one of these attacks may prove fatal. 
Associated clinical manifestations of disturbed functions of the diencephalon may 
be present. Details of methods of diagnosis by ventriculography and encephalo- 
graphy are given and the technique of operative cure is discussed. 
J. L. FAULL. 


The Nitrite of Amyl Test for the Differentiation of Tumours of the Brain from Vascular 
Inflammatory Lesions. (Bull. Neur. Inst. N.Y., vol. iii, p. 513, March, 1934.) 
Hare, C. C. 


The amy] nitrite test for the determination of changes in pressure of the cerebro- 
spinal fluid is based on the fact that the inhalation of this drug produces a dilatation 
of the intracranial blood-vessels, with a consequent forcing of the cerebro-spinal 
fluid from the cranial cavity into the subarachnoid space of the vertebral canal. 
The test was applied. to 18 cases of cerebral tumour, 22 cases of vascular lesion, 
18 cases of chronic inflammatory disease, and approximately 50 cases free, as far 
as was known, from organic disease of the brain. In 89% of cases of cerebral 
tumour the rise of the fluid in the manometer was above the 320-mm. level. In 
86% of the cases with vascular lesions the inhalation of amyl nitrite caused a rise 
to less than 320 mm. In 89% of the cases with chronic inflammatory lesions 
(encephalitis, lues) the rise was to less than the 320-mm. level. In the central 
group the readings were about equally distributed in the region of the 320-mm. 
level. The author considers that the test is of value as a diagnostic aid in differen- 
tiating between expanding lesions and inflammatory or vascular lesions. It is 
not of value as a method of differential diagnosis between pathological and normal 
. conditions in the brain. J. L. FAvLL. 


The Demonstration of Normal Cerebral Structures by Means of Encephalography. 
IV. The Subarachnoid Cisterns and Their Contents. (Bull. Neur. Inst. 
N.Y., vol. itt, p. 418, March, 1934.) Dyke, C. G., and Davidoff, L. M. 


The authors have already described the appearances of the choroid plexuses, 
the corpora quadrigemina and the cerebral convolutions and sulci as seen in 
encephalograms. The present article deals with the appearance of the subarachnoid 
cisterns and the structures bordering on or contained in them. 

The cisterns are cisterna magna, pontis, interpeduncularis, chiasmatis, lamina 
terminalis, fosse Sylvii and ambiens. It is claimed that it is possible not only to 
identify all the cisterns but, by examination of stereoscopic films, to study the 
actual size, shape and position of these spaces and their relationships to neighbour- 
ing structures. In many instances it was possible to identify nerves, blood-vessels 
and portions of the brain contained within or projecting into the cisterns. 

J. L. FAvrr. 


The Ætiology of Headache. (1) Headache Produced by Injection of Air for Encephalo- 
graphy. (Bull. Neur. Inst. N.Y., vol. iii, p. 519, March, 1934.) Elsberg, 
C. A., and Sutherland, R. W. 


The various theories of the production of headaches are discussed—the 
stretching of dura mater, transient obstruction of one or other foramen of Monro 
or iter, variations in secretory activity of choroid plexuses, etc. The possible 
anatomical paths are also discussed, and the nerves of the cerebral membranes 
and of the brain and its blood-vessels. It is suggested that the optic thalami may 
be the seat of the pain and that, as these structures form part of the walls of the 
lateral and third ventricle, any change in the conditions of pressure in these cavities 
would be readily transmitted to the structures which form their walls. Sudden 
changes of pressure in the ventricles can be produced in a number of ways, such as 
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injection of fluid into the ventricles and removal of fluid by ventricular or lumbar 
puncture, or the injection of air into the ventricles or lumbar subarachnoid space. 
After the injection of air the situation and amount can be determined by X-ray 
films. These procedures make it possible to investigate the connection between 
amount of air, situation of air, etc., and the occurrence of headache. 

This first report deals with the headache that follows the injection of air into 
the lumbar subarachnoid space for purposes of encephalography. The procedure 
was carried out on 86 patients by the method described by Davidoff and Dyke. 
The patients suffered from various neurological symptoms. Details are given 
of correlation of the factors mentioned above—amount of air, situation, head- 
ache. The authors found that headache occurred most often at the time when the 
injected air had entered the third and lateral ventricles. This makes it probable 
that the presence of air in these loci is connected with the production of headache. 
There are differences in the situation of the headache when the head is in various 
positions. They conclude that the results of studies of headache occurring during 
encephalography may shed light on the mechanism which produces headache under 
other conditions. J. L. Fault. 


5. Oligophrenia (Mental Deficiency). 


A Comparison of Orthogenic Backward Children and Regular Grade Children at the 
Six-year Performance Level. (Psychol. Clinic, vol. xxii, p. 149, Sept.-Nov., 
1933.) Farson, M. R. 


The location of children in O.B. classes must be made upon a wider basis than 
that of a particular psychometric measure. There should be a pre-analytic 
judgment by the teacher, followed by an analytical diagnosis by a psychologist. 
It is necessary to have a battery of tests varied enough to explore competency in 
diverse fields. A qualitative analysis of test results is more important than a 
quantitative measure. The Witmer form board and cylinder, Healy A form 


board, memory spans and Binet tests are significant at the six-year level. 
M. HAMBLIN SMITH. 


6. Treatment and Pharmacolo£y. 


Hematological Changes induced bv Barbituric Intoxication [Modificaciones hemato- 
lógicas determinadas por la intoxicación barbitüricaj. (La Semana Méd., 
vol. xli, p. 355, Aug. 2, 1934.) Carratalá, R. E. 

During the past few years, the author has gathered observations in twelve cases 
of well-defined barbituric coma, and these serve to differentiate it from other 
comas. One type of case is characterized by a diminution in the number of 
erythrocytes, and this is pronounced in fatal cases. In another type we have 
an initial hyperleucocytosis with a predominance of polynuclear cells. Attention 
is also called to an eosinophilia, which possesses diagnostic and prognostic impor- 
tance. Experiments upon dogs and rabbits have confirmed the clinical findings. 
The calcium, magnesium and phosphorus contents of the blood are diminished in 
barbituric intoxication. M. HAMBLIN SMITH. 


Carbohydrate Metabolism in Barbiturate Narcosis. (Arch. Intern. Pharmacodynamie, 
vol. xlvii, pp. 111-22, 1934.) Mulinos, M. G. 


The four barbiturates studied (amvtal, nembutal, pernocton and dial) cause a 
definite hyperglycemia in rabbits and dogs, and a 40°% decrease in the alimentary 
hyperglycemia following the adininistration of glucose by stomach-tube. Nem- 
butal causes the appearance of a reducing substance, not glucose, in the urine of 
cats. These results entail caution in the interpretation of results obtained in rabbits 
under barbiturate anesthesia. H. EaGLe (Chem. Abstr.). 
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Studies on the Treatment of Acute Experimental Intoxications by Sodium Barbital. 
(Boll. Soc. Ital. Biol. Sper., vol. viii, pp. 1748-52, 1933.) Savi, C. 


White rats were injected subcutaneously with 0:30—0:35 grm. and guinea-pigs 
intraperitoneally with 0:30—0:35 grm. sodium barbital per kgrm. body-weight. The 
influence of substances subsequently injected on the different phases of barbituric 
acid intoxication was determined by Launoy's method, in which the change of 
posture is taken as the criterion of the activity of various compounds. The results 
confirm the therapeutic action of thyroxine, strychnine, glucose, Na,S,O;, lobeline 
and apomorphine on guinea-pigs or white rats intoxicated with sodium barbital. 
The only exception is picrotoxin, upon which further tests will be made. 

P. Masucci (Chem. Abstr.). 


Some Experimental Studies on Nembutal. (Journ. Lab. Clin. Med., vol. xix, pp. 
738-42, 1934.) Hemingway, M. W., van de Erve, J., and Booth, J. D. 

The administration of sufficient nembutal (pentobarbital-sodium) to produce 
anesthesia, I grm. per 5 lb. body-weight, inhibits water diuresis in dogs. The 
blood-sugar content is slightly increased during the period of narcosis, but no 
changes in the urea-N, non-protein-N or total serum protein contents are observed. 
Nembutal appears to be an efficient and rapidly acting anesthetic. It produces a 
shorter period of narcosis, and has a relatively shorter reacting time than other 
barbiturates. | E. R. Marin (Chem. Abstr.) 


Py 


Poisoning by Dial. (Med. Klin., vol. xxix, pp. 59-61, 1933.). Leschke, E. 


Eight non-fatal and nine fatal cases of dial poisoning are described from the 
literature. The minimum fatal dose was 2 grm., but patients recovered from 
.much larger doses without untoward results. > 


A. PAPINEAU-COUTURE (Chem. Abstr.). 


Estimation of Barbital in Urine. (Pharm. Zentralhalle, vol. lxxv, pp. 226-8, 1934.) 
Straub, J., and Mihalovits, E. 


Of the various available methods for this purpose, that of van Italie and Steen- 
hauer has proved the most satisfactory. Even this method can be improved. A 
simplified procedure is suggested for isolating the barbital in a much purer 
condition. By starting with a larger quantity (400 c.c.) of urine it is possible 
.to determine very small amounts of barbital (0-012°9), the separation of which 
from 100 c.c. of urine by the original method involved considerable error. 

W. O. E. (Chem. Abstr.). 


Detection and Distribution of Soporifics in the Brain. (Pharm. Monats., vol. xv, pp. 
64-8, 1934.) Fischer, A., and Hauschild, A. 


A method is described whereby the distribution of barbital and phenobarbital 
in two human and fourteen canine brains is determined. The brain is extracted 
with ether; this extract is purified and the residue is sublimed. The micro- 
sublimate is weighed and the micro-melting point is determined. The drugs are 
found chiefly in the cerebrum and brain-stein. Barbital is also present in the 
cerebellum, but is absent in the spinal cord ; the reverse is true of phenobarbital. 

H. M. BunracE (Chem. Abstr.). 


Comparative Action of Hypnotics on the Isolated Nervous System of Rana esculenta. 
(Arch. Intern. Pharmacod ynanie, vol. xlvi, pp. 425, 1933.) Rabbeno, A., and 
Ruffini, V. 

The “ anterior preparation of Herlitzka ” is a sensitive biological method of 
testing hypnotics. “‘ Sandoptal’’ (sodium isobutylallylmalonylurea) and '' cloro- 
losis ’’ present the maximum narcotic power for this preparation. Ethyl urethane 
and sodium barbital show minimal activity. P. F. MErILDI (Chem. Abstr.) 
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The Effects of Some Compounds of Barbituric Acid and of Urethane. (Journ. Phar- 
macol., vol. l, p. 328, 1934.) Rakielen, N., Lahum, L. H., Du Bois, D., 
Gilden, E. F., and Himwich, H. E. 

All the drugs studied produced acidosis. The detailed effects on blood oxygen 
and carbon dioxide are discussed. T. H. RIDER (Chem. Abstr.). 


The Permeability of the Hamato-encephalic Barrier. towards Narcotics [La per- 
meabilit i della barriera nervosa centrale sotto l'azione di sostanze narcotiche]. 
(Riv. di Neur., vol. vii, p. 313, June, 1934.) Colucci, G. 

The writer experimented on rabbits. He investigated the action of veronal, 
luminal and morphine on the permeability of the barrier as shown by the trypan 
blue and Flatau's fuchsin methods. Trypan blue, when injected into the blood, 
did not pass into the spinal fluid, even when animals were severely poisoned with 
the three narcotics. The permeability towards fuchsin was slightly decreased 
after moderate doses of veronal and luminal, but was increased after toxic doses 
of these two drugs. The permeability towards fuchsin was considerably decreased 


after moderate doses of morphine, but was not altered by much greater doses. 
G. W. T. H. FLEMING. 


Narco-sustained Therapy with Diallylbarbituric Acid in Psychiatry. (Journ. Nerv. 
and Ment. Dis., vol. Ixxix, p. 286, March, 1934.) Magnus, A. B. 


The author reports his results on 38 cases out of 85 treated with prolonged 
narcosis during a period of four years. This therapy has proved valuable in 
manic-depressive psychosis, in certain types of schizophrenia, and in psycho- 
neuroses. Involutional cases also responded. The method consisted of adminis- 
tering dial rectally for a period of ten days. In the pre-narcotic stage dial is 
given by mouth, and occasionally intramuscularly when indicated. During the 
narcotic stage morphine-scopolamine is given on the third day of the treatment 
and occasionally afterwards to lessen the possibility of a tolerance for dial. The 
depth of the sleep does not appear to matter. In the post-narcotic stage, lasting 
for three days or more, the patient is conscious, but his memory for recent events 


remains clouded and retention is poor. 
G. W. T. H. FLEMING. 


Anti-shock Potency of Luminal. (Arch. Farmacol. Sper., vol. lvii, p. 18, 1934.) 
Brunelh, B. 


Luminal has a slight anti-shock potency (to arsphenamine), which is due to (a) 
vaso-dilator properties resulting in increased capillary permeability, and to (b) an 
anti-coagulant action in the blood. L. W. Butz (Chem. Abstr.). 


Experimental Chemotherapy and the Destruction of Spirocheta Pallida in the Brain. 
(Journ. Chemotherapy, vol. xit; pp. 2-8, 1934.) Raiziss, Geo. W., and Severac, 
M. 


Trivalent arsenicals, such as arsphenamine and neoarsphenamine, have been 
tried in neuro-syphilis with small measure of success. Experiments on mice suggest 
that quinquevalent arsenicals are of some value in treating this disease. The 
mice were divided into two groups, and were injected with active spirochetes from 
minced chancrous tissue of a rabbit. One group was treated twenty-four hours after 
infection to determine the prophylactic value of the drugs. ‘The other group was 
used three months after infection to determine the minimum therapeutic dose. 
Three months after treatment the brains of the mice were removed, minced with 
salt solution and were injected into the testicles of rabbits; if no lesion occurred 
during a six-month period the amount of drug given to the mice was considered 
curative. From this preliminary work it was found that in sequence of superiority, 
arsphenamine, bismarsen, neoarsphenamine, acetarsone and tryparsamide produce 
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their effect. While the quinquevalent arsenicals require a higher dose, they have 
the marked advantage of less toxicity. Acetarsone appears therapeutically 
superior. G. H. W. Lucas (Chem. Abstr.). 


The Treatment of Some Multiple Scleroses by Electropyrexia. (Journ. Nerv. and 
Ment. Dis., vol. lxxix, p. 423, April, 1934.) Zeymann, C. A., and Osborne, 
S. L. 


The writers treated 25 cases of multiple sclerosis by means of hyperpyrexia 
produced by diathermy, radiothermy and the electric blanket; 44% were much 
improved and 40% showed improvement to a lesser degree. One patient died 
as the result of the treatment. G. W. T. H. FLEMING. 


Lecithin Treatment of Some Multiple Sclerosis Syndromes. (Journ. Nerv. and Ment. 
Dis., vol. lxxix, p. 264, March, 1934.) Weinberg, M. H. 


The writer treated 12 cases of multiple sclerosis with intraspinous injections of 
lecithin according to the method of Minnea and Dragomir. Ten cases were carefully 
studied, and of these nine showed greater or lesser improvement. Lecithin is 
supposed to neutralize the lipolytic substance present in the spinal fluid. The 
author also gave quinine hydrochloride at the same time. 

f G. W. T. H. FLEMING. 
The Absence of Deteriorating Effects of Bromides in Epilepsy. (Journ. Amer. Med. 
Assoc., vol. ciii, p. 100, July 14, 1934.) Paskind, H. A. 


From a study of 54 epileptic patients who had taken bromides in sufficient 
amounts to affect the seizures for from 1-17 years, the writer found that only 5:594 
became deteriorated. The occurrence of deterioration was less in this group than 
in a larger less adequately treated group. 

The misleading statements in the literature regarding the adverse effects of 
bromide in epilepsy are due to (1) failure to distinguish between intoxication and 
deterioration ; (2) the use of bromides in persons with epilepsy who were destined 
to deteriorate without their use; (3) the chance occurrence of behaviour disturbances 
in insane or neurotic epileptic patients, who had been given bromides, but in whom 
such behaviour disorders occur without bromides. G. W. T. H. FLEMING. 


The Effect of Experimental Dehydration on the Action of Certain Convulsant Drugs. 
(Arch. Intern. Pharm., vol. xlvii, pp. 284—96, 1934.) Maloney, A. H. 


Rabbits rapidly dehydrated with intravenous injections of hypertonic glucose 
or sucrose, and rats slowly dehydrated during the acidosis induced by a carbo- 
hydrate-free diet, are more resistant to the convulsant action of picrotoxin and 
strychnine. The rats are also resistant to coramine. Potassium bicarbonate and 
ammonium chloride added to cheese accelerate the building-up of the rats’ 
resistance to convulsant drugs. H. EAGLE (Chem. Abstr.). 


The Treatment of Constitutional and Involutional Melancholia with Hamatoporphyrin 
(Photodyn) (Il Trattamento delle Malinconie Endogene ed Involutive con la 
Ematoporfirina (Photodyn)]. (Arch. Gen. di Neur. Psych. e Psicoanalisi, 
vol. xv, p. 105, April, 1934.) Bianchini, M. L. 


Photodyn consists of a 5% solution of hematoporphyrin. The author gave 
IO injections of I c.c. on 10 successive days, then a respite for 3—6 days, and then 
IO daily injections of 2 c.c. After this, 30-45 drops a day in three doses by mouth 
for another 8-15 davs. He treated 19 cases, and found that 6 recovered, 4 were 
improved, 8 remained unaltered and 1 died from exhaustion. The percentage of 
cure in the constitutional type of case was 32 and in the involutional type 20. 
Photodyn does not appear to be toxic and is without secondary effects. 

G. W. T. H. FLEMING. 


gt 
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The Effect of Non-sedative Drugs and other Measures in Migraine, with Especial 
Reference to Ergotamine Tartrate. (Amer. Journ. Med. Sci., vol. claxxvitt, 
p. 253, Aug., 1934.) Brock, S., O'Sullivan, M., and Young, D. 

The writers, after emphasizing that stimulation of the proximalend of one vagus 
nerve induces bilateral cerebral vaso-dilatation—a parasympathetic action—whereas 
stimulation of the cervical sympathetic causes ipsilateral vaso-constriction of pial 
vessels, point out that vaso-spasm is probably a secondary effect of, and not a 
primary factor in, migraine. They found that follutein, histamine and large doses 
of amniotin were sometimes successful in inducing headache. In the relief of the 
headache the most striking benefit was obtained by the hypodermic injection of 
ergotamine tartrate—a drug which is believed to produce vaso-dilatation by para- 
lysing the sympathetic innervation. Amyl nitrite failed more often than it brought 
relief. Adrenaline also was often of no benefit. The use of the ovarian follicular 
hormone which is known to be lacking in women with migraine did not give the 


expected results. Intravenous calcium was more or less ineffective. 
G. W. T. H. FLEMING. 


The Behaviour of Post-encephalitic Parkinsonian Tremor under the Influence of 
Various Drugs [Il comportamento del tremore del parkinsonismo postencefa- 
litico sotto l'influenza di sostanze ad azione farmacodinamica]. (Riv. di Neur., 
vol. vi, p. 365, Aug., 1933.) Ferrio, C. 

The author found that atropine, belladonna and scopolamine (all of which 
paralyse the parasympathetic) had an inconstant effect. Ergotamine, which 
inhibits the sympathetic, had an inconstant inhibitory effect on the tremor.  Pilo- 
carpine and adrenalin both increased the amplitude of the tremor; the frequency 
of the tremor remained unaffected. The author considers that his results at least 
do not contradict the thesis of the participation of the vegetative nervous system 
in the innervation of striated muscle. G. W. T. H. FLEMING. 


Typhoid Vaccine in the Treatment of Chorea. (Amer. Journ. Med. Sci., vol. clxxxvi, 
f. 390, Sept., 1933.) Capper, A., and Bauer, E. L. 

The authors treated 23 cases of chorea, 9 of which were chronic, with typhoid- 
paratyphoid vaccine; 19 became symptom-free. Of the 9 chronic cases, 1 showed 
a persistent talkativeness and I a persistent blinking of the eyes, but all other 
symptoms had disappeared. A re-examination of 11 cases three to fifteen months 


subsequent to discharge showed at least 7 to be entirely well. 
G. W. T. H. FLEMING. 


The Pharmacological Action of Ten Amines Related to Ephedrine and Tryptamine. 
` (Journ. Amer. Pharm. Assoc., vol. xxii, p. 813, 1933.) Chen, K. K., and 
Ling Chen, A. 

Ten amines, four of which were ephedrine derivatives, and the others containing 
an indole ring, were tested for pressor action on pithed cats, effect on rabbit pupil, 
effect on rabbit intestine and on isolated guinea-pig uterus. If the blood-pressure 
is taken as the criterion, the introduction of a methoxy radical at the p position 
in the norephedrine molecule results in a reduction of activity. The replacement 
of two OH groups for H at the 3-4-positions in the benzene ring greatly increases 
the intensity, but abolishes the prolongation of the action.  3—-4-dihydroxynor- 
ephedrine has one-fourth and 3-4-dihydroxyephedrine one-fortieth the activity of 
adrenalin. Repeated intravenous injections of both compounds elicited the same 
responses as those produced by the first injection. They dilate the pupil and 
inhibit intestinal movement. Tryptamine is more powerful than methyl- or 
dimethyl-tryptamine, but decidedly less active than trimethyltryptamine ammo- 
nium iodide, which has one twenty-first the activity of adrenaline as far 
as blood-pressure is concerned. p-Methyl- and p-methoxvnorephedrine and all 
the tryptamines investigated stimulate isolated rabbit intestines and guinea-pig 
uteri. They have practically no action on rabbit pupils, except that p-methyl- 
norephedrine dilates them slightly. Hypaphorine does not produce etfects similar 
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to those of the hyptamines. Physiologically cino-bufolenine, which has one-tenth 
of the pressor action of adrenaline, is more like a derivative of tryptamine than of 
hypaphorine. L. E. Wise (Chem. Abstr.). 


Pharmacological Action in. Experimental Hyperglycemia. (1) Drugs of the Central 
Nervous System. (Boll. Soc. Ital. Biol. Sper., vol. viti, pp. 1746-8, 1933.) 
Butturini, Luigi. 

Rabbits made hyperglycemic by the intravenous injection of 3-5 grm. glucose 
reacted like normal rabbits to various doses of strychnine nitrate, sodium santonate, 
apomorphine hydrochloride and calcium chloride. The duration and severity of 
cocaine intoxication were markedly less in the hyperglycemic than in the normal 
animals. P. Masuccr (Chem. Abstr.). 


7. Pathology and Biochemistry. 


Senile Plaques. (Brain, vol. lvii, p. 128, June, 1934.) Bouman, L. 


The author points out that practically every brain from a case of senile dementia 
shows— 

(a) Local spool-shaped swellings (“ torpedoes ’’) on the neurites of some 
of the Purkinjé cells in the cerebellar cortex. 

(b) Some ganglion cells of the cerebral cortex present Alzheimer's type 
of fibrillary change. 

(c) Some of the neurites in or in the immediate neighbourhood of a 
senile plaque show knots, buds, eyes, a simple splitting of their neurofibrils 
or a pathological increase of argyrophilia. 

The torpedoes occur in all patients with senile plaques. In most cases they 
lie in the superficial zone of the granular layer at a relatively small distance from the 
Purkinjé cells. Both ends of the torpedo gradually pass into a normally impreg- 
nated neurite. In a number of these torpedoes small vacuoles can be found. The 
author considers these swellings to be identical with the local swellings of neurites 
found by Cajal in injuries of the cerebellar cortex. Torpedoes also occur in 
amaurotic idiocy, general paralysis, tuberculous meningitis, etc. The early stage 
of Alzheimer's fibrillary alteration occurs where lipoid is present, usually at a spot 
between the nucleus and the origin of the neurite, corresponding to the fibrillo- 
genous zone of Held, where the first fibrils develop in the young neuroblast. The 
eyes, buds, etc., sometimes occur in the superficial layers of a plaque. Plaques 
are never found in parts where there is much atrophy of the brain, nor are tor- 
pedoes, Alzheimer's fibrillary alteration or branching of the neurofibrils. These 
various changes found in senile dementia closely resemble what the author has 
described as hyperdifferentiation, which is seen in the early stages of regeneration 
of nerve-fibres. He would bring them into this category. If this hyperdifferen- 
tiation occurs in a ganglion cell, the Alzheimer type of fibrillary alteration results; 
if it occurs in the course of a neurite a torpedo is formed ; if it occurs in dendrites, 
dendritic swellings develop; if it is the neurites that are involved in a senile plaque, 
the eves, buds, etc., result; and if it occurs in the non-differentiated protoplas- 
matic ground reticulum of the nervous system, a senile plaque results. The 
formation of plaques is probablv a reaction to trauma of the tissues, a dispropor- 
tionate attempt of the nervous tissue at regeneration after a primary lesion. 

G. W. T. H. FLEMING. 


Histopathological Observations in a Case of Dementia Precox with Waxy Rigidity and 
Cataleptic Attitudes [Algunas observaciones histopatológicas en una psicosis 
infantil con rigidez cérea y actitudes catalépticas]. (La Semana Med., vol. 
alt, p. 1897, July 21, 1934.) Dimitri, V., and Victoria, M. 

A Jewish boy, at. 13, of good intelligence, began to exhibit alterations of 
character and mood, becoming depressed and weeping without cause. Fifteen 
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davs later he had, in one day, repeated attacks of loss of consciousness. Still later 
he showed intense negativism, refused to speak and eat, and exhibited rigidity 
and cataleptic attitudes. There was no alteration of tendinous reflexes, no 
Koernig’s sign, no pupillary changes, no symptom of infection. The condition 
remained unaltered until the patient's death, ten weeks after the initiation of his 
svmptoms.  Melancholia with stupor and encephalitis having been ruled out, a 
diagnosis of catatonia was made.  Histological examination of the brain showed 
marked alterations in the basal nuclei, the red nucleus and the locus niger, and, to a 
lesser degree, in the cortex. These changes are illustrated by micro-photographs. 
Previous work on the subject is reviewed. Without attempting to settle the 
anatomical basis of dementia praecox on the findings in a single case, the authors 
believe that there is a relation between the symptoms and the cerebral lesions 
described. M. HAMBLIN SMITH. 


Preparation of Intact Total Phosphatide-cerebroside. (Helv. Chim. Acta, vol. xvi, 
Pp. 943-58, 1933.) Escher, H. H. 

Brain or spinal marrow is coarsely subdivided and dehydrated by successive 
treatments with ether or acetone. The product is extracted at 37? C. with mixtures 
of 95% ether and light petroleum, b. 35-70? (1 : 1, 1 : 3 and r : ro successively). 
By means of water, ether is removed from the extract, which is concentrated at 
37^ under vacuum and proportioned with acetone. The solid is triturated with 
successive quantities of acetone, whereby fats, cholesterol and its esters, and lipo- 
chromes are removed without considerable loss of total phosphatide-cerebroside, 
which forms additive compounds with acetone. The material is pressed into thin 
sheets from which acetone is removed at 37? at 1-2 mm., after which it can be 
preserved indefinitely in carbon dioxide. B. C. A. (Chem. Abstr.). 


A Reducing Substance in the Brain Tissue. (Nature, vol. cxxxiit, p. 572, 1934.) 
Young, F. G., and Mitolo, M. 

The alcoholic extracts of brain tissues of mouse, rat, guinea-pig and ox contain 
a substance which reduces 2-6-dichloroindophenol (used for the estimation of 
ascorbic acid in tissues), but with other properties differing from those of ascorbic 
acid. It does not prevent scurvy in guinea-pigs. Estimations of ascorbic acid 
in brain-tissue by the indophenol titration method are therefore incorrect. Iso- 
lation of the reducing substance is difficult, but solutions are somewhat stabilized 
by addition of cyanide; this suggests that sulphur may be concerned with its 
activity. A semicarbazone, m. 251-2?, may be a derivative. 

JANET E. Austin (Chem. Abstr.). 


Pyruvic Acid as an Intermediary Metabolite in the Brain Tissue of Avitaminous and 
Normal Pigeons. (Biochem. Journ., vol. xxviii, p. 916, 1934.) Peters, R.A., 
and Thompson, R. H. S. 

The authors found that the disappearance of pvruvic acid and bisulphite- 
binding substances accompanies the extra oxygen uptake induced by the action 
of crystalline vitamin B, in pigeon's brain tissue respiring in vitro. Pyruvate also 
disappears when substituted for lactate. The disappearance of pyruvate is an 
indirect effect of vitamin action. These results are consistent with the view that 
pyruvic acid is a normal intermediary in the metabolism of pigeon's brain tissue. 
In agreement with the Embden-Meverhof fermentation scheme, it accumulates 
with respiring normal brain tissue in the presence of iodo-acetate and not of 
fluoride. G. W. T. H. FrEMING. 


Cerebral Blood-flow Preceding and Accompanying Epileptic Seizures in Man. (Arch. 
of Neur. and Psychiat., vol. xxxii, b. 257, Aug., 1934.) Gibbs, F. A., Lennox, 

W. G., and Gibbs, E. L. 
By means of a thermo-electric blood-flow recorder inserted into the internal 
jugular vein of patients subject to epilepsv, the authors ascertained changes in the 
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blood-flow in relation to both grand and petit mal. In none of 10 patients studied 
was there any significant reduction in blood-flow immediately preceding the onset 
of seizures. During severe convulsions there was a great increase in flow, but the 
changes which accompanied the seizures were the result rather than the cause of 
the seizures. This evidence is against the theory of acute widespread anemia of 
the brain as an immediate cause of epileptic seizures. G. W. T. H. FrEMING. 


The Relation of Negative Pressure in the Epidural Space to Post-puncture Headache. 
(Amer. Journ. Med. Sci., vol. clxxxviii, p. 247, Aug., 1934.) Sheppe, W. M. 
The writer, after reviewing his own results, concludes that continued leakage of 
spinal fluid from the dural sac is the predominant cause of post-puncture headache. 
This continued leakage may be obviated by the use of a needle not larger than 
22-gauge, with a sharp tapering point, and the elimination of the negative epidural 
pressure, shown by manometric readings to exist in at least some individuals, by 
allowing an inflow of air through the needle while the poini rests in the epidural 
space for some 30 seconds. 
The author carries out this work regularly on ambulant patients, with subsequent 
headache in only 394. G. W. T. H. FLEMING. 


Xanthochromic Cerebro-spinal Fluid in Psychiatry [Le liquide céphalo-rachidien 
xanthochromique en psychiatrie]. (Ann. Méd. Psych., vol. xiv (i), p. 520, 
April, 1934.) Courtois, A., and André, Mme. Yv. 

Xanthochromia is rare in psychiatric practice, and out of 10,000 examinations 
in six years there were only 60 positive results. Of the 60, 12 were associated with 
cerebral arteriopathy; 11 with cranial trauma; Io with acute meningitis; 10 with 
acute or subacute encephalitis; 9 with alcoholism; 5 with cerebral tumour; 2 
with spontaneous hemorrhagic meningitis and 1 with eclampsia. Regarding the 
general characters of the fluid, it was noted that the tension is usually increased ; 
that there is increased albumen proportionate to the intensity of xanthochromia ; 
that Pandy's reaction is usually positive; that the leucocyte count varies with the 
causal factor; and that the Meinicke was positive in 10 out of 44 examinations 
without evidence of syphilis; that the Wassermann was negative in all cases except 
one; and that xanthochromia is a cause of error for Verné's reaction to resorcin, 
. which is often strongly positive without evidence of tubercle. The author points 
out that the presence of a yellow fluid, excluding medullary compression, only 
indicates that a hamorrhage has taken place into the central nervous system. 
In tubercular meningitis and eclampsia there are probably micro-hemorrhages. 
He also insists on the importance of alcoholism, which is present as an added 
etiological factor in a large proportion of the cases observed. He goes on to point 
out that in dementia paralytica and epilepsy, where there is cerebral congestion 
without apoplexy, xanthochromia is rarely found ; out of 2,000 examinations of 
cases of dementia paralytica there was one positive finding. It is also noted that 
cases of jaundice must be excluded, for in this condition the skin is xanthochromic, 
and spectroscopic examination of a xanthochromic fluid gives an analogous curve 
to that of an icteric fluid, produced by the presence of bilirubin. 

STANLEY M. COLEMAN. 


Proteins of the Cerebro-spinal Fluid [Protetnas do líquido céfalo raquidiano’. (Revista 
da Assoc. Paulista de Med., vol. iv, p. 153, April, 1934.) Lange, O. 

The author deals with the methods employed for the estimation of these 
proteins, and with their value in the diagnosis and prognosis of some diseases of 
the central nervous system. Having reviewed the previous work on these subjects, 
the author describes the methods employed in the neurological service of the Medical 
Faculty of Sào Paulo, with special reference to the method of Kafka and Samson, 
giving some results obtained in cases of dementia paralytica. Finally, he deals 
with the exogenous or endogenous origin of the protein constituents of the cerebro- 
spinal fluid. M. HAMBLIN SMITH. 
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The Cerebro-spinal Fluid in Schizophrenia (El líquido céfalorraquideo en la esquizo- 
frenia). (Arch. de Neurobiol., vol. xiii, p. 743, 1933) Arias, B. R., 
Irazoqui, E., and Catasus, J. M. 


In their examinations of the cerebro-spinal fluids of schizophrenics, the authors 
found that 7594 showed abnormalities, which were small, but sufficient for diag- 
nostic purposes. The alteration usually consists of a slight albuminosis, without 
lymphocytosis and rarely with globulinosis, which is reflected in the behaviour of the 
colloidal reactions. Pathological fluids are found much more frequently in old 
than in recent cases of schizophrenia, and somewhat more often in the simple and 
hebephrenic than in the paranoid forms. M. HAMBLIN SMITH. 


Determination of Chlorine, Calcium, Potassium and Sodium in Small Quantities of 
Cerebro-spinal Fluid. (Med. Doswiadoczalna i Spoleczna, vol. xviii, pp. 80- 
90, 1934.) Juer, J^ 
Determination of chlorine in 0:5 or 1 c.c. of cerebro-spinal fluid by the methods 
of Van Slyke and Mohr are in agreement if the albumen present does not exceed 
0:25% ; potassium, when determined by Kramer and Tisdall's method, calcium, 
when determined by the method of Kramer and Tisdall or by the method of Woard, 
and sodium, when determined by that of Kramer, Gittleman and Rourke, gave 
accurate results. The following amounts were found in the spinal fluid of normal 
rabbits: Chlorine (calculated as sodium chloride) 774, calcium 5:8, potassium 13 
and sodium 343 mgrm.%. The importance of control tests is stressed. 
C. T. I. (Chem. Abstr ). 


Lactic Acid in the Cerebro-spinal Fluid in Meningitis. (Arch. Kinderheilk., vol. ci, 
pp. 108-17, 1934.) Geldrich, J. 

The lactic acid concentrations in blood and spinal fluid were determined by the 
Embden titrimetric method (method described). In meningitis the spinal fluid 
lactic acid increased as the sugar decreased, and terminally often reached a con- 
centration much higher than that in the blood, which usually remained constant 
throughout. E. M. HuMPHREYS (Chem. Abstr.). 


Chlorides in the Cerebro-spinal Fluid during Nervous Diseases. (J. Biol. Méd. 
Exptl. (U.S.S.R.], vol. xiv, p. 64, 1930.) Stefer, D. G. 


The chloride contents of the blood and cerebro-spinal fluid were determined in 
174 patients. A decrease in the chloride content of the spinal fluid was accompanied 
by pathological processes in the meninges, the greatest decrease occurring during 
bacterial meningitis (especially tubercular). During acute meningitis a decrease 
in the chloride content of the fluid below -67 must be considered a grave symptom. 
In syphilitic diseases of the central nervous system the decrease in the chloride 
content of the spinal fluid was parallel to the degree of infection of the meninges. 
The decrease was due to the adsorption of the chlorides by the albumens, which 
penetrated into the cerebro-spinal fluid when the hemato-encephalic barrier was 
disturbed. The return of the chloride content to the normal progressed parallel 
with the decrease in the albumen reaction. G. G. (Chem. Abstr.). 


The Amylolytic Value of the Cerebro-spinal Fluid and the Blood in Non-svphilitic 
Psychoses [Ricerche sul valore amilolitico de! liquor e del sangue in psicost non 
luetiche]. (Riv. di Freniat., vol. lviii, p. 287, June, 1934.) Imber, I. 


The writer studied, by means of the Wohlgemuth method, the amvlase content 
of the spinal fluid and blood-serum of 13 schizophrenics, 8 post-encephalitics, 10 
cases of mania, 5 melancholics, 10 epileptics and 8 mental defectives. In no case 
was a reading of 1-3 diastatic units at once or 2 units at the end of one hour 
exceeded. The lowest values down to complete absence of amylase were found in 
epileptics, some mental defectives, and in the hebephreno-catatonic group of the 
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schizophrenics. The values of the serum varied between 20-40 diastatic units and 
showed no variation with the nature of the psychosis. 
G. W. T. H. FLEMING. 


The Presence of Amylase in the Blood and in the Cerebro-spinal Fluid in Neuro- 
syphilis [Sulla presenza dell’amilast nel sangue e nel liquor nella neurolue}. 
. (Riv. di Neur., vol. vit, p. 53, Feb., 1934.) Disana, G. 


The author examined the blood and spinal fluids of 62 cases of neuro-syphilis. 
He did not confirm the results of Kafka and Hayashi, who found an increase in the 
amylase in general paralytics, the latter writer particularly in remissions. On the 
other hand he did not obtain the completely negative results recorded by 
Marchionini and Othenstein. In cured cases of neuro-syphilis the author found 
negative results in only one-third of the cases. 

The amylolytic value of the serum was increased above normal in all his cases. 
No constant relationship between the amylolytic values of the spinal fluid and the 
blood was ascertained. G. W. T. H. FLEMING. 


Spirochætes in the Spinal Fluid in General Paralysis after Artificially Produced 
Meningeal Reactions [Le spirochete nel liquor det paralttict progressivi in 
seguito a reazioni meningee acute artificialmente provocate!. (Riv. di Neur., 
vol. vit, p. 65, Feb., 1934.) Vizioli, F. 


The author found that after aseptic meningitis produced by doubly distilled 
water, there was an increase in the number of cases in which spirochetes could be 
found in the cerebro-spinal fluid from 4°, to 12:595, showing their passage from the 
parenchyma of the brain into the spinal fluid. G. W. T. H. FLEMING. 


Oxidase-reducase in the Cerebro-spinal Fluid in Some Forms of Mental Disease, and 
the Possibility of its Investigation by the Potassium Permanganate Reaction 
of Benedek and Thurzo [Sulla ossido-reducast nel liquido cefalo-rachidiano in 
alcune forme di malattie mentali e sulla possibilita di poterta esplorare con la 
reazione al permanganato di potassio (reazione di Bendek e Thurzo). (Riv. di 
Pat. Nerv. e Ment., vol. xliii, p. 476, Jan.—leb., 1934.) de Marco, A. 


The reaction of Bendek and Thurzo consists in adding to -25 c.c. cerebro-spinal 
fluid in a sterile and dry test-tube, 1 c.c. of 1?$ oxalic acid and one drop of 1°, 
potassium permanganate. The mixture, using distilled water instead of spinal 
fluid, is rose-violet in colour ; the colour changes to yellow-rose, to yellow, and then 
to a pale yellow. The control takes 30 minutes for this change to be completed : 
with normal spinal fluid the time taken is 14 minutes, and with pathological fluids 
round 8 minutes. The greater the amount of albumen present in the fluid, the 
more rapid and intense the changes. 

The author found that in schizophrenia, epileptic psychoses, alcoholic conditions, 
syphilitic conditions, circular psychoses, confusional psychoses and generally in 
all conditions where the amount of albumen is very minute the reaction was 
negative. The reaction was pronounced in cerebral syphilis, meningitis, cerebral 
tumours, spinal cord tumours, general paralysis and in any other conditions where 
the fluid albumen is much increased. G. W. T. H. FLEMING. 


Phagocvtic Behaviour of Interstitial Cells of Brain Parenchyma of Adult Rabbit 
towards Colloidal Solutions and Bacteria. (Arch. of Path., vol. xviii, p. 50, 
July, 1934.) Lebowtch, R. J. 


The author found that coloured colloidal particles, blood-pigments and bacteria 
were stored by transitional microglia cells, but not by normal resting and dividing 
microglia cells. No phagocytosed dye particles, etc., were observed in silver- 
reduced neuroglia and oligodendroglia cells. There is a distinct relationship 
between the phagocytic capacity of the microglia cells and their maturity. The 
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failure of the endothelial cells of the cerebral vessels to store vital dyes, etc., places 
them outside the class of specific phagocytic endothelial cells. The actively 
phagocvtic adventitial cells of Marchand supplement the protective function 
exercised by the hamato-encephalic barrier. G. W. T. H. FLEMING. 


Exploration of the Reticulo-Endothelial Svstem in Schizophrenia "Exploración del 
sistema reticuloendotelia! en la esquizofrenial. (Arch. de Neurobiol., vol. xiii, 
p. 1053, 1933.) Fanjul, L., and de la Vega, P. 


The technique adopted was the intravenous injection into a fasting patient of 
IO c.c. of an aqueous solution of 1-100 of Congo red. Blood specimens were taken 
five minutes after the injection and at the expiration of one hour. The concen- 
tration of Congo red in these specimens was estimated colorimetrically. A value 
of 100 was given to the first specimen, and the amount absorbed during the course 
of the hour was calculated. Normally the index of absorption varies between 
50 and 7o. In pathological conditions the index is raised to 80 or higher, according 
to the intensity of the toxic process. The authors believe that in schizophrenia 
there is an alteration in the working of the reticulo-endothelial system, and that 
this alteration is in close relation with the clinical picture of the disease. 

M. HAMBLIN SMITH. 


Insulin Convulsions and the Reticulo-endothelial System. (Klin. Woch., vol. xiii, p. 
IOI, 1934.) Dünner, L., Ostertag, B., and Lücke, H. 


Reticulo-endothelial blockade with Indian ink in dogs increases the convulsive 
dose of insulin six-fold. Similar blockade in rabbits is ineffective. 
H. EAGLE (Chem. Abstr.). 


The Problem of the Amount of Bromine in Normal Blood and its Variation in Manic- 
depressives [Il problema del quantitativo di bromo nel sangue normale e delle 
sue variazioni nella psicosi mantaco-depressiva,. (Riv. di Neurol., vol. vit, 
p. 339, June, 1934.) Bignoni, A. 

The author does not find the method of Wadim Roman reliable, and used 
instead that of Bernhardt and Ucko (Biochem. Zetts., H. 1-2, 1925). He found 
that in manic-depressive insanity there was no decrease in the bromine in the 


blood, as asserted by Zondek and Bier. 
G. W.T. H. FLEMING. 


Trvpiophane in Some Groups of Mentally Affected Patients: IV. (Biochem. terap. 
sper., vol. xxi, p. 79, 1934.) Neri, A. 


The tryptophane content in the serum is increased in progressive paralysis. A 
parallelism was found between tryptophane content and Wassermann reaction. 
A. G. Mix (Chem. Abstr.). 


Serological Reactions in Hereditary Svphilis [Reacciones serológicas de la lues 
anormalidad infantili. (Arch. de Neurobiol., vol. xiii, p. 749, 1933.) 
Juarros, C. 


The Wassermann reaction has been proved to possess the greatest sensitivity 
in the diagnosis of hereditary syphilis; in 101r cases serologically examined there 
were 124 positive Wassermanns. The benzocol reaction (by the method of Mouriz) 
holds the second place. The third place is held by the Meinicke turbidity reaction. 
judgment on the Meinicke clarification reaction 1s suspended until a larger number 
of cases has been examined. At a very short distance follows the reaction of 
Muttermilch. The Sachs-Georgi reaction is also very sensitive, but there are limits 
to its usefulness. The reactions of Kahn and Müller have not proved as satis- 
factory as other workers have found them to be. As a routine measure, for use in 
all cases, the Wassermann, benzocol and Meinicke reactions should be employed. 

M. HaMBLIN SMITH. 
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The Effect of a Deficiency of Vitamin B upon the Central and Peripheral Nervous 
Systems of the Rat. (Amer. Journ. Physiol., vol. cvii, p. 459, 1934.) Prickett, 
C. O. 


The site of the lesion responsible for the symptoms associated with lack of 
vitamin B in the rat is in the central rather than in the peripheral nervous system. 
J. F. LvMaN (Chem. Abstr ). 


The Black Reaction in the Urine of Epileptics Subject to Starvation and Subsequent 
Ketogenic Diet [Reazione neva nelle urine di epilettici sottoposti a digiuno e 
successivamente a dieta chetogena]. (Il Cervello, vol. xiii, p. 158, May, 1934.) 
Armenise, P. 


The author investigated Buscaino's black reaction in the urine of 30 epileptics 
and 4 mental defectives, all of them being in good health. He found that starvation 
for 48 hours followed by the ketogenic diet exerted an inhibitory effect on the black 
reaction. An insufficient diet and starvation produce indefinite effects. 

G. W. T. H. FLEMING. 


8. Criminology. 


Evaluation of Collective Dangers [Valoración de la peligrosidad colechva]. (Arch. de 
Neurobiol., vol. xiii, p. 837, 1933.) Morales, E.G. 


The percentages of delinquencies of various kinds, of suicides and of psvchotic 
patients vary greatly, both absolutely and inter-relatively, in districts of ditferent 
density of population ; and they also ditfer in relation to the economic condition, 
the general '' culture ’’ and the accessibility of the district. It is thus clear that 
social evils are the result of complex extraneous factors. Successful prophvlaxis 
depends upon careful statistical studies. M. HAMBLIN SMITH. 


Handwriting of Criminals. (Arch. of Neur. and Psychiat., vol. xxxii, p. 350, Aug., 
1934.) Quinan, C. 

The writer investigated the handwriting of a mixed group of criminals, paying 
attention to speed and configuration. His group of 100 normal controls was as 
diversified as possible. The criminals consisted of 100 murderers and 100 forgers. 
In addition there were added 6 abattoir slaughterers. The average speeds of 
normals, forgers and murderers were 48:6, 68-0 and 101-19 seconds, showing 
bradvgraphia to be characteristic of murderers. The total angularity figures 
obtained for these groups were 283, 286 and 469. For this reason the writing of 
murderers was unsightly and wanting in roundness—the quality that distinguishes 
the writings of forgers. The writings of the abattoir slaughterers were similar in 
every respect to that of the murderers. G. W. T. H. FLEMING. 
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Part IV.—Notes and News 


THE ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION. 
NINETY-THIRD ANNUAL GENERAL MEETING. 


THE NINETY-THIRD ANNUAL GENERAL MEETING of the Association was held in the Guildhall, | 
Northampton, on Wednesday, Thursday and Friday, July 4, 5, and 6, 1934, under the presidency 
in the earlier proceedings of F. Douglas Turner, M.B., M.R.C.S., L.R.C.P. (retiring President), 
and later that of Daniel F. Rambaut, M.A., M.D. The Council and Committees met on the 


previous dav, Tuesday, July 3. 


Wednesday, July 4.—Morning Session. 


Dr. F. DovcGras TURNER in the Chair. 


MINUTES. 


The minutes of the ninety-second Annual Meeting, held at Colchester and Clacton-on-Sea, 
having already appeared in the Journal, were taken as read and confirmed. 
The PRESIDENT expressed the pleasure he felt at having no deaths of members to record 


since the last Quarterly Meeting. 


ELECTION OF OFFICERS AND COUNCIL FOR 1934-35. 


The following resolutions were put from the Chair and carried unanimously. 


(a) That the Officers of the Association be: 
President.—Daniel F. Rambaut, M.A., M.D., B.Ch. 
President-Elect.—Reginald Worth, O.B.E., M.B. 
Ex-President.—F. Douglas Turner, M.B., M.R.C.S., L.R.C.P. 
Treasurer.—George William Smith, O.B.F., M.B. 

General Secretary.— Reginald Worth, O.B.E., M.B. 
Registrar.—Daniel F. Rambaut, M.A., M.D. 
Editors of Journal.— 

Douglas McRae, M.D., F.R.C.P.E. 

Maurice Hamblin Smith, M.A., M.D. 

Alexander Walk, M.D., D.P.M. 

G. W. T. H. Fleming, M.R.C.S., L.R.C.P., D.P.M. 
Hon. Librarian.— James Richard Whitwell, M.B. 


(b) That the Nominated Members of the Council be: 
Drs. A. Helen Bovle, J. F. W. Leech, J. J. O'Reilly, T. R. C. Spence, R. B. Camp- 


bell, R. M. Macfarlane. 


(c) That the Parliamentarv Committee be re-appointed : 
Retirements: Drs. R. L. Langdon-Down, M. J. Nolan. 


Addition : Dr. R. F. Jarrett. 


(d) That the Educational Committee be re-appointed. 
Dr. WiLLIAM Dawson proposed Dr. Elizabeth Casson as an additional member of the 


Educational Committee. 
Sir HUBERT BoNnpb seconded, and it was carried. 


(e) That the Library Committee be re-appointed. 
(f) That the Research and Clinical Committee be re-appointed. 
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(g) That the Mental Nursing Advisory Committee (Official Members) be re-appointed as 


follows : 

For England and Wales.—Drs. H. Dove Cormac, S. Edgar Martin, W. G. Masefield, 
George W. Smith, F. R. P. Taylor. . 

For Scotland.—Drs. D. McRae, T. C. Mackenzie, R. D. Hotchkis, D. Ross, W. M. 
Buchanan. 

For Northern Ircland.—Drs. M. J. Nolan, D. Gardner, F. J. Deane, N. B. Graham, 
J. Watson. 

For Irish Free State.—Drs. J. O'Conor Donelan, L. Gavin, S. Blake, R. R. Leeper, 
J. €. Martin. 


(h) That G. F. Barham, M.A., M.D., and R. J. Stilwell, M.R.C.P., L. R.C.P., be appointed 
Honorary Auditors. 


(i) That the Maudsley Lecturer for 1935 be L. C. Bruce, M.C., M.D., F.R.C.P.Edin., 
M.P.C. 


REPORT OF THE COUNCIL. 


The Council begs to submit its Annual Report as under : 

The number of members—ordinary, honorary and corresponding, as shown in the list of 
names published in the Journal of Mental Science for January, 1934, was 895, compared with 
883 in 1933. 


1932. 1933. 

38 Number of new members elected à : , : , 35 

883 Number of members registered . : , , ; . 895 

.. Removed according to Bye-law 17 ; à , 5s 

14 Number of members resigned . : : d : : IO 

I5. Number of deaths . ; n , , : : à 13 
Members : 1924. 1925. 1926. 1927. 1928. 1929. 1930. 193%. 1932. 1933- 
Ordinary . - 694 703 700 706 727 753 771 787 Sot Bis 
Honorary . ; 29 29 30 31 33 35 36 36 37 37 
Corresponding . 16 16 15 17 22 31 40 46 45 43 


— 000 —Á 


739 748 745 754 782 819 847 869 883 $95 


A study of the above figures shows that the increase in the number of members is well 
maintained. 


Research and Clinical Committee. 


A great deal of work has been done by this Committee, in co-operation with its Sub- 
Committees. The Mental Deficiency Sub-Committee ceased to exist on the formation of the 
new Special Committee dealing with this subject. Four members are representing this Special 
Committee on the Research and Clinical Committee. 

The Explanatory Notes to the new Classification of Mental Disorders have been completed 
and approved by the Council. 

Permission has been granted for the revision of the Statistical Tables. 


Educational Matters. 


The number of entries for the Nursing Certificate has been very gratifying, and in Mav last 
a record number of candidates took the Examination, i 

The Council agreed to the recommendation of the Educational Committee that a Certificate 
in Occupational Therapy for Mental Nurses be instituted. The Educational Committee has 
thoroughly investigated the matter on a valuable report made by its Occupational Therapy 
Sub-Committee. 

The advice of the Educational Committee has been sought by the Child Guidance Council in 
regard to their proposal to arrange a course dealing with the organization and methods of 
procedure in psychiatric clinics for the treatment of out-patients. 


Parliamentary Matters. 


Among other matters this Committee has dealt with the Report of the Departmenta! 
Committee on Sterilization, and a discussion has also taken place on the alleged failure of the 
Mental Treatment Act. 
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The Library. 
The number of books issued to members has increased so considerably that it has been 
necessary to subscribe more heavily to Lewis’s Library. 
A valuable and classic addition to the Library has been presented by the Hon. Librarian in 
the form of a first edition copy, in excellent condition, of Burton’s Anatomy of Melancholy, 1621. 
Gifts of books by members of the Association have been greatly appreciated. 


Journal of Mental Science. 


The Journal of Mental Science has continued to prosper, largely owing to the efforts of the 
Editors, and there has been a gratifying increase in the number of advertisements appearing in 
the Journal. 


Miscellaneous Matters, 


Sir James Crichton-Browne presented a copy of his portrait to the Association, which has 
been hung in the Library. 

The 15th Maudsley Lecture was delivered in May by the Rt. Hon. Lord Macmillan, P.C. 
The Lecture, which was a most interesting one, was entitled ‘‘ The Professional Ming d 

Divisional Chairmen have been presented with special badges. 

Dr. H. Freize Stephens was elected to represent the Association on the Gosimittes of the 
Central Association of Mental Welfare in the place of Dr. E. S. Litteljohn, who resigned. 

Dr. D. Rice was appointed to represent the Association at a Congress held by the Royal 
Institute of Public Health at Norwich in May. 

At the invitation of the Board of Control, members visited the Rampton State Institution 
for Mental Defectives, Retford, in April last. Many members attended and a most interesting 
day was spent. 

Recommendations for the revision of the Bve- Laws of the Association have been drafted by 
the Special Committee appointed for this purpose, and will come before the Annual Meeting. 

Dr. G. W. B. James will represent the Association at the Congrès des Medicins Aliénistes et 
Neurologistes de France et des Pays de Langue Frangaise to be held at Lyons, July 16-21. 

A Special Committee was appointed by the Council to prepare a report to place before the 
Departmental Committee on the cost of Hospitals and Other Public Buildings (appointed by the 
Minister of Health). The Departmental Committee asked the Association to give oral and 
written evidence on the cost of mental hospitals. 

Many respected members of the Association have passed away, including Dr. P. W. Mac- 
donald, who was President in 1907. 


Obituary. 
Honorary Member: Eugenio Tanzi. 
Corresponding Members: Henry Cotton, Juliano Moreira, 
Ordinary Members: Arthur Ellison, Simon Grossman, John Patrick, Jane E. Waterston 
Bernard Hollander, P. W. Macdonald (President, 1907-08), D. Ogilvy. 


Dr. WonrnH (General Secretary) read the Report, which had been circulated in abstract, and 
moved that it be adopted. 
Dr. WiLL1AM Dawson seconded. (Agreed. 


The PRESIDENT reported that at the Council Meeting on the previous day the following 
business had been dealt with: 

A questionnaire on the subject of sterilization had been sent out to the members of the 
Association in order to enable the Council to arrive at a conclusion as to whether they should 
take any part in the work of a Committee which was being set up to press for legislation in the 
matter. The following were the results of the questionnaire : 

798 cards were sent out, 339 of which were returned. Only 6 of those were spoilt papers. 
The answers were as follows : 

In favour of voluntary sterilization (subject to the safeguards proposed in the Report) in 
the case of :— 

(a) A person who is mentally defective . ; ; . Yes, 266; No, 69 
(b) A person who has suffered from mental disorder à ; » 2043 ,, I07 
(c) A person who suffers from or is believed to be a carrier ob a 

grave phvsical disability, which has been shown to be 

transmissible ; ‘ » 206 4, 62 
(d) A person who is believed to be likely to tcansmit mental detect » 23i; , 82 
(e) A person who is believed to be likely to transmit mental 

disorder ; ; j : , . ‘ à i sp. GIG 92 
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In view of those answers the Council decided to appoint Dr. Reginald Worth to represent the 
Association on the Committee. In case that gentleman was unable to serve, Dr. Stewart was 
nominated as an alternative. 

With regard to the question of assistant medical officers’ expenses in attending meetings, the 
Board of Control felt they could not ask local authorities to pay these expenses, and the Council 
decided to allow the inatter to drop. 


REPORT OF THE TREASURER. 


Dr. G. W. S«irH (Hon. Treasurer) reported that on June 30, 1934, the cash balance was 
£978 15s. 3d. and that there was a sum of £400 on deposit. He presented the Balance-Sheet 
and Revenue Accounts for the year ending December 31, 1933. The assets on this Balance- 
Sheet had been valued at a sum considerably below the present market value. The income 
permitted the Association to indulge in its various activities and pay its wav. The only thing 
in the Balance-Sheet that caused a treasurer any uneasiness was the large sum spent on the 
Journal compared with the income derived from members’ subscriptions. The Editors had done 
splendid work in reducing the Journal expenses, while at the same time effecting improvements. 
Still, it had to be remembered that the existence of a credit balance was due to the Association's 
income from examination fees. It was, of course, possible for the Association, at any time, 
should it become necessary, to alter the situation by increasing its annual subscription. He 
drew attention to the condition of the Maudsley and Gaskell Funds. During the last two or 
three vears there had been an excess of expenditure over income, due partly to the fallin income. 
owing to conversion, and partly to the rather large increase in the fees and expenses paid to 
examiners. — Neither of these funds, however, had exhausted their accumulated deposit, and 
before that could happen the Association could take steps to preserve these funds a little 
more carefully. He therefore congratulated the Association on the state of the finances, and 
presented his Balance-Sheet for the approval of Members. | He proposed its adoption. 

Dr. MrNziES seconded. "Agreed. 

The PREsIDENT said he thought it an exceedingly satisfactory Balance-Sheet. In spite of 
the extra expenditure the Association was still nearly {500 better off than this time last vear, 
and, as Dr. Smith had pointed out, its investments were worth a great deal more than thev stood 
at in the Balance-Shect. He wished to take the opportunity of saving how grateful members 
were to Dr. Smith. It must be a great deal of trouble to keep these accounts and to gather in 
the subscriptions. 


REPORT OF THE EDITORS. 


As a result of the economies mentioned in the last report, and of an increased revenue from 
advertisements, the cost of the Journal to the Association has been appreciably reduced. The 
total net cost has been £800 18s., compared with £996 2s. 7d. in 1932, and £ 1178 5s. 11d. in 1930- 
The size of the Journal, allowing for the change in format, remains practicallv unchanged. 

More articles have been submitted for publication during the last year than for some time 
past, and this has enabled the Editors to maintain a high standard for those accepted. In 
addition to records of original work, papers embodving theoretical considerations are acceptable. 
as well as those dealing with facts which, although not new, are insufficiently known in this 
country. From time to time, however, papers are received dealing, for instance, with well- 
known methods of treatment, and adding little to what is or should be common knowledze ; 
and such papers have inevitably to be either rejected or published in abbreviated form. The 
Editors are always prepared to assist authors by criticizing papers sent them, and to sugges! 
suitable alterations where necessary. Further, they think it very desirable that they should 
have similar opportunities of preliminary criticism in the case of papers which it is proposed 
to read at the Association's meetings. They have suggested to the Council measures by which 
this could be arranged. 

During the vear the ‘‘ Epitome" section has been greatly extended, and more than twice 
as many articles have been abstracted as in previous vears. The Editors wish most heartily 
to thank all those whose labours have helped in attaining this result. 

It is proposed to produce a further volume of the General Index to cover the twelve years 
1923-1934. For reasons of economy this will not be issued to members and subscribers as a 
separate publication, but will be included in a convenient number of the Journal. A small 
number of reprints will be available for members who specially require them. 

Finally the Editors have to apologize for the renewed delay in the date of appearance of 
the Journal. During the past year this has been due to a variety of circumstances. Toe 
Editors realize that the delav is not only inconvenient to members and subscribers, but tends 
to prevent an increase in sales and in advertisement revenue. They will use their best endeavours 
to attain punctuality in the coming year. 
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Analysis of Cost of Journal, 1932-33. 


1932. 1953. 
£ s.d. £ s.d. Debit. £ s.d. £ s.d 
1,097 6 II Printing, Illustrations, Paper, Binding . 959 4 9 
154 I2 6 Reprints and dispatch : ; : 144 I6 6 
26 4 7 Stationery, postage and index . ; 20 8 4 
40 I9 O Publishers' fees . ; . ; , 41 3 3 
1,319 3 O -———— — — — 1,171 I2 IO 
—— (——— 
Credit. 
300 I4 O Sale of Journal, etc. . i : ; 276 17 6 
22 6 5 Advertisements . ; ; ; . 93 17 4 
323 O 5 ————— — 370 14 IO 
[€] € 
£ S. d. Cost of Journai. £ s. d. 
996 2 7 Net cost to Association . ` ; , : à j : 800 18 o 
5s. 5d. Cost of production per copy. " r ; , ; ; 4s. 1o}d, 
4s. Id. Cost to Association per copy . ; 3S. 4d. 
1043 Size of Journal in pages " 872 new format, equal to about 1,030 old 
format. 


Dr. WALK read the Report and moved its adoption. 

Dr. McRae seconded. [ Agreed. 

The PRESIDENT said the Editors devoted a considerable amount of time and trouble to the 
work of the Journal; he did not think members realized how much time had to be spent in the 
preparation of articles and the reading of proofs, and in helping authors to improve their papers 
before their publication. The Association felt very grateful to them. 


REPORT OF THE HON. LIBRARIAN. 


The Hon. Librarian is pleased to be able to report that the past year has been a verv successful 
one from all points of view—loan, circulation, reference and reading. Some interesting and 
valuable additions have been made to the Library of historical works, new works, and new 
editions ; he is glad to have this opportunity of thanking those members who have been so 
good as to present many books to the Library during the vear. He is now in touch with many 
libraries in London, and with some has a pleasant relationship of reciprocity—a condition which, 
kept under proper control, is of great value to the users of this Library. He desires to express 
his very sincere thanks to the President, Council and members of the Association for their 
continued confidence and much valued help, encouragement and support, and to assure them 
that the welfare and success of their Library is one of his definite aims in the days of his 
retirement. 

Dr. WOoRTH, in the absence of Dr. Whitwell, read the Report and moved that it be adopted. 

Dr. MENZIES seconded. (Agreed. 

The PRESIDENT said that, as members knew, some reference would be iade to Dr. Whitwell, 
the Hon. Librarian, later in the proceedings. 


REPORT OF THE AUDITORS. 


We, the undersigned, having examined the Treasurer’s books, and having duly compared 
and scrutinized receipts and vouchers, hereby certify that the Accounts and Balance-Sheet, as 
set forth, represent a true statement of the Roval Medico- Psychological Association's finances 
for the year 1933. 
G. F. BARHAM 
R. J. STILWELL * 
Dr. G. W. SmitH, in the absence of the auditors, read the Report and moved its adoption. 
Dr. CAMPBELL seconded. ‘Agreed. 


! Hon. Auditors. 


REPORT OF THE REGISTRAR. 


The total number of entries for the Preliminary and Final Examinations for the vear 1933 
was 6,920. of whom 811 were candidates for the Mental Deficiency Section. 
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Of these 6,920 candidates 4,109 were for the Preliminary Examination and 2,811 for the 


Final Examination. 


There were 4,384 entries for the May, 1933, Examinations—2,594 Preliminary and 1,790 


Final. 


For the November, 1933, Examinations there were 2,536 entries— 1,515 Preliminary and 1,021 


Final. 


The details of the Preliminary Examinations in the year 1933 were as follows : 


Class of institution. 
English County Mental Hospitals 
English Borough Mental Hospitals . 
Registered Hospitals and Licensed Houses 
Scottish Mental Hospitals 
Irish Mental Hospitals 
Mental Defective Section 


Totals 


Entries. 

s . 2,923 
339 

192 

566 

354 

545 


4,109 


The details of the Final Examinations in the year 1933 were: 


Class of institution. Entries. 


English County Mental Hospitals . . 1,586 


English Borough Mental Hospitals . : 286 
Registered Hospitals and Licensed Houses 140 
Scottish Mental Hospitals , s . 326 
Irish Mental Hospitals . à : . ^ 206 
Federated Malay States . , I 
Mental Defective Section n : $ 266 

Totals . " : ^ . 2,811 


Passes. 


I.OIO 
214 
I16 
261 
109 

I 
I43 


1,854 


Distinc- 


tions. 
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May, 1934, EXAMINATIONS. 


For the May, 1934, Examinations the entries numbered 4,432. 


The analysis of the Examinations is as follows : 


Preliminary. 


Class of institution. 
English County Mental Hospitals s ; " 
English Borough Mental Hospitals . . i 


Registered Hospitals and Licensed Houses . i 
Scottish Mental Hospitals . i ; s 
Irish Mental Hospitals : ‘ . . s 
Mental Defective Section 
Totals 
Finat. 
Class of institution. Entries. 


English County Mental Hospitals : - 994 


English Borough Mental Hospitals . . 239 
Registered Hospitals and Licensed Houses . 97 
Scottish Mental Hospitals j à . 249 
Irish Mental Hospitals . 5 : . 7427 
Federated Malay States . i ; ‘ I 
Mental Defective Section ; . . 239 


Totals " : a : . 1,946 


Entries. 
1,372 
" 225 
. 128 
314 
189 
258 
. 2,486 
Distinc- 
Passes. tions. 
598 24 
148 9 
59 7 
20I 3 
65 2 
I — 
180 2 
1,252 47 


There were some cases where collusion was suspected. 


Passes. 
1,173 
245 
123 
337 
163 
307 


2,348 


Percentages. 
55°51! 
72°27 
64°06 
59°54 
46°04 
56°33 


57°14 


Percentage of 


A 


Passes to Dists. to Dists. to 


entries. 
63°68 
74°82 
82°85 
80°06 
52'9I 

100°00 
53°75 


65°95 


entries. 


2:90 
2°44 
2°14 
1°84 

48 


I'$0 ` 


2:34 


passes. 
4'45 
3°22 
2°58 
2°29 
9I 


This is the largest number 
of entries at one examination since the Association commenced to hold examinations for nurses. 


Passes. 


733 
142 
78 
170 
99 
158 


1,380 


Percentages. 
53°42 
63°11 
60°93 


Percentage of 


Passes to 
entries. 


60°16 
61°92 
60°82 
80°72 
§1°18 
100°00 
75°31 


64°33 


ee ae! 
Dists. to Dists. to 


entries. passes. 


2°41 
3°76 


7'21 


2341 


4'OI 
6°08 
11°86 
1°49 
3°07 


I'II 


3-795 


These are being investigated. 
D. RAMBAUT, 


Registrar. 
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Analysis of Cost of Journal, 1932-33. x 
1932. 1933 
£ s.d. £ s.d. Debit. £.s.d. £ s. d 
1,097 6 II Printing, Illustrations, Paper, PIRE : 959 4 9 
154 I2 6 Reprints and dispatch . à 144 16 6 
20 4 7 Stationerv, postage and index  . ; 260 8 4 
40 I9 O Publishers' fees . 5 : . : 41 3 3 
1,319 3 0 -———— — — 1,171 12 IO 
ae =e 
Credit. 
300 I4 o Sale of Journal, etc. . : ; , 276 17 6 
22 6 5 Advertisements . : : ; i 93 I7 4 
323 0 5 —— — ———— 370 14 Io 
[rr] [SS 
£ S. d. Cost of Jourtnai. £ s. d. 
996 2 7 Net cost to Association . : ; : . , : i 800 18 o 
5s. sd. Cost of production per copy. ; ; ] : : ; 4s. Iod. 
4s. 1d. Cost to Association per copy . T 3s. 4d. 
1043 Size of Journal in pages " 872 new format, equal to about 1,030 old 
format. 


Dr. WALK read the Report and moved its adoption. 

Dr. McRAE seconded. (Agreed. 

The PRESIDENT said the Editors devoted a considerable amount of time and trouble to the 
work of the Journal; he did not think members realized how much time had to be spent in the 
preparation of articles and the reading of proofs, and in helping authors to improve their papers 
before their publication. The Association felt very grateful to them. 


REPORT OF THE HON. LIBRARIAN. 


The Hon. Librarian is pleased to be able to report that the past vear has been a verv successful 
one from all points of view—loan, circulation, reference and reading. Some interesting and 
valuable additions have been made to the Library of historical works, new works, and new 
editions; he is glad to have this opportunity of thanking those members who have been so 
good as to present many books to the Library during the year. He is now in touch with many 
libraries in London, and with some has a pleasant relationship of reciprocitv—a condition which, 
kept under proper control, is of great value to the users of this Library. He desires to express 
his very sincere thanks to the President, Council and members of the Association for their 
continued confidence and much valued help, encouragement and support, and to assure them 
that the welfare and success of their Library is one of his definite aims in the days of his 
retirement. 

Dr. WORTH, in the absence of Dr. Whitwell, read the Report and moved that it be adopted. 

Dr. MENZIES seconded. (Agreed. 

The PRESIDENT said that, as members knew, some reference would be made to Dr. Whitwell, 
the Hon. Librarian, later in the proceedings. 


REPORT OF THE AUDITORS. 


We, the undersigned, having examined the Treasurer's books, and having duly compared 
and scrutinized receipts and vouchers, hereby certify that the Accounts and Balance-Sheet, as 
set forth, represent a true statement of the Royal Medico-Psvchological Association's finances 
for the year 1933. ; 
G. F. BARHAM 
R. J. STILWELL v 


Dr. G. W. Smitn, in the absence of the auditors, read the Report and moved its adoption. 
Dr. CAMPBELL seconded. Agreed. 


! Hon. Auditors. 


REPORT OF THE REGISTRAR. 


The total number of entries for the Preliminary and Final Examinations for the vear 1933 
was 6,920. of whom 811 were candidates for the Mental Deficiency Section. 
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Of these 6,920 candidates 4,109 were for the Preliminary Examination and 2,811 for the 


Final Examination. 


There were 4,384 entries for the May, 1933, Examinations—2,594 Preliminary and 1,790 


Final. 


For the November, 1933, Examinations there were 2,536 entries—1,515 Preliminary and 1,021 


Final. 


The details of the Preliminary Examinations in the year 1933 were as follows : 


Class of institution. 
English County Mental Hospitals 
English Borough Mental Hospitals . 
Registered Hospitals and Licensed Houses 
Scottish Mental Hospitals 
Irish Mental Hospitals 
Mental Defective Section 


Totals . ; $ 


Entries. Passes. Percentages. 
2,113 , I,173 A 55'51 
339 . 245 . 72°27 
192 i 123 " 64:06 
566 . 337 . 59°54 
354 . 163 : 46°04 
545 . 307 . 56°33 
4,109 2,348 57°14 


The details of the Final Examinations in the year 1933 were: 


Class of institution. Entries. 


English County Mental Hospitals . . 1,586 
English Borough Mental Hospitals . : 286 


Registered Hospitals and Licensed Houses 140 
Scottish Mental Hospitals . i , 326 
Irish Mental Hospitals . : í . ' 206 
Federated Malay States à " ‘ I 
Mental Defective Section , . ‘ 266 

Totals . ' . ; . 2,811 


Passes. 


I.OIO 
214 
I16 
261 
109 

I 
143 


1,854 


Percentage of 
Distinc- „amm ee 
tions. Passes to Dists. to Dists. to 
entries. entries. passes. 


53°75 1'50 279 


a 


45 63:68 2-90 4°45 
7 74°82 2:44 3°22 
3 82°85 2°14 2°58 
6 80°06 1°84 2:29 
I 52*9I 48 QI 

—  100°00 — — 
4 

66 


65:95 2°34 3°55 


MAY, 1934, EXAMINATIONS. 


For the May, 1934, Examinations the entries numbered 4,432. This is the largest number 
of entries at one examination since the Association commenced to hold examinations for nurses. 


The analysis of the Examinations is as follows : 


Preliminary. 


Class of institution. 
English County Mental Hospitals A ; i 
English Borough Mental Hospitals à , 
Registered Hospitals and Licensed Houses . 
Scottish Mental Hospitals . 
Irish Mental Hospitals 
Mental Defective Section . 


Totals 


Finat. 
Class of institution. Entries. 


English County Mental Hospitals  . - 994 
English Borough Mental Hospitals . . 239 
Registered Hospitals and Licensed Houses . 97 
Scottish Mental Hospitals $ ; » 249 


Irish Mental Hospitals : , i y^ 127 
Federated Malay States . , à ; I 
Mental Defective Section ; ; . 239 

Totals 3 ; ; A . 1,946 


Entries. Passes. Percentages. 


I, 


2, 


Passes. 


598 
148 
59 
201 
65 
I 
180 


I,252 


There were some cases where collusion was suspected. 


372 . 733 . 53°42 
225 g 142 : 63'11 


128 . 78 ; 60°93 
314 : 170 x 54°10 
189 . 99 . 52:38 


258 . 158 à 61:42 


486 . 1,380 i 55'51 


Percentage of 
Distinc- 


tions. Passes to Dists. to Dists. to 

entries. entries, passes. 

24 60°16 2°41 4°OI 
9 61°92 3°70 6:08 

7 60:82 £I 11°86 

3 80°72 1°20 1°49 

2 51°18 1°57 3°07 
— 100'*00 — — 
2 75'31 87 I'II 
47 64°33 2I 3°75 


These are being investigated. 
D. RAMBAUT, 
Registrar. 
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Dr. D. RAMBAUT read the Report and moved its adoption. 

Dr. G. W. SMITH said he would like to second this Report, and to emphasize the fact, which 
was best expressed by Dr. Rambaut himself, that the Registrar was the goose who laid the 
golden egg of the Association. Looking at the Balance-Sheet one saw that the excess of income 
over expenditure was entirely due to the work and activities of the Registrar. In seconding 
the adoption of this Report, he would like to propose a hearty vote of thanks for the great work 
which Dr. Rambaut had done for the Association. The figures, bewildering as they were, spoke 
for themselves. (Agreed. 

The PRESIDENT said he was sure all would wish to join in these thanks to Dr. Rambaut, 
and in the congratulations which had been expressed by Dr. Smith for the enormous amount of 
work he had done for the Association. It was verv gratifving that in spite of the attractions, if 
there were any, of other examinations, the number who entered for the Association's examina- 
tions was higher than ever before. 


REPORT OF THE EDUCATIONAL COMMITTEE. 


The Educational Committee begs to submit the following report for the ycar ending June 
30, 1934: 

During the vear four meetings have been held. 

The resignation of Dr. Taylor as Chairman of the Committee was received with very much 
regret in November last. He had held the Chairmanship for six vears, and appreciation of his 
valuable services was expressed in a letter to him. The resignation of Dr. Donald Ross as Vice- 
Chairman was also received with much regret. Dr. Petrie was elected Chairman and Dr. McRae 
to the Vice-Chair. 

A considerable amount of attention has been given to the subject of occupational therapy 
during the vear, and the work of the Sub-Committee appointed to consider this subject. and 
especially of Dr. Russell, has been much appreciated. The Council has been asked to institute 
a Certificate in Occupational Therapy for Mental Nurses, and that this Certificate should be of 
such a standard as to enable the holders to organize the work in a large division of a mental 
hospital. The Sub-Committee has further been instructed to draw up a Syllabus and Regulations. 

The Sub-Committee appointed to consider the conditions of training for those taking the 
Diploma in Psychological Medicine issued the following recommendation : 

“While the Members of the Sub-Committee feel that a longer period is desirable, 
they recommend that a whole-time appointment in a Mental Hospital for at least six 
months is essential, combined with six months’ practical studv of nervous diseases im a 
hospital approved by the Examining Body, this study to comprise attendance of at least 
six hours per week. Any alternatives should be carefully safeguarded to ensure that this 
minimum period of instruction is maintained.” 

The training Sub-Committee, having been asked to consider the question of ancillary premises, 
recommended that no ancillary premises should be recognized as a training school unless the 
conditions of training are such that the premises could obtain recognition as an independent 
training centre. 

During the vear the following institutions were recognized as Training Schools: Cell Barnes 
Colony, St. Albans; South Ockenden Colony, Essex; Pewsey Colony, Wilts; Moss Side State 
Institution, Maghull; Little Plumstead Hall Colonv, and Heckingham Ancillary Institution. 
Norfolk ; Stretton Hall, Leicester ; Brockhall Certified Institution, Blackburn. 

The question of the standard required for the passing of the Association's examination was 
considered, and it was agreed that Rule 14 (d), which reads, * The standard of ' Excellent ' 
obtained in one part of the examination will reduce the minimum standard for the other 
part from 50 to 47?5"', should be eliminated, and also that no papers should be re-assessed in 
future, and that Chief Examiners should be instructed that at least 50% of marks should be 
obtained in each section of the Final Oral and Practical Examination to enable a candidate to 
obtain a Pass. 

Nominations for the posts of Examiners for the year were sent forward as recommendations 
to the Council at the May meeting. 


Dr. WonRrTH, in the absence of Dr. Masefield, read the Report. He moved its adoption. 

Dr. Rv'ssELL said he had very much pleasure in seconding the Report, and, since one was 
expected in doing so to compliment the Committee, he had no difficulty in doing so. It was the 
busiest committee of any of them, and it was difficult for the members of it to get awav from 


London. (Agreed. 
REPORT OF THE PARLIAMENTARY COMMITTEE. 


At the meeting in November last Drs. Nathan Raw, Menzies and Haynes were unanimously 
re-elected to their respective offices of Chairman, Vice-Chairinan and Hon. Secretary. 
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The SECRETARY reported that the Local Government and other Officers’ Superannuation 
(Temp. Provisions) Bill was passed in July last, the time limit proposed being extended by three 
months, i. e. to July, 1932, and an undertaking had been given that all possible elasticity should 
be used in interpreting the provisions of the Bill. 

A letter was received from the Secretary of the Northern Division drawing attention to a 
test case about to be heard concerning the income tax payable by an Assistant Medical Officer. 
The Council was asked to allow the Treasurer to spend up to £25 in support of the case. 

The Report of the Departinental Committee on Sterilization was published in December, 
I933, and this was discussed at a meeting held in February. It was decided to await events, 
since very diverse opinions were held by members of the Association. It was expected that the 
Ministry of Health would appoint another Committee before taking any legislative action. 

The Mental Treatment Act was the subject for discussion at the meeting held in Mav, and, 
before this, a request was sent to all medical superintendents for anv facts dealing with this matter. 
In addition, the Secretary had written some thirty letters to medical superintendents of rate- 
aided hospitals and licensed houses, and a svnopsis of answers received was read prior to the 
debate. Dr. Brooks Keith opened the discussion, and many points were argued. A prolonged 
debate on the working of the Mental Treatment Act took place, and it was eventually decided 
that an open discussion on this subject he held at the Annual General Meeting (if possible) and 
that representatives of general practitioners and of other interests involved should be invited. 

At the July meeting a letter from Dr. Leeper was discussed, urging the desirability of making 
further efforts to ensure that nurses examined by the Association should be admitted to the 
Nurses’ Register. It was resolved to ask the Council to authorize that a register of nurses 
examined by the Association be brought up to date. As regards the proposition referred by 
the Council on the initiative of the South-Western Division, it was resolved to atftirm two resolu- 
tions of 1932: '' That in the opinion of this Committee, it is undesirable that the Mental Health 
Services should come under the control of the Medical Officer of Health " and “ that should it 
appear to the Council that legislation placing the Medical Officer of Health in charge of Mental 
Institutions in any area is contemplated, every effort should be made to preserve the autonomv 
of the Mental Hospital Committees, more especially in the direction of amalgamating all the 
mental services in the area.” H. G. L. HAYNES, 


Hon. Secretary. 


Dr. Haynes read the Report. He added that it was interesting to note that the London 
County Council had considered the question of sterilization on the previous day, but had decided 
to take no action. He moved that the Report be adopted. 

Dr. MENziES seconded. | (Agreed. 


Dr. FLEMING said that, in reference to the last matter referred to in the Report, namely the 
relation of local authorities to mental hospitals, he wished to propose that an ad hoc committee be 
appointed to go into this matter forthwith, and make a report on it to the Association. He had 
been told that the County Councils Association were trving to obtain control of the mental 
hospitals, i.e., to place them directly under the clerks to the councils, not even the medical 
officer of health. The County Council's Association was a very powerful body, and the person 
who had given him the information was a member of that body. 

Dr. CAMPBELL Said the Association would feel very much obliged to Dr. Fleming for the 
additional information he had given; the matter seemed to be quite important. He thought the 
Association should take steps to have a committee formed to safeguard the position of the medical 
superintendents. He had much pleasure in seconding the proposition that a committee be 
formed. (Agreed. 

Dr. F. R. P. TAYLOR said that he was recently at a meeting of the Clerks’ and Stewards’ 
Association, when one member of that bodv recommended the appointment of a business manager 
for hospitals, under which scheme the medical superintendent became merely a medical officer. 
He suggested that the proposed committee should deal with all matters affecting the status 
of the medical superintendent. 

Dr. DONELAN agreed that the matter was a serious one. Perhaps he ought not to intervene 
in a matter which concerned England, but the old asylums in Ireland were under lav managers, 
and he thought it would be deplorable if anvthing of that kind were to develop in this country 
—that the management of asylums should pass into the hands of lay people. He thought that 
immediate steps should be taken to frustrate any movement in the direction which had been 
indicated. 

The resolution was unanimously carried. 

The PRESIDENT asked for suggestions concerning the constitution of the Committee. 

Dr. MENZIES expressed the opinion that this would be a big fight, and on such a Committee 
it would be well to have not only medical superintendents of mental hospitals, but also medical 
officers of mental deficiency institutions. The Association would also want the assistance of 
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Dr. D. RAMBAUT read the Report and moved its adoption. 

Dr. G. W. Situ said he would like to second this Report, and to emphasize the fact, which 
was best expressed by Dr. Rambaut himself, that the Registrar was the goose who laid the 
golden egg of the Association. Looking at the Balance-Sheet one saw that the excess of income 
over expenditure was entirely due to the work and activities of the Registrar. In seconding 
the adoption of this Report, he would like to propose a hearty vote of thanks for the great work 
which Dr. Rambaut had done for the Association. The figures, bewildering as they were, spoke 
for themselves. [Agreed. 

The PRESIDENT said he was sure all would wish to join in these thanks to Dr. Ranibaut, 
and in the congratulations which had been expressed by Dr. Smith for the enormous amount of 
work he had done for the Association. It was very gratifving that in spite of the attractions, if 
there were any, of other examinations, the number who entered for the Association's examina- 
tions was higher than ever before. 


REPORT OF THE EDUCATIONAL COMMITTEE. 


The Educational Committee begs to submit the following report for the year ending June 
30, 1934: 

During the vear four meetings have been held. 

The resignation of Dr. Tavlor as Chairman of the Committee was received with very much 
regret in November last. He had held the Chairmanship for six vears, and appreciation of his 
valuable services was expressed in a letter to him. The resignation of Dr. Donald Ross as Vice- 
Chairman was also received with much regret. Dr. Petrie was elected Chairman and Dr. McRae 
to the Vice-Chair. 

A considerable amount of attention has been given to the subject of occupational therapy 
during the year, and the work of the Sub-Committee appointed to consider this subject, and 
especially of Dr. Russell, has been much appreciated. The Council has been asked to institute 
à Certificate in Occupational Therapv for Mental Nurses, and that this Certificate should be of 
such a standard as to enable the holders to organize the work in a large division of a mental 
hospital. The Sub-Committee has further been instructed to draw up a Syllabus and Regulations. 

The Sub-Committee appointed to consider the conditions of training for those taking the 
Diploma in Psvchological Medicine issued the following recommendation : 

“While the Members of the Sub-Committee feel that a longer period is desirable, 
they recommend that a whole-time appointment in a Mental Hospital for at least sıx 
months is essential, combined with six months’ practical study of nervous diseases in a 
hospital approved by the Examining Body, this study to comprise attendance of at least 
six hours per week. Any alternatives should be carefully safeguarded to ensure that this 
minimum period of instruction is maintained." 

The training Sub-Committee, having been asked to consider the question of ancillary premises, 
recommended that no ancillary premises should be recognized as a training school unless the 
conditions of training are such that the premises could obtain recognition as an independent 
training centre. 

During the vear the following institutions were recognized as Training Schools: Cell Barnes 
Colony, St. Albans; South Ockenden Colony, Essex; Pewsey Colony, Wilts; Moss Side State 
Institution, Maghull; Little Plumstead Hall Colony, and Heckingham Ancillary Institution. 
Norfolk ; Stretton Hall, Leicester; Brockhall Certitied Institution, Blackburn. 

The question of the standard required for the passing of the Association's examination was 
considered, and it was agreed that Rule 14 (d), which reads, '' The standard of ‘ Excellent ' 
obtained in one part of the examination will reduce the minimum standard for the other 
part from 50 to 47%", should be eliminated, and also that no papers should be re-assessed in 
future, and that Chief Examiners should be instructed that at least 50% of marks should be 
obtained in each section of the Final Oral and Practical Examination to enable a candidate to 
obtain a Pass. 

Nominations for the posts of Examiners for the year were sent forward as recommendations 
to the Council at the May meeting. 


Dr. WORTH, in the absence of Dr. Masefield, read the Report. He moved its adoption. 

Dr. RvssELL said he had very much pleasure in seconding the Report, and, since one was 
expected in doing so to compliment the Committee, he had no difficulty in doing so. It was the 
busiest committee of any of them, and it was difficult for the members of it to get away from 


London. (Agreed. 
REPORT OF THE PARLIAMENTARY COMMITTEE. 


At the meeting in November last Drs. Nathan Raw, Menzies and Haynes were unanimously 
re-elected to their respective othices of Chairman, Vice-Chairman and Hon. Secretary. 
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The SECRETARY reported that the Local Government and other Officers’ Superannuation 
(Temp. Provisions) Bill was passed in July last, the time limit proposed being extended by three 
months, i.e. to July, 1932, and an undertaking had been given that all possible elasticity should 
be used in interpreting the provisions of the Bill. 

A letter was received from the Secretary of the Northern Division drawing attention to a 
test case about to be heard concerning the income tax payable by an Assistant Medical Officer. 
The Council was asked to allow the Treasurer to spend up to £25 in support of the case. 

The Report of the Departmental Committee on Sterilization was published in December, 
1933, and this was discussed at a meeting held in February. It was decided to await events, 
since very diverse opinions were held by members of the Association. It was expected that the 
Ministry of Health would appoint another Committee before taking any legislative action. 

The Mental Treatment Act was the subject for discussion at the meeting held in May, and, 
before this, a request was sent to all medical superintendents for any facts dealing with this matter. 
In addition, the Secretary had written some thirty letters to medical superintendents of rate- 
aided hospitals and licensed houses, and a svnopsis of answers received was read prior to the 
debate. Dr. Brooks Keith opened the discussion, and many points were argued. A prolonged 
debate on the working of the Mental Treatment Act took place, and it was eventually decided 
that an open discussion on this subject he held at the Annual General Meeting (if possible) and 
that representatives of general practitioners and of other interests involved should be invited. 

At the July meeting a letter from Dr. Leeper was discussed, urging the desirability of making 
further efforts to ensure that nurses examined bv the Association should be admitted to the 
Nurses’ Register. It was resolved to ask the Council to authorize that a register of nurses 
examined by the Association be brought up to date. As regards the proposition referred by 
the Council on the initiative of the South-Western Division, it was resolved to athrm two resolu- 
tions of 1932: “ That in the opinion of this Committee, it is undesirable that the Mental Health 
Services should come under the control of the Medical Officer of Health " and ‘ that should it 
appear to the Council that legislation placing the Medical Officer of Health in charge of Mental 
Institutions in anv area is contemplated, everv effort should be made to preserve the autonomy 
of the Mental Hospital Committees, more especially in the direction of amalgamating all the 
mental services in the area.” H. G. L. HAYNES, 


Hon. Secretary. 


Dr. Haynes read the Report. He added that it was interesting to note that the London 
County Council had considered the question of sterilization on the previous dav, but had decided 
to take no action. He moved that the Report be adopted. 

Dr. MEwziES seconded. (Agreed. 


Dr. FLEMING said that, in reference to the last matter referred to in the Report, namely the 
relation of local authorities to mental hospitals, he wished to propose that an ad hoc committee be 
appointed to go into this matter forthwith, and make a report on it to the Association. He had 
been told that the County Councils Association were trving to obtain control of the mental 
hospitals, i.e., to place them directly under the clerks to the councils, not even the medical 
officer of health. The County Council's Association was a very powerful body, and the person 
who had given hitn the information was a member of that body. 

Dr. CAMPBELL Said the Association would feel very much obliged to Dr. Fleming for the 
additional information he had given; the matter seemed to be quite important. He thought the 
Association should take steps to have a committee formed to safeguard the position of the medical 
superintendents. He had much pleasure in seconding the proposition that a committee be 
formed. (Agreed. 

Dr. F. R. P. TAYLOR said that he was recently at a meeting of the Clerks’ and Stewards’ 
Association, when one member of that body recommended the appointment of a business manager 
for hospitals, under which scheme the medical superintendent became merely a medical officer. 
He suggested that the proposed committee should deal with all matters atfecting the status 
of the medical superintendent. 

Dr. DONELAN agreed that the matter was a serious one. Perhaps he ought not to intervene 
in a matter which concerned England, but the old asvlums in Ireland were under lay managers, 
and he thought it would be deplorable if anvthing of that kind were to develop in this country 
—that the management of asylums should pass into the hands of lay people. He thought that 
immediate steps should be taken to frustrate any movement in the direction which had been 
indicated. 

The resolution was unanimously carried. 

The PRESIDENT asked for suggestions concerning the constitution of the Committee. 

Dr. MENziEs expressed the opinion that this would be a big fight, and on such a Committee 
it would be well to have not only medical superintendents of mental hospitals, but also medical 
officers of inental deficiency institutions. The Association would also want the assistance of 
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the Board of Control, and, if possible, the Minister of Health. Unless they thought it would 
be wrong to do so, he strongly urged that a member of the Board of Control should be on the 
Committee, to give the help of the Board in the matter. 

Dr. WonrH thought that was an excellent idea. 

Sir HUBERT Bonp said he hesitated to give his definite consent at the moment, as it might 
not be wise to do so. 

The PRESIDENT said that Sir Hubert’s name could be put down, and he could let the Secretary 
know whether or not he could serve. 

Dr. RUSSELL suggested that it would be well to put on it the Chairman of the Parliamentary 
Committee, Dr. Nathan Raw. 

Dr. MENziES considered that was important, as he was in London, and in touch with Members 
of Parliament. 

Dr. HAMILTON MARR asked whether this matter affected Ireland. 

Dr. Russet though Dr. Marr should be approached to take up the same attitude for Scotland 
as Sir Hubert Bond had for England. 

Dr. HAMILTON MARR said he thought the attitude of the Scottish Board of Control in this 
matter was clear. When the Local Government Act was under consideration, he suggested 
that the subject of mental disease and mental defect was so important that it should be placed 
in the hands of an ad hoc committee. That idea was not entertained and sub-committees were 
appointed instead. But thev should have been in the same position as the Educational Com- 
mittees. The matter was most important to their particular branch of medicine. In his opinion 
every medical superintendent could be a medical officer of health, but very few medical officers 
of health could be medical superintendents. He thought that on the present committee it 
would suffice to have Sir Hubert Bond. So far as Scotland was concerned, they had nothing 
to do with the Medical Officer of Health. 

Sir HuBERT Bown p said in his own case it would probably eventuate in the negative. 

The following were appointed Members of the Committee : Drs. Rambaut, Worth, Skottowe, 
G. W. Smith, Fleming (Hon. Secretarv), Campbell, McRae, Shaw, Eager, Jarrett, Nathan Raw, 
Petrie, Jackson, Masefield, Freize Stephens, Russell, and, if possible, Sir Hubert Bond, with 
power to co-opt. 

Dr. DONALD Ross suggested that it be made clear to members that anything which cropped 
up within their knowledge affecting the service in this direction ought to be brought before the 
person in their area who was on this Committee. It was desirable to obtain all the information 
possible. 

The PRESIDENT said he quite agreed with that, and thought the Editors might well put a 
note in the Journal to that effect. 

Sir HvBERT Bowp said the Committee would probably circularize and ask for certain 
information. 


REPORT OF THE RESEARCH AND CLINICAL COMMITTEE. 


The Research and Clinical Committee begs to submit the following Report for the year 
ending Julv, 1934 : 


M eetings. 


The Committee has met four times during the year: viz., July 4, 1933; November 20, 1933 ; 
February 21, 1934; May 16, 1934. 


Changes in Personnel. 


The changes in representative members of Sub-Committees are referred to in the Reports 
of the Sub-Committees. 

At the July, 1933, meeting a resolution was passed to the effect that the Hon. Secretary 
should get in touch with the General Secretary regarding the removal from the Committee of 
non-active members. As a result, resignations were received from eleven members. It was 
resolved at the February, 1934, meeting that, as the Committee had already 42 members, it 
was unnecessary to fill the vacancies. 


Re-appointment of Sub-Committees. 


The following Sub-Committees were re-appointed at the November, 1933, meeting: 

Clinical Psychiatry (including General Paralysis, Epidemic Encephalitis and Actinotherapy 
Sub-Comimnittees). 

Psychotherapy and Psychopathology. 

Infectious Diseases. 

Pathology, Bacteriology and Biochemistry. 

Study Tours. 
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Mental Deficiency Committee. 


The Mental Deficiency Sub-Committee was dissolved at the Nüsentlck 1933, meeting, as 
the Association had appointed a Special Committee to deal with Mental Deficiency. A request 
that the representation of this Special Committee on the Research and Clinical Committee be 
four was granted. 


Heredity. 


At the February, 1934, meeting a Sub-Committee was formed to investigate the possibilities 
of research into the hereditv of mental diseases, with particular reference to the recommendation 
of the Departmental Committee on Sterilization. Certain recommended lines of research have 
been submitted to the Medical Research Council, who still have them under consideration. The 
recommended lines are : 

(a) The influence of consanguineous marriages on the incidence and form of psvchoses. 

(b) An inquiry into the mental and physical characteristics of the families of cases of 
manic-depressive psychosis. 

(c) An investigation into the relations of schizophrenia and tuberculosis. 


Clinical Meetings. 


A resolution was passed at the November, 1933, meeting to discontinue the holding of Clinical 
Meetings of this Committee. 


Clinical Psychiatry Sub-Committee. 


During the vear 1933-34. seven meetings of the Sub-Committee have been held. The names 
of Dr. E. Goodall and Dr. R. Stróm-Olsen have been added to the Sub-Committee. 

During the year, Prof. D. K. Henderson, Dr. Chevens, Dr. Nicole and Dr. Stoddart resigned. 

The following represent the Sub-Committee on the Research and Clinical Committee : Drs. 
Yellowlees, Nicol, McCowan and McCartan. 

The explanatory notes and definitions of the Classification of Mental Disorders have been 
completed and approved by the Association. 

Based largely on suggestions made by Dr. Goodall, a programme of Clinical Research has 
been drawn up. The subjects that are to be dealt with include basal metabolism, family records, 
working of out-patient clinics, chronaxie, liver function in sc mophr; intelligence testing 
in hysteria, and prolonged narcosis. 

On the instruction of the Council, the Sub-Committee are revising the Statistical Tables of 
the Association, incorporating the New Classification of Mental Disorders and the categories 
of the Mental Treatment Act, 1930. 


Psychotherapy and Psychopathology Sub-Committee. 


The routine activities of this Sub-Committee have continued as usual throughout the vear. 
The London Studv Circle continues to hold successful meetings. 
The two Representative Members on the main Committee are Drs. Franklin and Hardcastle. 


Infectious Diseases Sub-Committee. 


This Sub-Committee met twice during the vear 1933-34. 

During the year Dr. Rudolf and Dr. Ashby completed their report upon the incidence of 
cancer in mental hospitals in England and Wales. Dr. Rudolf has been engaged on this report 
for the past three vears, and it contains a vast amount of detailed information regarding cancer 
among the insane. <A great number of statistical tables are included, showing the basis from 
which Dr. Rudolf draws his conclusions. The Report, with the statistical tables, appeared in 
the April number of the Journal of Mental Science. 

The Hon. Secretary reported that he had received several inquiries as to the value of pro- 
phylactic vaccination against B. Flexner dysentery. The Sub-Committee discussed this subject 
and Dr. Davidson was requested to collect information dealing with the matter. He drew up 
a questionnaire, which he sent round to the various mental hospitals interested, and collected 
a great deal of other useful information bearing on the subject, Which he laid before the Sub- 
Committee. The Sub-Comunittee having considered and discussed the question, asked Dr. 
Davidson to draw up a final report and present it at the next meeting. Dr. Davidson presented 
his report at the May meeting, when the Sub-Cominittee accepted it and resolved to have it 
published shortly. - 

Drs. Shera and Rudolf represent this Sub-Committee on the main Committee. 
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Pathology, Bacteriology and. Biochemistry Sub-Committee. 


The recent adoption of the practice of having papers for discussion at the meetings of the 
Sub-Committee has proved a very satisfactory and useful auxiliary to the proceedings. Amongst 
the subjects discussed were anaérobic infection in mental patients ; anaérobic culture media ; 
the significance of excess of colloid in the pituitary gland ; focal sepsis in relation to vitamin 
deficiency, etc. 

In view of the interest aroused bv these discussions, it has been decided to send the agenda 
in future to all members of the Association, inviting them to attend and take part if they wish. 

Drs. Ford- Robertson and Shaw represent this Sub-Committee on the main Committee. 


Study Tours and Post-Graduate Educational Information Sub-Committee. 


During the year, facilities have been provided for individual visits to hospitals at home and 
abroad, and various kindred correspondence has been carried on. 
A tour of some mental hospitals in England and Wales has been organized, commencing 
on October 3, 1934, particulars of which will be circulated to members in the near future. 
The representative members for this Sub-Committee are Drs. Haynes and Forsyth. 
P. K. McCowan, 
Hon. Secretary. 


Dr. McCowan read the Report and moved its adoption. 

Dr. McRae seconded. (Agreed. 

The PRESIDENT reminded members that one of the results of the Committee's efforts had 
been the promise of a grant from the Medical Research Council. 


REPORT OF SPECIAL COMMITTEES. 
Mental Nursing Advisory Committee. 
No report was submitted. 
The Bye-laws Committee. 


The PREsIDENT said that this Committee had been appointed primarily to consider the 
alterations necessary in order to form a new Standing Committee of the Association for Mental 
Deficiency. It was felt that the opportunity should be taken to revise the Bve-laws generally, 
and make any other alterations which appeared to be necessary, and the Committee had been 
empowered to do this. The suggested alterations had been circulated to all the members, and 
no doubt those present had studied them and compared them with their own copies of the 
Bye-laws. They had been considered by the Council on the previous day. The chief effect of 
the present revision was that the Mental Deficiency Committee would become one of the Stand- 
ing Committees of the Association, with all those powers which belonged to a Standing Committee. 
It would be noticed in regard to Bye-law 86 (renumbered 87), 7th line, there were two alternative 
suggestions. At yesterday’s meeting it had been decided by the Council to support the second 
of these two alternatives, namely that the President-Elect should be nominated by an ad hac 
committee. 

Another point was that the Council recommended that a joint subscription at a reduced rate 
should be allowed in the case of a husband and wife who were both members of the Association. 
In Bye-law 8 the words ‘‘ mental disorder and allied subjects ” had been substituted for “insanity ” 
so as to include mental deficiency and the psvchoneuroses. 

There was an alteration of Bye-law 94 which would allow a larger expenditure by the Council, 
without special authorization, than at present. As the Bve-laws now stood, no expenditure 
could be undertaken exceeding £50, except with the consent of the Annual Meeting. This was 
an inconvenience when some special expenditure was wanted in a hurry. The alteration would 
give power to the Council to spend up to £100, beyond which sum authorization could be asked 
- at any general or special meeting, as well as at an annual meeting. 

Sir HuBERT Bonp said a point he wished to raise was a very trivial one. One alteration, 
to begin with, was verv pleasant to see, namely, getting rid of the term '' insanity " and substi- 
tuting for it ‘‘ mental disorder". He suggested it was better to put it in the plural—'* mental 
disorders ". Much confusion of thought was attributable to the emplovment of the word in 
the singular, instead of ‘‘ mental disorders ". He was glad to see this disuse of an archaic term. 

The PRESIDENT said this would applv also to Bve-law 22. 

Dr. McRae seconded Sir Hubert Bond's suggestion. 

Dr. Menzies asked whether there would be any objection to having a sort of omnibus 
resolution empowering the General] Secretary to make similar alterations in any place required. 

Sir HuBERT Bowp said he would gladly amend his resolution to that of Dr. Menzies, and 
Dr. McRae, his seconder, agreed. (Agreed. 
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Dr. WALK asked, in reference to the proposed new Bye-law 94, at what meetings authorization 
was to be obtained for an expenditure of less than £100; he thought the Bve-law in its present 
form was redundant. If the object of the proposed wording was to give the Council power to 
spend without reference to the general bodv of the Association, he thought it should be so stated. 

Dr. G. W. SmitH said the effect of the Bye-laws in a general way was that the Council were 
empowered to employ the funds of the Association for any purpose which they might think fit 
and proper. This Bye-law limited that sum to £100. Anything requiring an expenditure 
above that needed the approval of a special or a general meeting. 

Dr. WALK suggested that it would be better to have words which said that an expenditure 
of any amount over £100 could only be sanctioned by a full meeting. 

Dr. Situ said he agreed with that. 

Dr. WorTH said the first four words could be left out. 

The PRESIDENT said that anything requiring the expenditure of over £100 could be sanctioned 
onlv at a full meeting. 

Dr. G. W. SMirH said it was usual, on the appointment of a special committee, to authorize 
the Treasurer to disburse certain funds for its working, and the Treasurer accepted the responsi- 
bility, and might find that the sum required was in excess of what, under the bve-law, he was 
empowered to expend. He suggested that the sum be £100, as it was his experience that £100 
would cover most of the Association's separate special activities. This motion referred to 
resolutions in Council to spend the Association's funds, e.g., a motion that a committee be 
appointed and that the expenses of it be paid by the Treasurer. If the expenses exceeded £100 
it must come for special approval. 

Dr. WALK agreed that if by “ motion " was meant a proposal at a Council meeting, the 
bye-law did not need further amendment. 

Dr. WORTH proposed that it be left as now. (Agreed. 

Sir HuBERT Bonp said another point was in regard to Bye-law 118, where reference was 
made to a '' psychiatric or neurological or mental deficiency institution or service " ; he asked 
whether this was a new use for the word '' psychiatric ”. 

The PRESIDENT replied that there had been no alteration in this respect ; the word appeared 
in the old bye-law. 

Sir HuBERT Bonp said the reason he mentioned the matter was that he disliked the word, 
which he did not think was British. And he would take this opportunity of commenting on 
how frequently the specialists in this department were getting to be called psychiatrists. He 
had no particular wish to be called anything; if he were to be called anvthing, he would 
wish to be known as a physician, not as a psychiatrist. The word '' alienist ” had almost been 
got rid of, he was glad to say ; but there was now the importation of another “ist " which was 
a great pitv. 

The PRESIDENT asked what Sir Hubert suggested in place of the word. 

Dr. McRae suggested ‘‘ mental or neurological institution ", though admittedly '' neuro- 
logical " was not a good word either. 

It was agreed to accept the wording as put forward. 

The PRESIDENT moved that the alterations in the bye-laws recommended by the Committee, 
as amended by the ineeting, be approved and that application be made to the Privy Council 
accordingly. 

Dr. WortH seconded the motion and it was carried. (Agreed. 

The PRESIDENT said the meeting omitted to give the Treasurer power to pav for the 
Committee which was appointed that morning to consider the difficulties arising between the 
local authorities and the medical superintendents. 

Dr. G. W. Smitu (Treasurer) pointed out that these expenses continued to increase, and he 
did not quite know how he stood in respect to payment. In the past, members of com- 
mittees defrayed their own expenses, but gradually people were becoming unwilling to incur 
expense connected with philanthropic work. So far he had not found it necessary to warn the 
Association that committees might live beyond their means, but they were very costly. 
Presently the Association would be asked to vote the sum of £9o, which was the cost incurred 
by the Committee on the cost of Mental Hospitals. Many members knew what it cost them to 
get to the meetings from distant parts of the country, and it seemed natural that their expenses 
should be defrayed, but the Association's funds would not stand that strain indefinitely. 

Dr. McRae asked whether it would be possible to arrange that all these special com- 
mittees should meet in connection with and at about the same date as the Quarterly meetings, 
perhaps on the day before a Quarterly meeting. Members of committees would thereby avoid 
incurring a double expense. 

Dr. SuirH said he did not wish to press the matter now; the Association was solvent. 

The PRESIDENT pointed out that no motion on the matter was before the meeting. 

Dr. SuirH said he thought it was wise to warn the Association ; 1t was his duty to watch 
the funds. There was always the possibility of increasing the annual subscription. The 
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Association could not have a cheap subscription rate and run multitudinous activities which had 
to be paid for, and so he asked permission to voice his anxiety on the subject as Treasurer. lf 
these committees incurred too heavy an expenditure, he would ask the Association to calla 
halt. 


Committee on the Cost of Mental Hospitals. 


The PRESIDENT said that this committee met five times, and had considered a long report of 
evidence, which came before the Council on the previous day, and was accepted by the Council. 
Four members were appointed to give evidence before the Departmental Committee, namely 
Dr. Worth, Dr. Skottowe, Dr. Masefield and himself (Dr. Turner), He moved that that Report 
be adopted. 

Dr. WortH seconded. (Agreed. 


Mental Deficiency. Committee. 


Pending the formation of a Standing Committee, the members of the former Mental Deficiency 
Sub-Committee of the Research and Clinical Committee continued its work as a Special Com- 
mittee in accordance with the recommendation of the Council. Two meetings were held during 
the last vear, the first on November 20, 1933, and the other on May 2, 1934. 

The following officers have been elected : Chairman, Dr. F. Douglas Turner ; Vice-Chairman, 
Dr. W. Rees Thomas; Secretary, Dr. E. O. Lewis. 

The Committee decided to increase its membership in order that it might be more represen- 
tative of the various activities at mental deficiency institutions. 

To ensure that the close association between this Committee and the Research and Clinical 
Committee would continue, the representation on the latter Committee was increased. The 
following members were appointed to serve on the Research and Clinical Committee: Dr. 
Douglas Turner, Dr. Rees Thomas, Dr. Berry and the Secretary. 

The Committee resolved that in addition to the ordinary meetings, which would usually be 
held at the same time as the Annual and Quarterly meetings of the Association, there should 
be two additional meetings each year—one, an observation visit to a mental deficiency insti- 
tution in the spring, and the other a meeting for short papers and discussion in the autumn. 

The first observation visit was made to the Rampton State Institution on April 25, 1934, at 
the invitation of the Chairman of the Board of Control. As this was a specially attractive visit 
the Honorary General Secretary issued an invitation to all members of the Association. Approxi- 
matelv 90 menibers joined in this most successful and interesting visit. 

The Committee decided to complete the inquiry of the family histories of normal persons 
which the former sub-committee had undertaken. The Secretarv reported at the last meeting 
that 400 completed forms had been received from the menibers of the nursing staffs of mental 
hospitals and mental deficiency institutions. Arrangements are being made to obtain another 
600 similar fainilv histories. 

The PRESIDENT, in the absence of Dr. Lewis, read the report and moved its adoption. 

Dr. JARRETT seconded. (Agreed. 


MOTIONS INVOLVING EXPENDITURE OF FUNDS (BYE-LAW 93). 


(a) Grant to Research and Clinical Committee. 
Dr. McCowan moved that £50 be granted to this Committee. 
Dr. Suaw seconded. [Agreed. 


(b) Grant to the Library Committee. 
Dr. SmMitH moved that a grant be made to this Committee of £25. 
Dr. WoRTH seconded. (Agreed. 


(c) Grant to Editors for the cost of the General Index. 

Dr. WALK inoved that a sum of £150 be granted for a further volume of the General Index, 
as referred to in the Annual Report. It was hoped that the cost would not reach £150. The 
Index would cover the last twelve years. (Agreed. 


(d) Grant to the President. 

Dr. MENziES said that the Association was important enough now to render it necessary 
that the President for the year should be able to dispense hospitality to certain bodies or persons. 
In the past several distinguished members had been unable to accept the Presidency solely on 
account of the financial strain that it would involve. He had therefore brought this matter 
up, and it had been agreed by the Council that a grant of £150 a year be made from the funds 
of the Association to cover a portion of the President's expenses for entertaining, this not being 
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a contravention of Article V of the Charter of Incorporation, which, as members knew, forbade 
anv person to make a personal profit out of the Association. 

The PRESIDENT said it was a question whether that should be a bye-law, or whether it should 
be brought up to each Annual Meeting. He thought it would be rather invidious to have to 
bring it up each year. 

Dr. SmitH said it could become a matter of routine that the usual grant be given to the 
President. There would be no knowledge of whether as much as £150 would be needed in any 
one vear. 

The PRESIDENT said this was not retrospective, and he would not wish it to be so; it began 
with the new President. 

Dr. MENZIES said he hoped that if the meeting passed it, it would take effect at once. 

Dr. CAMPBELL said he had much pleasure in seconding the motion. - (Agreed. 

The PRESIDENT said that Dr. Smith wished to bring forward the special grant which he had 
mentioned. 

Dr. G. W. SuirTH said that the Committee on the Costs of Mental Hospitals had already 
incurred an expenditure of nearly £90, and he wished this Annual Meeting to regularize that 
expenditure for this Committee; the money had already been spent. 

The PRESIDENT said it was approved by the Council. 

Dr. WoRrH seconded. (Agreed. 


DATES OF QUARTERLY MEETINGS OF THE ASSOCIATION AND 
OF THE COUNCIL. 


The PRESIDENT moved that the Quarterly meetings be held on November 21, 1934, February 
28, and May 16, 1935, subject to those dates being convenient to the incoming President. 


ELECTION OF HONORARY AND ORDINARY MEMBERS. 
Honorary Members. 


The following were unanimously elected to the Honorary Meinbership of the Association : 
JAMES RICHARD WHITWELL, M.B., C.M.Edin., 66, York Mansions, S.W. 11 (Acting Hon. 
Librarian and Chairman, Library Committee, since 1927: Hon. Librarian since 1928). 
L. G. Brock, Esq., Chairman of the Board of Control, Caxton House West, Tothill Street, 
S.W. r. 
Proposed by Drs. F. D. Turner, R. Worth, R. B. Campbell, Sir Hubert Bond, 
Drs. G. W. Smith and S. Edgar Martin. ; 


Corresponding Members. 


The following were elected Corresponding Members of the Association : 
HERMANN Simon, Direktor der Provinzialheilanstalt, Gütersloh, Westphalia, Germany. 
G. KRavs, Director, Provinciaal Ziekenhuis, Santpoort, Haarlem, Holland. 
Proposed by Drs. F. D. Turner, R. Worth, A. Walk and G. W. Smith. 


Ordinary Members. 


The PRESIDENT said he regretted that Dr. Henry Watson Smith, whose name appeared on 
the Agenda for election as a member, had died since application was sent in. He was Director 
of the Lebanon Hospital for Mental Diseases, near Beyrout, Syria, and had done an immense 
amount of work on behalf of the insane there. 

The following were elected Ordinary Members of the Association : 

HARDWICK, SYDNEY WALPOLE, M.D.Lond., B.Sc., M.R.C.P., D.P.M., Assistant Medical 
` Officer, Clavbury Mental Hospital, Woodford Bridge, Essex. 
STEADMAN, Harry Husert, M.B., B.S.Lond., M.R.C.S., L.R.C.P., D.P.M., Assistant 
Medical Officer, Clavbury Mental Hospital, Woodford Bridge, Essex. 
Proposed by Drs. G. F. Barham, G. F. Peters and W. J. Lascelles. 
Morton, JouN Hatt, M.D., B.Ch., B.A.O. Dubl., Governor and Medical Officer, H.M. 
Prison Service; Governor's House, H.M. Prison, Holloway, N. 7. 
Proposed by Drs. W. Norwood East, H. P. Young and A. Walk. 
Dr. McRae and Dr. Walk acted as scrutineers. 


Dr. MENziES said he would like to draw attention to the antiquated svstem of election adopted 
by the Association. He asked whether it would not be possible to have the names of the 
candidates printed on a slip, and an anonymous slip handed to each member present, on 
which their pleasure could be indicated. It would save taking each candidate separately if 
accidentally a marble was placed on the wrong side in the ballot box. 

The PRESIDENT pointed out that the wording of the Rules prevented the use of slips of paper. 
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COMPLIMENTARY MOTIONS AND ANNOUNCEMENTS. 


The PRESIDENT announced that the Gaskell Prize and Gold Medal had been awarded to 
Dr. William Blyth, of Paisley District Mental Hospital, Riccartsbar. 

The Bronze Medal and Prize had been awarded to Dr. H. C. Beccle, of Springfield Mental 
Hospital. 

Dr. E. J. Fitzgerald, of Winwick Mental Hospital, had been awarded the Divisional Prize. 

The Campbell Clark Medal for May, 1934, had been awarded to Nurse Cissie Morris, of Bexley 
Mental Hospital. 


Afternoon Session. 
Dr. F. DovcGras TURNER in the Chair. 


VOTE OF THANKS TO THE OFFICERS AND COUNCIL. 


Sir ROBERT ÁRMSTRONG-JOoNEs proposed a vote of thanks to the Officers and Council of the 
Association for their whole-hearted services in its interests. He referred to the unanimous 
selection of Dr. Turner as the first President to represent the mental deficiency services, and said 
that his year of office, although necessarily laborious, had been one of the most successful 
recorded. He spoke appreciatively of the work of Dr. Worth as General Secretary, referring 
to that gentleman as the power behind the throne. To its Registrar, who to-day became the 
President, the Association owed a deep debt of gratitude. His work was known throughout 
the length and breadth of the land, as well as abroad, and it was universally recognized that the 
care of the insane depended on good nursing. To the other officers of the Association the cordial 
acknowledgments of the Association were due, and all members would wish to thank them. 

Dr. EpGERLEY said it gave him great pleasure to second this vote of thanks to the Officers 
and members of the Council of the Association for the past year, at the invitation of the President. 
Having been present at the business meeting and at the present one, he could not help feeling 
impressed by the enormous amount of work which was carried out by the Officers of the 
Association. 

The vote was carried by acclamation. 

The PRESIDENT said he wished to express his most cordial thanks to both Sir Robert 
Armstrong-Jones and Dr. Edgerley for the very kind things they had said of all the Officers, and the 
meinbers generally for this vote of thanks. On behalf of the other Officers, and for himself too, he 
gratefully acknowledged the kindsentimentsexpressed. Hecould only say he had most thoroughly 
enjoyed his year of office. It had not really been a very arduous one, for the Secretary and 
Treasurer did all the work, and the President received the honour and glory. Everyone had 
been extraordinarily kind to himself and his wife, and they felt very grateful to the members, 
not only for what had been said now, but for all the kindness shown them in the past year. 


INDUCTION OF DANIEL F. RAMBAUT, M.A., M.D., TO THE OFFICE 
OF PRESIDENT. 


The PRESIDENT said that it was with the greatest pleasure that he now came to the last act 
in his year of office, namely to induct into office as the new President, Dr. Rambaut, Medical 
Superintendent of St. Andrew's Hospital. Dr. Rambaut had had a very distinguished career 
in many walks of life, beginning, Dr. Turner believed, at Rathmines. There were many wavs 
of distinguishing oneself at college or school, and he need not enter into tbat ; but Dr. Rambaut 
passed on to the University, and made a name as a first-class Rugby player. He was in charge 
of what was probably the largest registered hospitalin England. But members of the Association 
knew him best as its Registrar, the man who for years had done the whole of the work of con- 
ducting the examinations for the Association's certificates—an enormous task. The speaker 
did not think anyone present realized quite what it meant. It was really a whole-time job. 
Addressing Dr. Rambaut Dr. Turner said: ''Dr. Rambaut, we are very greatly indebted to 
vou for all vou have done in the past, and we are honoured that vou are now becoming our 
President. In placing upon you this insignia of office I can only hope that you will have as 
pleasant a vear in this Chair as I have had."  (Applause.) 


Dr. RAMBAUT in the Chair. 


The new PRESIDENT said his first duty on taking the chair was the very pleasant one of 
investing the retiring President, Dr. Douglas Turner, with the Past-Presidential Badge. 
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He said he would endeavour to carry out the onerous duties attaching to the post of President 
to the best of his ability, and he warmly thanked the Association for the honour it had conferred 


upon him. 


INTRODUCTION OF FOREIGN DELEGATES. 


Dr. WonrH introduced to the President Prof. W. M. van der Scheer, Professor of Psychiatry 
and Neurology in the University of Groningen, Holland, and Dr. Pameijer, Inspector of the 
State Mental Hospitals in Holland. 


PRESENTATION OF MEDALS AND PRIZES. 


The PRESIDENT presented the Bronze Medal and Prize to Dr. H. C. Beccle, and the Divisional 
Prize to Dr. E. Fitzgerald. 


PRESIDENTIAL ADDRESS. 


The PRrsipENT then delivered his Address on ‘t Some Recent Forms of Mental 
Treatment" (vide p. 630). 

Dr. NoEL SERGEANT proposed a vote of thanks to the President for his address. He said 
he felt it an honour to have been asked to do this. He had listened with the greatest interest 
to this address, in which Dr. Rambaut had dealt with various aspects of his subject. Taking, 
for instance, nursing, he always told his matron, ‘‘ You understand, the nurses do the work, and 
the doctors take the credit ". Nursing was the main feature of mental hospital work, and that 
point was well emphasized bv the President. With regard to occupational therapy he thought 
that a good matron was, ipso facto, an occupational therapist, and the good work the nurses 
did in occupying the patients must not be overlooked. He took a great interest in reception 
hospitals. The runner-up in the applicants for the post of sister-in-charge of the new hospital 
at St. Andrew's had been recommended to him by Dr. Ranibaut, and he, the speaker, had 
engaged her, and had found her so good that he had never regretted it. That was one of the 
great advantages of the Association— members derived great benefit from helping one another. 
Whether the patient was in a big hospital or in a little hospital, whether he or she was in single 
care or at home, the actual “ donkey work " must depend on the nurses. When asked whether 
a patient was well enough to go home one answered, ‘‘ I know what the patient is like, but I do 
not know what the home is like". If one told the people to turn their home into a sort of hospital, 
and they asked ‘‘ How" ? one advised them to get hold of a first-class nurse. The Association 
must claim the credit for inaugurating this very efficient nursing. It was said that their mental 
nurses were as good as the general trained nurse. The speaker considered that thev were 
better, for while ordinarv nurses looked after the bodv, those engaged in medico-psvchological 
work looked after the human soul. It was necessary for medical psychologists and those working 
with them to get rid of their inferioritv complex. They were really superior people, and among 
them the most superior was their President. 

Dr. R. R. LEEPER said it gave him very great pleasure to second the vote of thanks which 
had been so ablv proposed by their witty and learned friend who had just sat down. He agreed 
that in many cases the nurses effected the cure and the doctor received the thanks. But it was 
not always that way. He once said to an old lady, “ I pulled you through your illness ", and 
she said, '' God effects the cure, but the physician gets all the thanks ". No one knew better 
than the speaker himself the work which the President had done for the mental nurses in his 
country, Ireland, and for his work in that country alone Dr. Leeper thought he was the most 
deserving President who ever sat in the Chair. Dr. Rambaut had not had greatness thrust 
upon him, he had deserved greatness, and nothing which could be said about him would be 
sufficient for the occasion, as he was the bed-rock of the mental nursing in the vast hospitals 
in this Kingdom and in Ireland. He thought the Association should accord to the new President 
the greatest thanks thev could accord to anvone. 

The vote was carried by acclamation. 

The PRrEsibEwNT briefly returned thanks. 
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Thursday, July 5, 1934. —Morning Session. 


3 The PRESIDENT in the Chair. 
PAPERS.— 


‘The Occupational Therapy Programme in the State of Néw York," by Mrs 
ELEANOR C. SLAGLE (vide p. 639). 


“ Educational Principles in Occupational Therapy," by Prof. W. M. VAN DER 
SCHEER (vide p. 650). 


The PRESIDENT, in introducing the speakers, said he thought the Association was extremelv 
fortunate to have present Mrs. Eleanor Slagle and Prof van der Scheer. Mrs. Slagle was one 
of the pioneers of occupational therapy in America. She first became interested in the subject 
when she was at the Chicago School of Civics and Philanthropy, and she organized occupational 
therapy in Illinois State Hospital. She then developed the work in New York State, and her 
work was recognized in 1922, when she was appointed Director of Occupational Therapv bv 
the State Hospital Committee. She was now Director of the Bureau of Occupational Therapy 
in the New York State Department of Mental Hygiene, and was a member of the International 
Committee for Mental Hygiene. She was one of the five founders of the American Occupational 
Therapv Association, and was now Secretary and Treasurer of that Association. 

Dr. van der Scheer was Professor of Psychiatry at Groningen University and was formerly 
Medical Superintendent of Santpoort Mental Hospital. It was he who first introduced there 
the system of intensive occupation therapy which some of the members had recently had 
opportunities of seeing. 


DISCUSSION. 


Dr. F. DouGLas TURNER in the Chair. 


Prof. D. K. HENDERSON said he wished to express his high appreciation of Mrs. Slagle's 
paper. Many years ago he was associated very closely with Mrs. Slagle's work over a period of 
three vears at the Phipps Clinic, Baltimore. The work she did there was a prelude to the later 
development of occupational therapy in New York State. 

There were many things which one could sav in relation to work of this description ; he had 
not now the time to say them, but he felt that this had been one of the biggest developinents 
in modern psychiatry. Work of this sort was permeating not only mental hospitals, but 
general hospitals and tuberculosis institutions, and was entering into relationship with all the 
national aspects of industrial psychology. And it was not merely in mental hospitals that 
occupational therapy was of value ; it was also of value to the man in the street, i.e., to the inan 
long before a mental breakdown occurred. It was from the preventive point of view that 
occupational therapy had come to plav such a large part. 

He was also particularly interested in the fact that Mrs. Slagle had stressed the development 
of habit-clinics in connection with dementia praecox and so-called schizophrenia. The fact 
that so much attention was being devoted to that type of case in the mental hospitals was one 
of the most important developments which could have taken place. 

The only other point he had time to mention was that he felt that occupational therapy had 
played a part in promoting co-operation in mental hospitals, not only among the medical, but 
also among the nursing staff. It had in that way created an extraordinarily useful team-spirit 
in dealing with patients in our mental hospitals. 


Dr. HAMILTON Marr (Scottish Board of Control) said he would like to ask of Mrs. Slagle two 
questions. The first was as to whether the organization she had so eloquently described was 
in any sense, or in part, voluntary, or was it entirely an official concern? The second question 
was, Was the clinic used in the wide sense of including dispensary apart from bed patients ? 

He had very much enjoyed the demonstration given in the paper and the tables of the value 
of occupational therapy. 


Mrs. SLAGLE, replying to Dr. Hamilton Marr, said the answer to the first question was that 
the work was not in any way voluntary; it was part of the New York State organization, as 
she had tried to make it clear in her paper. She herself was attached to the Headquarters 
office. The appointinents were made through the Civil Service, and there was a standard 
qualification in the matter of education of the occupational therapist—a standard which would 
approximate to the English matriculation and early university work. In the establishments 
there were 45% of University men engaged in New York State in the hospitals. 
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With regard to Dr. Marr's second question, most of the treatment she prescribed was resi- 
dential treatment, but there were people there who came from the extra-mural area, coming 
back for occupational treatment. That was an interesting development, particularly in regard 
to their institutes. It showed such a fine friendly relationship, to think that people came back 
for occupational treatment. It was one of the best indications of what it meant to the patients. 


Dr. DovcrAs McRae said that occupational therapy had been indulged in in the British mental 
hospitals foralong time. In the medical office a daily register had to be filled up, giving the number 
of patients confined to bed on account of mental or physical ailments, the number of patients 
who were usefully occupied in various forms of employment, such as the domestic work, the 
knitting and sewing, the laundry, the kitchen, the workshops of various kinds and the gardens, 
all supervised, for a verv good reason, by a minimum staff. These forms of work showed occu- 
pational therapy in its best aspect, for as soon as patients were well enough to get up, they were 
shown how useful they could be and were set to do certain tasks, which served to distract their 
minds from their mental troubles. More than a generation ago he interested himself in finding 
purposeful work for patients ; he would sav, “ Get that woman out of bed and give her some- 
thing to do; it will do her more good than all the 'treatments' ". All along, occupation 
had been recognized as a method of treatment. Indeed, over two thousand vears ago the 
Greeks recognized it. He was not, however, speaking with the idea of criticizing the recent 
efforts which were being made in this direction. 


Mr. L. G. Brock, C.B. (Chairman, Board of Control), said he would like to suggest that the 
difficultv in discussing occupational therapy lay in the fact that it was an ambiguous term, and 
there were two things which, if not entirely distinct, were distinguishable: the use of occupation 
to aid the recovery of the case, i.e., as a part of the treatinent of that case with a definitely 
curative object, and the use of occupation for a case no longer to be regarded as recoverable, 
for the purpose of habit-formation and in order to prevent that degeneration which was the 
inevitable sequence of idleness. So far as he had had the opportunity of studying the question 
—and it had not been his privilege vet to visit the United States—it seemed to him that the 
work being done in the States largely fell under the curatwe use of occupation. If it was to be 
used for curative purposes it must be under very close and continuous medical supervision, 
because the kind of work and the amount of time to be devoted to it must be conditioned by 
the circumstances and the surroundings, and this must be a verv difficult problem, i.e., exactly 
at what stage to introduce occupational treatment as a curative process. He mentioned that 
because he thought that in some of the Dutch hospitals, where occupational therapy was mainly 
directed to habit-formation for the mass of the population, there was a danger that patients might 
be set to work too soon—too suddenly. In one Dutch hospital which he visited, complaint was 
made to him by the physician in charge of one of the admission units that everybody was so 
anxious to get newly-admitted patients on to work that he was not allowed to keep patients in 
bed sufficiently long for observation to be made on them for diagnostic purposes, and that some- 
tines patients were started on work three or four days after their admission. That seemed to 
him to be a point worthv of careful consideration. But if occupational therapy was being 
thought of as a means of improving the habits and behaviour of what used to be called the 
unemployable patient, there was not the same necessity for a concentrated studv of the individual 
patient, and one got nearer to what could be termed mass occupation. And he felt bound to 
say that, judging by theDutch hospitals which he visited, that had been extremelv helpful, tested 
not merely bv going round in the dav, and noting the demeanour of the patients while they 
were at work, but it was a success when tested by the improvement in general health and by 
the increase in weight of the patients, and by one other test which, though a limited one, he 
suggested was a valuable one, the test of the condition of the hospital at night. It was his 
privilege to have been taken round part of the Santpoort establishment at night bv Dr. Kraus. 
He went round the oldest section, containing 300 female patients, of the most excited tvpe, 
many of them epileptic, between 11 o'clock and midnight, and not one of the 300 had had any 
kind of sedative drug or draught ; he was bound to say he had never had the opportunity of 
looking round any mental hospital wards at night which were so absolutely quiet as were those 
wards, and he regarded this as a very valuable testimony to the use of what he would venture 
to call mass occupational treatment. 


Dr. Menzies remarked that Mr. Brock had emphasized the difference between curative 
and non-curative therapy along these lines. The speaker gathered that Mrs. Slagle had been 
talking about the non-curative therapy. He wondered what the lady meant by a '' voung 
praecox". Did she mean by that those who were dithcult children and those who came under 
the child-guidance clinics ? Or did she mean cases of dementia præcox of three to five years of 
age? If she meant the latter, he asked how they were diagnosed in America at that age ? 
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Mrs. SLAGLE, replying to Dr. Menzies, said that the cases of dementia przcox to which she 
had referred were of ages ranging between 16 and 40. They had been studied bv the medical 
staff and were diagnosed as belonging to the schizoid group. The voung children she had 
described were post-encephalitics and cases of extreme behaviour disorders, who evidently had 
not been taken care of at other places, and were brought to the Institute. 

She wished to express her appreciation of the remarks which Prof. Henderson made ; it was 
very pleasant to her, this morning, to find an old acquaintance in the audience, a man with whom 
she worked a good many years ago. It brought back to her a flood of memories of their experi 
ments at the Johns Hopkins Hospital and the Phipps Clinic. That was where thev started 
their first work with nurses. What she had wanted to do was to give the svllabus of their 
course of training for nurses. They also had a syllabus largely prepared for the use of the workers 
in hospitals. She had omitted to mention that they had developed large plaving-fields for 
patients entirely. On the previous day she noticed a wonderful playing-field at St. Andrew's 
Hospital, which she was glad to see, and she hoped the players enjoved it as much as she enjoved 
looking at it. 

She had greatly enjoyed this informal talk before the Association. 


Dr. B. H. SuHaw (in a written contribution) said that he was unable to agree that bv the 
addition of the word '' therapy " to '' occupation " any really remarkable advance had been 
made. He thought that the suggestions involved—somewhat ingenuously—constituted a verv 
distinct slur on the practice obtaining in our mental hospitals up to the present time. 

He hoped therefore to be excused if he gave some details as to the occupation of patients 
in the hospital with which he was associated, as presumablv the practice there in this respect 
was somewhat similar to that of many others of the same kind. The County Mental Hospital 
at Stafford was opened in the year 1818 and now housed about 1,100 patients. Employment 
of patients had alwavs been much the same as at present, even down to certain antique looms 
for making mats which are still in use. All articles of clothing and bedding, etc., for dav and 
night use, including boots and shoes, were made in the wards and various shops. During the 
year ended March, 1934, the number of garments made in the female wards amounted to r 3.981. 
There were also repaired in these wards approximately 10,000 pairs of socks and 10,000 men's 
shirts, to say nothing of men's vests and pants, this in addition to each ward doing its own 
mending and general domestic work. 

There was no central sewing room ; all sewing, etc., was done in the wards and there was, in 
consequence, a certain emulation between them, and more patients were occupied bv example. 
A very considerable number of women patients also worked in the kitchen and laundry, the 
weeklv output of the laundry amounting to over 20,000 articles. 

As far as the men were concerned, from the upholsterer's shop during the vear in question 
222 new mattresses were made and 3,000 remade, while in the shoemaker’s shop 735 pairs of 
new boots and shoes were turned out and 2,310 pairs repaired, this practicallv all by patients. 
All the men's labour available is utilized on the farm, in the gardens and at outdoor work in 
addition to essential domestic work, and many were emploved helping the various artisans. 

Such emplovment as mat-making, rug-making, book-binding, weaving, etc., could be taken 
up by both sexes in their wards at any suitable time; it was obviously not advisable to attract 
patients from useful employment to such occupations unless they showed a definite desire in 
that direction. When 15% of our patients are in the senile category and over 75°% are emploved 
in utilitv work, less than 10% were left to include the sick, the recent acute cases and those who 
were too degraded mentally. It had, of course, to be recognized that there was a vast difference 
between the able-bodied chronic patient, and especially the mental defective, on the one hand. 
and, on the other hand, the purely hospital case resulting from mental illness, or mental break- 
down due to physical disease, as was so often the case. 

There was no specialty in which prolonged practical experience was so essential to correct 
diagnosis, prognosis and treatment as that dealing with mental disorders. No book or casual 
knowledge could possibly make up for it. Cases differed so much that anything under ten vears 
constant association with all forms of mental breakdown was hardly sufficient to warrant sound 
judgment. The idea was now apparently encouraged in some quarters, however, that as far as 
mental illness and its treatment was concerned, experience was of little or no account. He 
wished to protest emphatically against this and similar tendencies, which he thought were bring- 
ing opprobrium on the specialty. 


PaAPER.—*' Modern Psychiatry and Mental Hospitals," by HENRY YELLOWLEES, 
O.B.E., F.R.C.P.E. 


This paper and the ensuing discussion will appear in a later issue of the Journal. 
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Friday, July 6, 1934.—Morning Session. 


The PRESIDENT in the Chair. 


PAPER.—'' Prolonged Narcosis in Mental Disorder: Resuits of Treatment in 107 
Cases," by Drs. RoLF SrRÓM-OrseN, M.B., D.P.M., and MURIEL McCowan, 
M.B., B.S., D.P.M. 


[For paper and discussion, vide p. 658.] 


PAPER.—'' Lumbar Puncture and the Cerebro-spinal Fluid in 2,000 Cases of 
Mental Deficiency," by KENNETH C. L. PappLE, M.C., M.R.C.S., L.R.C.P., 
D.P.M. 


[For paper and discussion, vide p. 674.] 


THANKS AND APPRECIATION. 


Dr. F. DotGLas TURNER proposed a very hearty vote of thanks for the very gratifying 
hospitality members of the Association had received during the past week ; to the Mavor and 
Corporation of Northampton for the use of the various rooms at the Guildhall, which had 
proved a very dignified and comfortable meeting-place, and especially for the use of the large 
Hall for the dinner and luncheon. On the previous day members had paid visits to two 
factories. They knew beforehand what a tremendous part was plaved in the life of Northampton 
by boot-making, but few, he was sure, realized before the visit the complexity of the operations 
which went to the making of boots and shoes in these days. Their thanks were due to Messrs. 
Padmore & Barnes and Messrs. Barrett & Co. for giving members the opportunity of seeing 
how boots and shoes were made. What struck him was the extreme cleanliness of the factories, 
and the absence of dust, as well as the excellence of the material and the care given to the 
finishing of the article. 

Members also felt grateful to Earl Spencer for allowing them to see his collection of pictures 
at Althorp. 

Thanks should also be expressed to Dr. and Mrs. Stuart for their pleasant hospitality on the 
previous afternoon; the meeting in their delightful garden was thoroughly enjoyed. 

He wished specially, on the members' behalf, to thank the Governors of St. Andrew's Hospital, 
who had allowed the meeting to take place in connection with that Hospital. All had been 
impressed by the very high standard of care obtaining at St. Andrew's, and the beautiful arrange- 
ments which the President had, at Wantage House especially, for doing the utmost possible for 
the patients who were fortunate enough to get admitted there. 

And, last of all, thanks were due to the President, who had given members an absolutelv 
delightful week. Personally he, Dr. Turner, was consumed with envy at the perfection of Dr. 
Rambaut’s arrangements. He had done everything extremelv well, and the speaker was sure 
that every member had enjoyed the visit immensely. It would be agreed that the new President 
had added a perfect page to the annals of the Association. 

Before closing, he would like to express a word of thanks to Mr. Ciesar, who had been behind 
these arrangements, and Mr. Cæsar could be congratulated on the perfection of the accomplish- 
ment of everything. 

To Mrs. Rambaut members would feel particularly grateful for her kindlv reception of the 
members and visitors when they went over to St. Andrew's, and for the presence of her gracious 
personality throughout the whole proceedings. 


Sir ROBERT ARMSTRONG-JONEs said that perhaps he might be allowed, as probably the oldest 
member of the Association present and as a past General Secretary and a past President, to 
second the resolution of thanks. He strongly supported everything Dr. Turner had just said. 
Members had not only enjoyed a very hospital week, but the agenda had included a most instruc- 
tive and informing series of papers, beginning with the President's Address, with its clinical 
presentation and its great support of good nursing, a subject in regard to which the President 
had been a primary mover. All who treated mental cases wanted to know where their patients 
should go to, and it was only necessarv to visit St. Andrew's Hospital to see how perfect for 
all the patients the conditions were. He also would echo what had been said by Dr. Turner as 
to Mrs. Rambaut's graciousness to all, and what had been done by Dr. Rambaut's right-hand 
man, Mr. Casar. 

The thanks were carried by acclamation. 
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The PRESIDENT said it had been a great joy to him that the meeting this year had been 
held at Northampton, and he thanked both Dr. Douglas Turner and Sir Robert Armstrong- 
jones for the very flattering remarks those gentlemen made about him personally, and his wife, 
and about St. Andrew's Hospital. He would tell the meeting a secret. When the time carne for 
arranging for this meeting he was very ill with influenza, but Mr. Cæsar, the Secretary of the 
Hospital, promised to help him. And he did, tackling the problem with a will, and the result 
had been generously recognized. He wished, therefore, to include this tribute, and he was verv 
glad the week had been so much enjoyed. 


THE ANNUAL DINNER. 


The Annual Dinner was held in the Guildhall, Northampton, on Wednesday, July 4, the 
President, Dr. Rambaut,occupving the Chair. The guests included the Rt. Rev. the Lord Bishop 
of Peterborough (Dr. Blagden), Lord Erskine of Restormel, Sir Arthur R. de Capell Brooke, 
Bart. (Lord Lieutenant of Northamptonshire), Lt.-Col. Sir Mervyn Manningham-Buller, M.P.. 
the Mayor of Northampton (Mr. Allitt), L. G. Brock, Esq., C. B. (Chairman of the Board of Controli, 
and Dr. Pameijer (Holland). 


ToasTs. 


The toast of ' The King " having been honoured— 

Sir ROBERT ARMSTRONG- JONES (Past-President) submitted the toast of '* NORTHAMPTONSHIRE 
AND NORTHAMPTON ", He recalled that the far-famed St. Andrew's Hospital, whose head was 
their President this vear, had been opened in 1836 through the munificence of the second Earl 
Spencer. Northamptonshire had been noted for the mansions of its nobility and gentrv, and 
especially of three great families, the Cecils, the Spencers, and the Comptons. It had often 
been described as the county of '' squires and spires ". Originally a forest, it was now the most 
fertile pasture-producing county in England, and was the heart of the Midlands. In it the chase 
was a favourite pastime, and the fox was regarded as a sacred creature, whose pursuit was 
said to have been initiated bv the dignitaries of the Church, the Abbots of Peterborough. He 
reminded the assembly that the Chairman of the County Council, Sir Arthur de Capell Brooke, 
who was present that night, was, like the President of the Association, a distinguished Irishman. 
It was through his courtesv and that of Dr. F. J. Stuart that the members had been invited to 
visit the admirable institution at Berry Wood, which had always been regarded as one of the 
leading mental hospitals in the country. The county town of Northampton, which was formerlv 
described as the Mecca of English Nonconformity, conjured up in the mind the name of Charles 
Bradlaugh. Its people were jealous of their rights, and were lovers of justice and champions 
of free thought ; this was shown when Bradlaugh was elected four times after his rejection and 
expulsion from the House of Commons. If the handsome guide-book which had been placed in 
his hands was to be trusted—and he did not doubt that it could—they at that gathering were 
fortunately placed to-night, as being among those who were counted the most progressive, skilful, 
industrious, fresh and able people in the three countries. 

As was well known, the chief industry of Northampton was the manufacture of boots and 
shoes. It had been aptly said that “ Northampton stands on other people's feet ". The town 
made the most perfect footwear to be found in any part of the world. We all had our particular 
nostrums, and the aphorism '* Nothing like leather " had been attached to Northampton for 
centuries. "Those engaged in the gentle craft of shoe-making had been described as a highlv 
gifted set of people. They were keenly intelligent artificers, well-informed, and with a thirst 
for knowledge. 


Sir ARTHUR DE CAPELL Brooke, Bart., in responding to the toast, said that he believed 
that in some counties there still remained the tradition that strangers were suspect, but he 
assured those present that they in Northamptonshire were not heavers of half-bricks at their 
visitors. He supposed no other county had more border counties than this. Men passed to 
and fro through Northamptonshire intent on either business or pleasure, and visitors were 
always present and were always highly welcome. He would say that to-night’s visitors 
were especially welcome, and it was a special honour to have present the President of this 
Association, who was so well known and highly respected throughout the county. He thought 
he could justly claim for the county that it possessed to the full all those home-like scenes which 
made this England of theirs so dear to its sons and daughters. He thought he could claim for 
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this county that it was the heart and centre of England, that '' here, indeed, is England ”. 
Those who loved rural England, those who loved the countrvside—never more beautiful, perhaps, 
than in the last few weeks—those who could appreciate to the full all the splendid work lavished 
on churches and other buildings by men and women of long ago and to whose inheritance they 
had succeeded, those buildings and churches which were the glory of the county, could not be 
surprised if those who lived in the countv, which had been described by Sir Robert Armstrong- 
Jones as the county of ‘‘ spires and squires "', were proud of this county, and always glad of the 
opportunity of singing its praises. The squires had gone, or were fast going, but they had left 
behind them a record of good work for the county. The spires, however, still remained ; and 
the great houses of the county, with all their treasures, collected in a more propserous age than 
tlie present generations had known, and the splendid churches in the Nene Valley, set in a 
countryside of hill and vale, of streams and woodland, would long remain, he hoped, for those 
coming after, to be for them, as it was in these days, a joy and beauty for all time. 

But there was another side to the county, and recently people had come to realize that the 
tide of industry was flowing stronglv southwards, and the mineral wealth of this county was 
going to be fully developed in a very short time owing to the value of the deposits of iron ore 
which were within it; and the name of Corby, where the new process of making basic Bessemer 
steel was now being proceeded with, was probablv known throughout the length and breadth 
of the country. Here, in the midst of their stone-built villages, of stone from the well-known 
quarries of Weldon, a new town was arising, one which was fully equipped with all the latest 
machinery and with all the splendid organization needed to start a new industrv. The county, 
in the past, had plaved a great part in the history of England, and it might well be that this 
development of industry might be of great interest to future historians. Let all hope that those 
in this county might provide something to help the national industries and provide a factor 
towards renewing the prosperity of the people of this country. 


The Mayor or NoRTHAMPTON (Councillor E. ALLITT) also responded to the toast. Northamp- 
ton wanted to congratulate Dr. Rambaut on his Presidency of this important Association, and 
hoped he would have a very useful and happy time in his year of office. He had endeared 
himself to the hearts of the inhabitants of Northampton. 

It might not perhaps be interesting enough to tell this company much about the important 
work of Northampton. Those who resided in it believed it to be one of the finest towns in the 
Midlands ; indeed, when the members of the Association returned to their homes he hoped thev 
would feel it was the best town in the Midlands. And if the company wanted to assure them- 
selves of the quality of Northampton’s industry, of which they had heard to-night in the speech 
of the proposer, he invited them to prove it bv each getting himself well shod before returning. 

Another thing they in Northampton were proud of was that thev were giving its boys and 
girls the best schooling of any industrial town in the country. They were proud, too, of an 
interesting work going on in association with what were called the Free Churches and which was 
called Bethany. On a nearbv hillside little homes had been built for old church members, 
where they could live free and have every care taken of them. There was also a nursing home, 
where old people who were suffering from any disease could be nursed and attended to bv a 
doctor, free of all charge. This branch of activity could well be called the after-care of old 
church members. 

Mention had been made that evening of sports. In Northampton the recreative and sporting 
aspect was not confined to cricket ; there were other sports in the town, as those who lived 
near Huddersfield would remember. Last vear the town made history in the football world, 
and it was hoped to do even better in the forthcoming winter. Northampton was making progress 
in other ways; they were trying to establish a municipal aerodrome. Like all industrial towns, 
Northampton had with it the problem of unemplovment, and that problem concerned those of 
the medical profession as well as the ordinary man in his business; there was need for all the 
wisdom and all the tact and patience available to deal with this large question. It was only if 
it was faced together, bv professional as well as business men, that it was likely to be solved in 
an adequate and successful manner. 

He would repeat his cordial welcome to Northampton, and he hoped that members of the 
Association would take back with them pleasant memories, and that the remainder of their 
stay would be as happy as the few hours being spent at this dinner to-night. 


Dr. P. K. McCowan, in submitting the toast of '' THE HEALTH SERVICES ”, said it was with 
considerable trepidation that he accepted the honour of doing so. But he could lighten his 
burden by confining his remarks to the mental health services. He hoped that future pro- 
posers of this toast would find it as easy thus to separate the mental health services from the 
larger problem which was governed by that octopus-like gentleman the medical otticer of health. 
It might not be out of place to remind this Association that ‘like tends to attract like ”, and it 
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was necessarv to beware that their members should not become what their American friends 
called “ suckers ", otherwise there was the definite danger that they might be attracted to the 
simlarly-named appendages of the aforementioned octopus. 

He supposed that the Mental Treatment Act was still sufficientlv recent to justifv its being 
considered as the latest milestone towards that millennium of mental health when we should 
all be delightfully humdrum normal individuals : entirely devoid of complexes, thanks to psvcho- 
analvsis ; and, thanks to the treatment of their friend, Mr. Brock, equally devoid of all hereditary 
taint—he was almost saving equally devoid of ancestors. Only those were likely to survive 
whole who could actually deny their ancestry. (Laughter.) He supposed this Association 
knew as much about the causation of mental illness and mental defect as anv association in the 
world, but to him it seemed that that great knowledge—bolstered up by what, after all, was false 
doctrine, the doctrine of the survival of the fittest—was scarcely justifiable as a reason for 
depriving the future of the birth of such people as Swedenborg, Charles Lamb, Dean Swift, 
George Borrow ; it seemed a verv high price for posterity to have to pav for our ignorance. In 
all humility, he wished to suggest that, rather than expending our energies on the passing of 
futile legislation, it would be much better to apply them to research into the cause of mental 
disease. He felt that such a research would throw entirely new light on the relationship of 
environment to heredity, and, at the same.time, evolve forms of treatment which would, he was 
sure, be superior to that of sterilization. 

So much for the future; what of the present ? Here, he thought, he could congratulate 
the health services on the great progress thev had made in our generation in the matter of the 
care and treatment of the mentally afflicted. “While some might deserve praise for individual 
efforts, he thought the chief praise was due to the service as a whole. The spirit which led to 
the hospitalization of the old asvlum svstem, and recently the addition of voluntarv patients 
to the mental hospitals, had, as was well known, revolutionized the whole atmosphere of the 
hospitals. It was the saine spirit of progress which had led to the setting up of out-patient 
departments throughout the countrv, and, as practising psychiatrists knew, led to a full under- 
standing of the neurotic and the psvchotic. Child guidance clinics were developments which 
would be preventive as well as curative, and he hoped that the next step to be taken was the 
introduction of psychopathic clinics, or nerve hospitals, preferably in connection with the 
teaching hospitals. 

With this toast it was his pleasure to couple the names of Mr. Brock, the Chairman of the 
English Board of Control, and Dr. Hamilton Marr, of the General Board of Control for Scotland. 
It would be pure presumption on his part to sav anvthing about those gentlenien, as members 
of the Association knew them so extremely well. Both their work and their personalities were 
admired bv all. Thev know what those gentlemen had done and were still doing for the mental 
health services, and it was not for him now to particularize those good works. But he might 
be excused for ending his speech bv referring to a clinical case which, he thought, showed the 
advantages that could be derived from a close association of the two countries, Scotland and 
England. It was the case of a wealthy Englishman who was taken ill while in Scotland, and 
for whom it was necessary to perform a blood-transfusion. They were fortunate in finding 
available for the purpose a verv healthy West Highlander, who volunteered to donate some 
blood. After the operation the Englishman was so pleased that he thanked the Scotsman and 
gave him £25. Some time later it was necessary to have the transfusion repeated, but this time 
the present was reduced to £10. A third transfusion became necessary to complete the cure ; 
but this time there was no monetary reward at all. That clearly showed the etfect of a little 
Scotch blood in the system.  (Laughter.) 


Mr. L. G. Brock, C.B. (Chairman of the Board of Control, England) said he wished to sav 
how verv sorry the Minister of Health, Sir Hilton Young, was at finding himself unable to be 
present that night. 

He would also like, on his own behalf, to take this opportunity of thanking the Roval 
Medico-Psvchological Association for the honour it had done him at this annual meeting of 
creating him an Honorary Member. 

He was glad that this toast, to which he was privileged to respond, was couched in rather 
different terms from that to which he had the honour of responding two vears ago at Stirling. 
On that occasion the toast was '* The Boards of Control ". It was very nice to think that there 
were any people who wanted to toast the Boards of Control; but he thought thev were wise 
in widening the terms of the toast, so as to include the whole of the health services, as that 
showed a recognition that the mental health service was really an integral part of the whole 
public health service of this country, and a much more important part than many people recog- 
nized. He wondered how manv people there were who realized that in our public mental 
hospitals alone, without counting the registered hospitals, of which St. Andrew's was such a 
distinguished example, there were over 123,000 beds; that was, roughly, 50,000 beds more 
than there were in all the voluntary hospitals in England and Wales put together. It was, 


1934.] NOTES AND NEWS. 783 


indeed, nearly as many beds as there were in the municipal hospitals and public assistance 
. hospitals throughout the country. He did not suggest that the crude number of hospital 
beds was the only wav, or that it was the best wav, of testing the importance of anv service ; 
it was not. But it was, at any rate, some rough indication of the magnitude and the importance 
of the service with which they had the honour of being associated. He agreed with what Dr. 
Sergeant said at the meeting that afternoon, that those engaged in the mental hospital service 
were too modest. He did not always find himself in agreement with Dr. Sergeant, but on this 
occasion that gentleman slipped into the truth—for it was the sober truth that they of the mental 
hospital service were too modest. They did not make sufficient effort to see that the public 
realized what was in fact being accomplished, what progress was being made in the public health 
service. The speaker thought that service suffered not only from modesty—not the commonest 
coniplaint in medical circles— but it suffered also from its isolation, an isolation which was only 
partlv geographical, but was also an isolation of the soul. The rest of the medical profession 
were too remote from the work which the mental specialists were doing. He thought there was 
a great deal to be done in the education of public opinion, in the education of medical opinion 
too, to make people realize what progress had been made, not merely with the custodial care of 
mental disorder, but, definitely, with its treatment. More publicity was certainly required, for 
thev were very bad advertisers in that department of medicine. But, more than that, they 
needed, he thought, some more effective means of keeping in touch with the main body of 
medicine. They were out of touch not only with general medicine, but also with the public 
health services. Of course, there were many points on which they did, and must, come into 
contact with the other health services. At one end was the school medical service, the main 
** catchment area " in the future by which the mental defectives must be discovered. At the 
other end, as members of the Association knew only too well, there was that constant and 
melancholv stream of senile dements, who were passed on to the mental hospitals as soon as 
thev became too troublesome or too tiresome in the public assistance institutions. The question 
which, he thought, all had to consider, the very urgent question for members of this Association 
to consider, was how best to maintain an adequate contact between the mental hospital service 
and the rest of the public health services. It was not an easy problem; verv few problems 
that were worthy of serious consideration were easv, but this was one which was well worth the 
Association's serious consideration and study. He hoped the time would come when he would 
see it figuring on the agenda at the annual meetings. The question had got to be faced ; the 
problem must be solved. He was persuaded that the mental hospital service would never 
receive the public attention, the public consideration, it deserved until it was recognized as being 
not only something important in itself, but an integral part of a bigger and wider public health 
service. He did not know how that problem could best be solved ; he had not come to the 
dinner or the meeting with any cut-and-dried or ready-made solution. He knew the suggestion 
had been made that that co-ordination and necessary unification could be secured by bringing 
the mental health services under the oversight of the medical officer of health. That, he would 
say frankly and at once, was not a solution which commended itself to him, or to his Board, 
and he did not believe it was one which would commend itself to the gathering. He did not 
know, but it might be that in the larger areas the solution might be found in the appointment 
of a medical othcer of mental health ; it was a solution which had been suggested more than once 
bv his friend and colleague who was here to-night, Sir Hubert Bond. He, the speaker, did not 
like the title; it was a clumsy title—if Sir Hubert would allow him to say so—but he thought 
the practical suggestion was one which deserved serious consideration from all his hearers. He 
was very much attracted by the idea of appointing, at least in the larger and more populous 
areas, an officer whose task it would be to co-ordinate the school medical service and the mental 
deficiency service with the mental hospital service. Such a man—if a man could be found who 
was sufficiently gifted and adequately trained— would have the opportunity of making a survey 
of the whole field and viewing the problem as a whole. To begin with, he would be able to see 
that the most effective and the most economical use was made of the existing bed provision 
already available. But, more important than that, more important than any mere saving of 
money, he would be able to bring the mental health services into closer relation with the other 
public health services ; he would be able to look at the mental health service in its proper relation 
to the whole scheme for the provision of hospital beds of every tvpe. And, perhaps most im- 
portant of all, he would have time to think— which few officials had— time to think and time to 
studv the means for preventing, for anticipating the development of every kind of mental 
disorder. He felt—if he might be frank with his hearers—that this was where, at present, they 
were so weak. What was being done at the present time to forestall and to prevent mental 
disorder ? A beginning had been made with the development of out-patient clinics—a very 
encouraging beginning. He was very glad to be able to tell the company that these had steadily 
developed, not in all parts of the country, but in most parts of the country, and they were 
affording the most valuable means of linking up the mental health services and the public health 
services of the country. But, with that exception, he could not help feeling that, up to the 
present, those concerned had been far too content, and, since the Association had made him 
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was necessary to beware that their members should not become what their American friends 
called * suckers ’’, otherwise there was the definite danger that they might be attracted to the 
similarly-named appendages of the aforementioned octopus. 

He supposed that the Mental Treatment Act was still sufficiently recent to justify its being 
considered as the latest milestone towards that millennium of mental health when we should 
all be delightfully humdrum normal individuals : entirely devoid of complexes, thanks to psvcho- 
analvsis ; and, thanks to the treatment of their friend, Mr. Brock, equally devoid of all hereditary 
taint—he was almost saving equally devoid of ancestors. Only those were likely to survive 
whole who could actually deny their ancestry. (Laughter.) He supposed this Association 
knew as much about the causation of mentalillness and mental defect as any association in the 
world, but to him it seemed that that great knowledge—bolstered up by what, after all, was false 
doctrine, the doctrine of the survival of the fittest—was scarcely justifiable as a reason for 
depriving the future of the birth of such people as Swedenborg, Charles Lamb, Dean Swift, 
George Borrow ; it seemed a very high price for posterity to have to pay for our ignorance. In 
all humility, he wished to suggest that, rather than expending our energies on the passing of 
futile legislation, it would be much better to apply them to research into the cause of mental 
disease. He felt that such a research would throw entirely new light on the relationship of 
environment to heredity, and, at the same.time, evolve forms of treatment which would, he was 
sure, be superior to that of sterilization. 

So much for the future; what of the present? Here, he thought, he could congratulate 
the health services on the great progress they had made in our generation in the matter of the 
care and treatment of the mentally afflicted. “While some might deserve praise for individual] 
efforts, he thought the chief praise was due to the service as a whole. The spirit which led to 
the hospitalization of the old asvium system, and recently the addition of voluntary patients 
to the mental hospitals, had, as was well known, revolutionized the whole atmosphere of the 
hospitals. It was the same spirit of progress which had led to the setting up of out-patient 
departments throughout the country, and, as practising psychiatrists knew, led to a full under- 
standing of the neurotic and the psvchotic. Child guidance clinics were developments which 
would be preventive as well as curative, and he hoped that the next step to be taken was the 
introduction of psychopathic clinics, or nerve hospitals, preferably in connection with the 
teaching hospitals. 

With this toast it was his pleasure to couple the names of Mr. Brock, the Chairman of the 
English Board of Control, and Dr. Hamilton Marr, of the General Board of Control for scotland. 
It would be pure presumption on his part to say anything about those gentlemen, as members 
of the Association knew them so extremely well. Both their work and their personalities were 
adinired by all. Thev know what those gentlemen had done and were stil] doing for the mental 
health services, and it was not for him now to particularize those good works. But he might 
be excused for ending his speech bv referring to a clinical case which, he thought, showed the 
advantages that could be derived from a close association of the two countries, Scotland and 
England. It was the case of a wealthy Englishman who was taken ill while in Scotland, and 
for whom it was necessary to perform a blood-transfusion. They were fortunate in finding 
available for the purpose a very healthy West Highlander, who volunteered to donate some 
blood. After the operation the Englishman was so pleased that he thanked the Scotsman and 
gave him £25. Some time later it was necessarv to have the transfusion repeated, but this time 
the present was reduced to £10. A third transfusion became necessary to complete the cure ; 
but this time there was no monetary reward at all. That clearly showed the effect of a little 
Scotch blood in the svstem.  (Laughter.) 


Mr. L. G. Brock, C.B. (Chairman of the Board of Control, England) said he wished to sav 
how verv sorrv the Minister of Health, Sir Hilton Young, was at finding himself unable to be 
present that night. 

He would also like, on his own behalf, to take this opportunitv of thanking the Roval 
Medico-Psvchological Association for the honour it had done him at this annual meeting of 
creating him an Honorary Member. 

He was glad that this toast, to which he was privileged to respond, was couched in rather 
different terms from that to which he had the honour of responding two vears ago at Stirling. 
On that occasion the toast was '' The Boards of Control ". It was very nice to think that there 
were anv people who wanted to toast the Boards of Control; but he thought they were wise 
in widening the terms of the toast, so as to include the whole of the health services, as that 
showed a recognition that the niental health service was really an integral part of the whole 
public health service of this countrv, and a much more important part than many people recog- 
nized. He wondered how many people there were who realized that in our public mental 
hospitals alone, without counting the registered hospitals, of which St. Andrew's was such a 
distinguished example, there were over 123,000 beds; that was, roughly, 50,000 beds inore 
than there were in al] the voluntary hospitals in England and Wales put together. It was, 
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indeed, nearly as many beds as there were in the municipal hospitals and public assistance 
. hospitals throughout the country. He did not suggest that the crude number of hospital 
beds was the only way, or that it was the best way, of testing the importance of any service ; 
it was not. Butit was, at any rate, some rough indication of the magnitude and the importance 
of the service with which they had the honour of being associated. He agreed with what Dr. 
Sergeant said at the meeting that afternoon, that those engaged in the mental hospital service 
were too modest. He did not always find himself in agreement with Dr. Sergeant, but on this 
occasion that gentleman slipped into the truth—for it was the sober truth that they of the mental 
hospital service were too modest. They did not make sufficient effort to see that the public 
realized what was in fact being accomplished, what progress was being made in the public health 
service. The speaker thought that service suffered not only from modestvy—not the commonest 
complaint in medical circles—but it suffered also from its isolation, an isolation which was only 
partly geographical, but was also an isolation of the soul. The rest of the medical profession 
weie too remote from the work which the mental specialists were doing. He thought there was 
a great deal to be done in the education of public opinion, in the education of medical opinion 
too, to make people realize what progress had been made, not merely with the custodial care of 
mental disorder, but, definitely, with its treatment. More publicity was certainly required, for 
thev were very bad advertisers in that department of medicine. But, more than that, they 
needed, he thought, some more effective means of keeping in touch with the main body of 
medicine. They were out of touch not only with general medicine, but also with the public 
health services. Of course, there were many points on which they did, and must, come into 
contact with the other health services. At one end was the school medical service, the main 
* catchment area " in the future bv which the mental defectives must be discovered. At the 
other end, as members of the Association knew only too well, there was that constant and 
melancholy stream of senile dements, who were passed on to the mental hospitals as soon as 
they became too troublesome or too tiresome in the public assistance institutions. The question 
which, he thought, all had to consider, the very urgent question for members of this Association 
to consider, was how best to maintain an adequate contact between the mental hospital service 
and the rest of the public health services. It was not an easy problem; very few problems 
that were worthy of serious consideration were easv, but this was one which was well worth the 
Association's serious consideration and study. He hoped the time would come when he would 
see it figuring on the agenda at the annual meetings. The question had got to be faced; the 
problem must be solved. He was persuaded that the mental hospital service would never 
receive the public attention, the public consideration, it deserved untilit was recognized as being 
not only something important in itself, but an integral part of a bigger and wider public health 
service. He did not know how that problem could best be solved; he had not come to the 
dinner or the meeting with any cut-and-dried or readv-made solution. He knew the suggestion 
had been made that that co-ordination and necessary unification could be secured bv bringing 
the mental health services under the oversight of the medical officer of health. That, he would 
say frankly and at once, was not a solution which commended itself to him, or to his Board, 
and he did not believe it was one which would commend itself to the gathering. He did not 
know, but it might be that in the larger areas the solution might be found in the appointment 
of a medical officer of mental health ; it was a solution which had been suggested more than once 
by his friend and colleague who was here to-night, Sir Hubert Bond. He, the speaker, did not 
like the title; it was a clumsy title—if Sir Hubert would allow him to say so—but he thought 
the practical suggestion was one which deserved serious consideration from all his hearers. He 
was very much attracted bv the idea of appointing, at least in the larger and more populous 
areas, an officer whose task it would be to co-ordinate the school medical service and the mental 
deficiency service with the mental hospital service. Such a man—if a man could be found who 
was sufficiently gifted and adequately trained— would have the opportunity of making a survey 
of the whole field and viewing the problem as a whole. To begin with, he would be able to see 
that the most effective and the most economical use was made of the existing bed provision 
already available. But, more important than that, more important than anv mere saving of 
money, he would be able to bring the mental health services into closer relation with the other 
public health services ; he would be able to look at the mental health service in its proper relation 
to the whole scheme for the provision of hospital beds of every type. And, perhaps most im- 
portant of all, he would have time to think—which few officials had—time to think and time to 
study the means for preventing, for anticipating the development of every kind of mental 
disorder. He felt—if he might be frank with his hearers—that this was where, at present, they 
were so weak. What was being done at the present time to forestall and to prevent mental 
disorder? A beginning had been made with the development of out-patient clinics—a very 
encouraging beginning. He was very glad to be able to tell the company that these had steadily 
developed, not in all parts of the country, but in most parts of the country, and they were 
affording the most valuable means of linking up the mental health services and the public health 
services of the country. But, with that exception, he could not help feeling that, up to the 
present, those concerned had been far too content, and, since the Association had made him 
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an Honorary Member, he was presumptuous enough to sav ‘ we " instead of '' vou ”, we were 
too content to aim, not at prevention, but at dealing with end-results. In design, in fabric, in 
nursing, in the dietarv, in all material comforts, the British mental hospitals, so far as his experi- 
ence went—and he had had the opportunitv of sceing some foreign mental hospitals— British 
mental hospitals would equal any in Europe. But he wished he felt quite so sure that in scientific 
work we were equally distinguished and pre-eminent. And, above all, what was being done to 
lessen the incidence of mental disorder? That was a question which other members of the 
Association could answer better than he could. But he was afraid that the answer, if it was an 
honest one, would also be a depressing one. 

It might be thought by some that this was too serious a topic to be dealt with in an after- 
dinner speech. If it was so regarded, he owed the company his apologies, but he had very 
few opportunities of addressing the Association, and this was a subject which was verv near 
his heart. Their ambitions and their dreams could never come true unless a wide and a long 
view were taken, and, after all, the responsibility rested with those who were engaged in the 
work. The Board, perhaps, could help, and as far as they could help, he was sure thev very 
gladly would, but the real impetus to any advance must come from within the profession ; 
it could never be imposed upon it by any Government department, even if all at the Board were 
as wise as thev felt, or as wise as his colleagues looked. There was a great need to educate 
public opinion. He sometimes thought there was even more need to educate medical opinion. 
(Hear, hear.) But he hoped and believed that those whom he was addressing, the leaders cf 
this branch of the profession, would rise to the full measure of their responsibilities. It was 
still true, it was true in all departments of life, that '' without a vision the people perish '' ; 
but there was no department of life, no section of human thought, in which that was more true 
than it was of medicine. It was because he believed that those present to-night shared his 
dreams and shared his visions that he was very glad and very proud to have the opportunity 
of responding to this toast. 


Dr. HAMILTON MARR (Commissioner, Scottish Board of Control) also responded to the toast. 
He said he had been asked, owing to the lateness of the hour, to exercise economv of speech. 
One of our Cabinet ministers, in a recent rectorial address, made the statement that in the 
beautiful vallevs of Switzerland there were 50,000 cretins, all mentally defective. The state- 
ment seemed an astonishing one in view of the fact that Scotland, with a larger population 
than Switzerland, had only 23,000 insane and mentally defective persons—at least known to the 
General Board. After much difficulty it was found that the questions addressed to the Swiss 
authorities had been misinterpreted : that the word '' crétin ” had been mistaken for “chrétien "', 
and the Swiss authorities had replied that there were 50,000 Christians in the beautiful Swiss 
vallevs. Thus the return was verv misleading. 

This amusing incident served to illustrate, perhaps in an exaggerated way, the uselessness 
of many statistical figures. Statistics relating to purely material things might have a relatively 
high degree of accuracy, but statistics relating to living things, which were constantly changiug 
from moment to moment, were most unreliable. 

When one looked back on the advance that had been made over a period of fortv vears, the 
influence of the Board of Control had been, on the whole, for good. He did not know what the 
Board controlled. Their first interest, of course, was the patient, and the general policv which 
had been evolved, and in which the medical superintendents of institutions had plaved a leading 
part, was to treat all mentallv attlicted patients on the same general lines as patients suffering 
from physical disorder. The Lunacy Laws were established to prevent that cruelty which was 
meted out to lunatics in former days; they were therefore certified and put into institutions 
and a Government grant was given, so that the interests of each lunatic could be looked after. 
That this could be done had been shown bv the establishment of reception houses, of observation 
wards, of the practice obtaining during the war among soldiers ; and finally, by the establishment 
of clinics under the Mental Treatment Acts. 

The field was too wide to survey during a few minutes, but the problem of certification was 
one which should now be dealt with, he thought. Experience had shown that the certification 
of the insane, which was intended primarilv to protect them, had, unfortunatelv, brought with 
it a stigma—certainly an unjust stigma—and certification should,in the long run, be reduced to 
its lowest minimum. The power of depriving mental patients of their liberty should certainlv 
always remain in the hands of the law, but certification was no longer required, even with this 
proviso, and it should be limited to those cases where the subjects refused to go to a mental 
institution for cure and treatment, cases that were dangerous to themselves or to others. The 
time was now fully ripe for dealing with cases, especially in their early stages, on ordinary 
hospital lines. 


Dr. F. J. STUART, in proposing the toast of '* Orr GvEsTS ”, said that when he was asked to 
do so he came with all sorts of clever things to sav, and then he saw that the toast was to be 
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responded to by two ladies, a contingency he had never thought of. One of those who would 
reply was Mrs. Slagle, who had come to the meeting from America. He was not an unpaid com- 
mercial traveller, and so the present company might get more of the truth about Northampton- 
shire from him than they would be likely to hear from the two speakers who dealt with that 
toast. George Washington’s ancestors were Northamptonshire people, and members who were 
Staying in hotels in Northampton would realize that his memory was so much respected there 
that the accommodation provided had not been changed since his day. 


Mrs. ELEANOR SLAGLE (U.S.A.), in responding to the toast, said she deeply appreciated the 
honour of having been invited to respond, and she also thanked Dr. Stuart for all the kind 
things he said. But she had to speak at the meeting on the next day, and she, like the Mayor 
of Northampton, was a good advertiser, and if those present would like to hear what she would 
have liked to say to-night, with a little more, she asked them to attend at 10 o’clock to-morrow 
morning. Americans and English had a great heritage, a common background of language. 
Her own family roots lay deeply buried in the soil of England and Scotland, and she appreciated 
the spirit of graciousness and kindness and the generous hospitality of the British which she 
had so much enjoyed on different occasions. 

She wished for the President of this Association the greatest happiness and the greatest 
success in the year which was to follow, under his jurisdiction. She hoped, on behalf of her own 
country, that all which British colleagues gained in knowledge, all that they gained in the 
spiritual aspects of their work, might be quickly transmitted to workers in America, as the latter 
needed it. That, together with the common heritage of the finest language in the world, and 
the desire to work together peacefully and happily for the benefit of the sick and disabled, was a 
great ambition. : 


BAILIE VIOLET ROBERTSON also responded. She said she felt it was scarcely necessary for 
her to endorse the thanks which Mrs. Slagle had so eloquently expressed. Moreover, it seemed to 
have startled the office-bearers of this enlightened Association that the response should be made 
by two ladies; therefore she hastened to assure the company that she was not a lady, only a 
magistrate. She did most warmly welcome the opportunity of expressing, in a few sentences, 
her deep appreciation of the honour of being present as one of the guests. She said that not 
only on her own behalf, but also in her capacity as the Chairman of the West of Scotland Neuro- 
psychiatric Research Institute. It was peculiarly appropriate that she should have had the 
honour at this time, as that body was this year celebrating its semi-jubilee, and from Nor- 
thampton they had been fortunate in securing their distinguished Director, Dr. Ford- Robertson. 
Scots people, like the mental health services, were extremely modest. They knew they were 
superior people—having been told it so often they had come to believe it—and they realized 
that some of the mental hospitals in the north were second to none. Yet they were aware 
that a great deal remained to be done in research, and in correlating research to clinical work, 
and it had been a real privilege to hear what had been said by the Chairman of the Board of 
Control. She had the honour to serve on the Departmental Committee which was examining 
the Health Services of Scotland, and it would not be the fault of some of those on that body 
if they failed to bring into even closer relationship the mental services with the widest of all 
health services. 


Sir MERVYN MANNINGHAM-BULLER, Bart., M.P., in submitting the toast of “ The Royal 
Medico- Psychological Association ", recalled some of the outstanding events in the history of 
the Association. Theirs was a great and honourable record, extending back almost to a century, 
though this did not go as far back as the claims he had heard made for some professions. A 
short time back he heard of a surgeon, an architect and a politician having an argument as to 
- whose line of work started first in the history of the world. The surgeon said, ‘‘ Mine is the 
oldest, as mine started with the surgical operation of removing a rib from Adam to make Eve”. 
The architect said, ' I claim that mine started before that when the world was made out of 
chaos ". The politician replied, '' Mine started even before yours, because it is the politician 
who makes the chaos ". (Laughter.) 

As Member for this ancient borough he might be forgiven for saving it was fitting that the 
meeting should be held here, for here was one of the most up-to-date mental institutions in the 
Kingdom. 

Northampton was very proud of its honoured friend, Dr. Rambaut. That gentleman had 
had a remarkable carcer, which showed him to be well fitted for the honour which the Association 
had conferred upon him. For ten years he had been Registrar of the Association, a post which 
entailed a vast amount of work, as 10,000 candidates came up every year from all parts of the 
Kingdom, and from as far as the Federated Malay States. That work Dr. Rambaut had carried 
out with extraordinary efficiency and ability. He had achieved distinction in many ditferent 
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fields, including remarkable achievements in the field of athletics. He did not think one would 
be far wrong in assuming that some of the sympathy and understanding which was such a 
remarkable part of Dr. Rambaut’s character was learned on the sports fields of vears ago. 
His personality impressed one from the moment one was in his presence. All would wish that 
‘the President's year of office would be one of the happiest in his life, and that during that time 
the great work which had been done in the past bv the Association would be continued and would 
grow, and the activities of that great body strengthened. It had made great progress in the 
most difficult of all the realms of science—that concerning the human brain. It would not be 
denied that much still remained to be done and to be learned to advance the art of alleviating 
human suffering. 


The PRESIDENT, in responding to the toast, said that at this late hour he would not be 
expected to make a long speech. He assured the gathering that he felt quite overcome by all 
the flattering remarks that had been made about him personally, and he was delighted by what 
had been said concerning the Association. He wished to offer to Sir Mervyn Manningham-Buller 
the Association's thanks. 

He felt verv proud at having been asked to take the position of President of this great Asso- 
ciation. Looking down the list of previous Presidents, not mentioning several who were still 
alive and were present to-night, he would name some of outstanding distinction. The specialtv 
might not be able to boast of a Hunter, a Lister or a Pasteur, or even a Freud ; but it had had a 
Maudsley, a Clouston, a Mercier, a Bevan Lewis, a Mott—all great names. And he felt it was 
a great honour to be placed on such a list. : 

He would conclude by repeating what he thought about the Association's teaching. The 
scheme of training and examining nurses and granting certificates to them had worked a 
marvellous change in the treatment of the insane, and he thought it should be recognized as 
comparable to the emancipation of the slaves a hundred years ago, and to the work of prison 
reform carried out by Elizabeth Fry and John Howard. 

During the dinner a string band rendered a selection of music and some excellent solo and 
duet singing were provided, as well as some very clever conjuring. 


LUNCHEON. 


On Thursdav the Governors of St. Andrew's Hospital invited the Association and guests to 
luncheon in the Guildhall, when a large company was presided over by THE MARQUIS OF EXETER, 
President of the Governors of St. Andrew's Hospital. 

Dr. REGINALD WonrH, O.B.E., expressed the thanks of the Association to the Governors 
of the St. Andrew’s Hospital for their kind hospitality. On the previous day members were 
accorded facilities for visiting St. Andrew’s Hospital. Having seen most of the mental hospitals 
of the country, many of those present were very critical ; but there was one part of the establish- 
ment, recently constructed, which had won their admiration, namely, Wantage House. Indeed, 
it had more than won their admiration; they were jealous of it, and would like to have a similar 
place of their own. The Governors of this Hospital had done wonderful things for those they 
catered for, and on behalf of his fellow members he desired to congratulate them. 

At last this Association had been able to give recognition to the great work which Dr. Rambaut 
had done for the Association. 

He would also like to congratulate the Governors on having found “ one, Caesar ”, for, after 
Dr. Rambaut, Mr. Cæsar had done more to make the Annual Meeting a success than anv other 
man the speaker had come across. He could not conclude without a word of appreciation of 
all Mrs. Rambaut had done. He imagined she must be a real helpmate, and on that he 
congratulated Dr. Rambaut. 

The Marguis OF EXETER returned thanks on behalf of the Governors of St. Andrew's 


Hospital. 


VISITS AND EXCURSIONS. 


On Wednesday afternoon the President and Mrs. Rambaut entertained members and guests 
at a garden party in the grounds of Priory Cottage, St. Andrew's Hospital. Members visited 
the Admission Hospital (Wantage House), and were shown the methods of treatment in use 
there, and the investigations in progress in the laboratories. 

On Thursdav visits were paid to the boot factories of Messrs. Padmore & Barnes and Messrs. 
Barratt & Co. Later they were entertained bv Dr. and Mrs. F. Stuart at a garden party at 
Berry Wood Mental Hospital, and inspected the new adinission hospital under construction there. 

On Friday members enjoyed a motor trip, provided bv the President, through the “ Washing- 
ton " country, and visited Althorp at the invitation of Earl Spencer, who graciously conducted 
members round his collection of pictures—the finest in England. 
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IRISH DIVISION. 


THE SUMMER QUARTERLY MEETING of the Irish Division was held at Ardee Mental Hospital, 
bv kind invitation of, the Committee of Management and Dr. P. Moran, Medical Superintendent, 
on Thursday, July 19, 1934. 

In the forenoon the members were conducted over the newly erected Hospital bv Dr. Moran 
and his staff, and were given an opportunity of seeing everv phase of the Hospital's activity. 
Later the members and guests were kindly entertained to luncheon. 

Dr. John Mills presided (in the absence of the Divisional Chairman, Dr. Gavin). 

The minutes of the previous meeting were read, approved and signed by the Chairman. 

The following candidates were, after ballot, declared unanimously elected members of the 
Association : 

ARTHUR Ross Bovp, M.B., B.Ch., B.A.O.R.U.I., Resident Medical Superintendent, 
Countv Mental Hospital, Antrim. 
Proposed by Drs. S. J. Graham, L. Gavin and R. R. Leeper. 
ConsNELIUS J. McCartuy, M.B., B.Ch., B.A.O.N.U.I., B.Sc., D.P.H., D.P.M.; Bonanza, 
Rathfarnham Road, Terenure, Dublin. 
Proposed by Drs. J. Kearney, R. Taylor and R. Thompson. 

Dr. Moran submitted his report as to the present position regarding the contemplated 
. Central Pathological Laboratory. He stated that he had received a number of replies to his 
questionnaire on this subject, and that these would be duly considered when it was found 
necessary to call a meeting of the Sub-Committee. He did not propose to call such a meeting 
until he had received a formal request for a deputation to place evidence before the Sweepstake 
Authorities. 

The SEcRETARY submitted the replies he had received to the circular dealing with the 
adequate medical staffing of mental hospitals. These replies were, in the main, considered a 
very satisfactorv response, and several members reported that, as a result of the Division's 
representations, additional medical officers had been, or were about to be, appointed to their 
respective institutions. 

The SECRETARY also brought to the notice of the meeting two letters from the Secretary of 
the General Nursing Council (Irish Free State), requesting that representatives of the Irish 
Division of the Royal Medico-Psvchological Association should meet representatives of the 
General Nursing Council in conference, to discuss certain matters in relation to the admission of 
mental nurses to the Council's Register, and also wider matters relating to the present reci- 
procal arrangement between the General Nursing Council and the Irish Division of the Roval 
Medico- Psychological Association. 

These letters were discussed at length by the members present, and it was finally decided 
that the request of the General Nursing Council should be acceded to, and that the present 
Advisory Committee to the General Nursing Council should meet representatives of the General 
Nursing Council, and should report back to the Autumn Meeting of the Division. 

In this connection Dr. Moran stressed the lack of co-operation between the general hospitals 
and mental hospitals and the dithculties which confronted a mental nurse who wished to obtain 
general training. It was agreed that this question should be brought to the notice of the 
General Nursing Council at the contemplated interview. 

The Autumn Meeting of the Division was fixed for Thursday, November 1, 1934, at the 
Royal College of Physicians, Dublin. 

At this stage Dr. Martin brought to the notice of the meeting the sad bereavement which 
had been sustained bv the Minister for Local Governinent and Public Health (Mr. S. T. O' Kelly). 
The Chairman and Dr. Greene also associated themselves with Dr. Martin's sympathetic 
references, and the meeting expressed its deep sympathy with the Minister, the members 
standing in silence. 


Paper: ** Medical and Administrative Aspects of Mental Hospital Design,” 
by Dr. P. Moran, Resident Medical Superintendent, Ardee Mental Hospital. 


I HAVE undertaken to open a discussion on this subject, not because I have any special 
knowledge of it, rather the reverse, but because it fell to my lot to open and administer this 
new mental hospital, where I have had a special opportunity of realizing the importance of 
design from the medical and administrative points of view. 

The big schemes of mental hospital extensions, replacements and reconstruction now 
projected, or being carried out, make the subject one of special interest to our branch of the 
profession at the moment. 
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A big proportion of our existing accommodation is antiquated, most of it is more than 75 
years old and much of it has passed its centenary. 

The stimulus of the general house-building revival and the present stimulus of the Hospital 
Sweepstake funds have accelerated the mental hospital replacements and extensions, which in 
many cases were long overdue. ~ 

We shall have to organize and administer these new hospitals, and it behoves us to take an 
active interest in their design, and try to have them in keeping with modern developments in 
treatment and administration. Practically every detail of design is important from the medical 
and administrative point of view, and a close collaboration between architect and medical 
administrator is most desirable. 

It seems a pity that there are not some standard criteria generally accepted as embodying 
modern requirements and facilities for the various types of hospital. For the purpose of 
discussion I propose to merely enumerate the points of special importance, and make short 
comments or queries on each. 

Size and lay-out.—The ideal size to my mind—from the medical and administrative point 
of view—for a public mental hospital is accommodation for from 600 to 750 patients. 

The relative merits of the villa and the block systems, or a combination of both, is a subject 
I should like to hear debated. . 

Admission hospitals.—Everyone is agreed that special admission hospitals are most desirable, 
and that, if possible, these should be completely detached. 

The generally accepted idea as to size is accommodation for 25°% of the annual admission 
rate. Such a hospital should have all the recognized therapeutic facilities, and should be liberally 
provided with open verandahs. 

Infirmary wards.—Generally speaking, these should be able to cater for about 10% of total 
population, and should, as far as possible, conform to general hospital standards. 

Pharmacy, surgeries, dental, etc., and operating theatre.— These should be grouped cen- 
trally, in such a position as to be conveniently accessible to both male and female 
departments. 

Refractory and epileptic wards.—1t has been the common practice to group these two 
classes together, and this is to my mind undesirable. Epileptics should, if possible, be kept 
apart. Refractory patients still require a high proportion of special single rooms, but padded 
rooms for such cases are largely abandoned. 

Chronic cases.—“* Liberty " or “ parole" patients should be accommodated in open wards, 
with open doors and windows, and conditions comparing as near as possible to the libertv of 
home surroundings. 

Other chronics should have the nearest possible approach to normal housing conditions 
consistent with safety. 

Bathing.—I am a firm believer in the advantage of central bathing facilities for chronic 
cases. It is more expeditious, convenient and generally more thorough. With adequate 
showers and proper equipment, it obviates the possibility of some of the undesirable features 
of the old-fashioned methods. 

Recreation grounds.— The *'' open country " style of exercise ground is now in favour. The 
restriction of the old type of airing-court had an adverse effect on the patients, and the most 
artistic, enclosed airing-court is probably not so pleasing to the average patient as the liberty 
of a big open field. 

Workshops.—The provision of occupational facilities of every kind is so important that it 
needs no elaboration. 

Farm and garden.—W ork on farm and garden is most beneficial for both sexes and should 
be encouraged. For rural population it is the natural avocation and the best one to help the 
patient to re-orient and re-adjust. 

Engineering equipment.—The heating, lighting, washing, cooking and sanitation are all 
most iinportant, and their general lay-out and design, while primarily and largelv the archi- 
tect's and engineer's job, provide many problems which the medical administrator should be 
allowed to decide. 

The cooking and serving facilities, both central and sectional, are of paramount importance, 
and a good design makes for efhciency in administration. 

The laundry is a department which is important from the occupational as well as the 
efficiency point of view. 

Staff accommodation and amenities.—Proper staff homes for both sexes, with suitable 
recreation rooms and study rooms and facilities for the usual outdoor games, should be pro- 
vided in every mental hospital. 

This young hospital was, unfortunately, born a few years too soon. It came before the 
generous financial assistance from the Hospitals Sweeps Fund was available. It had to be 
designed and executed down to a price, instead of up to a standard. As you have seen, itis an 
example of a complete block system, with male and female wings, conveniently connected to a 
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central administration block. The whole lay-out is designed to give the maximum light and 
ventilation, combined with accessibility and convenience, in the most compact space. 

There are two floors in each wing, the first floor being a replica of the ground floor, and each 
floor comprises two complete units, wards, day rooms, etc. 

The wards are L-shaped and all are uniform, with day rooms, bathrooms, lavatorv, boot- 
room, nurses’ room, ward kitchen and stores, similarly grouped in each case. 

It was designed to be operated entirely on the '' open " system, with windows and doors 
opening freelv, as in an ordinary house. 

Prevailing standards of staffing compelled us to adopt means of securing doors and windows 
in most of the wards, and to add to each wing six special, single rooms, suitable for coping with 
difficult cases. 

We have one ward only operating on the completely ‘‘ open "' plan. 

There is, up to the present, no accommodation provided for staff, except for a small skeleton 
staff, sufficient to deal with emergencies at night. No workshops or outdoor equipment of any 
kind are yet provided. 

As vou can see, the grounds are still studded with contractor's equipment, and the laying-out 
is just barely begun. The open field serves as a recreation ground for everybody for the 
present. The Resident Medical Superintendent's house is detached—probably too detached. 


DISCUSSION. . 


Dr. GREENE pleaded for the greater hospitalization of mental hospitals, with the abolition 
of locks on doors and windows and the abolition of surrounding walls. 

Dr. MARTIN stated that he did not approve of the segregation of chronic patients in a separate 
building or hospital, as he had heard suggested at a recent meeting of the Association. 

Dr. HoNAN stated that, in his opinion, the abolition of protected rooms necessitated the use 
of an undesirable amount of narcotic drugs. He did not approve of collecting all the con- 
valescent patients to a separate apartment for occupational therapy. He considered proper 
recreational facilities for the staff most important. 

Dr. DUNNE pointed out that standard requirements for the building of mental hospitals had 
been issued by the English Board of Control, and he suggested that the Irish Division of the 
Royal Medico-Psychological Association should co-operate with the Local Government Depart- 
ment in drawing up standard regulations for the Irish Free State. 

Dr. DEANE emphasized that the adoption of the ‘‘ open system " depended almost entirely 
on the question of the proportion of staff to patients. 

The CHAIRMAN thanked Dr. Moran for his paper, which had aroused such an interesting 
discussion. 


At this stage the members were welcomed to Ardee Mental Hospital by Mr. James T. 
McGEE, Chairman of the Committee of Management, who expressed his personal pleasure that 
Ardee should have been made the venue of the meeting of the Division. The CHAIRMAN suitably 
replied, and a cordial vote of thanks was passed to the Louth Committee of Management and 
to Dr. and Mrs. Moran for their kind hospitalitv. 

Later the members were entertained to tea by Mrs. Moran. 


PSYCHOPATHOLOGY AND PSYCHOTHERAPY SUB-COMMITTEE. 
Psychopathological References for 1933. 


English and American. 


Members are reminded that the Secretary of the Sub-Committee, Dr. J. Ernest Nicole, 
Winwick Mental Hospital, Warrington, will be pleased to subinit further lists, including the 
Monthly Bibliography of the National Committee for Mental Hygiene (U.S.A.) up to 1932, to any 
who apply for them. The Book-list, comprising all more important works on Philosophy, Pure 
and Applied Psychology, Psychiatry and Psvchopathologv, Educational and Social Psychology, 
Ethnology, etc., is now complete to December, 1933, and includes 4,000 titles. Trade lists of 
books for the current year are also available. 


AMERICAN JOURNAL OF PSYCHIATRY. 


Alford, L. B.—Localization of Consciousness and Emotion. 
Beck, S. J.—The Rorschach Method and Personality Organization. 
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French, T. M.—Interrelations between Psycho-analysis and Pavlov's Work. 
Potter, H. W.—Schizophrenia in Children. 

Sachs, B.— The False Claims of the Psvcho-Analysts. 

Schilder, P.—Experiments on Imagination, After-images and Hallucinations. 
Schneersohn, F.—Sociability and Social Child Psychology. 

Sherman, M., and Crider, B.—Emotional Regression Tests. 

Smith, S. k.—Mental Hygiene Problems in a University. 

Thom, D. A.—Psychotherapy in Private Practice. 

Wholey, C. C.—A Case of Multiple Personality. 


AMERICAN JOURNAL OF PSYCHOLOGY. 


Bentley, M.—Mind, Body and Soul. 
and Varon, E. J.—Phonetic Svmbolism. 
Burns, M., and Dallenbach, K. M.—Adaptation of Cutaneous Pain. 
Freeman, G. L.— Effect of Muscular Tension upon Performance. 
Jenkins, J. G.— Instruction and ** Incidental " Learning. 
Jersild, A. T.— Behaviour Patterns in Young Children. 
Newman, S. S.— Phonetic Symbolism. 
Perl, R. E.—Appreciation of Humor. 


ARCHIVES OF NEUROLOGY AND PSYCHIATRY. 


Bender, L.—Visuo-Motor Gestalt Function. 
D'Elscaux, F. C., and Solomon, H. C.—The Use of CO, Mixtures in Stupor. 
Diethelm, O.—Non-organization and Disorganization of the Personality. 
Freeman, H.—Blood Pressure in Schizophrenia and Habituation. 
Hoskins, R. G.—Organic Functions in Schizophrenia. 

T and others.—A Co-operative Research in Schizophrenia. 
kasanin, J., and Rosen, Z. A.—Schizoid Personalities. 
Levin, M.— Jackson's Views on Mentation. 
Paskind, H. A.—Heredity of Patients with Psychasthenia. 
Strecker, A. E.— Psychopathology. 


BRAIN. 
Wulfften Palthe, P. M. van.—Leiodvstonia. 


BRITISH JOURNAL OF MEDICAL PSYCHOLOGY. 


Allen, C.—Reinforcing Mental Analvsis in Cases of Psvchosis. 

Burrow, T.—The Morphology of Insanity as a Racial Process. 

Davies, A. E.—Social and Moral Factors in Psychiatry. 

Erickson, M. H.—The Investigation of a Specific Amnesia. 

Fagg, C. C.—Psvchosynthesis, or Evolution in the Light of Freudian Psychology. 
Howe, E. G.— The Science of Error. 

Kruger, M. S.— Pleasure and Pain and the Emotions. 

Lundholin, H.—Repression and Rationalization. 

Monev-Kvrle, R.—A Psvcho-analvtic Study of the Voices of Joan of Arc. 
Schmideberg, M.—Psvchoneuroses of Childhood. 


BRITISH JOURNAL OF PSYCHOLOGY. 


Line, W.— Factorial Analvsis and Psychological Method. 

Maier, N. R. F.—An Aspect of Human Reasoning. 

Rosenweig, S., and Mason, G.—Experimental Study of Memory in Relation to the Theory of 
Repression. 

Stephens, J. M.—4A Change in the Interpretation of the Law of Effect. 

Sutherland, J. D.—The Speed Factor in Intelligent Reactions. 

Vernon, P. E.—The American versus the German Approach to Personality. 

Wolters, A. W.—On Conceptual Thinking. 


BRITISH MEDICAL JOURNAL. 


Romanis, W. H. C.—Observations on Exophthalmic Goitre. 
Rutherford, H. R. C—The Family Physician’s Role in the Prevention of Mental Disease and 
Defect. 
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Tredgold, A. F.—So-called Neurasthenia. 
Young, H. T. P.—Character in Young Delinquents. 


INTERNATIONAL JOURNAL OF PSYCHO-ANALYSIS. 


Alexander, F.—On Ferenczi’s Relaxation Principle. 
Bromberg, W., and Schilder, P.—Psvchologic Considerations in Alcoholic Hallucinations. 
Clark, L. P.—Prognosis in Narcissistic Neuroses and Psychoses. 
Deutsch, H.—Female Sexuality. 
Franklin, M.—Familv Reactions during a Case of Obsessional Neurosis. 
Glover, E.—Perversion Formation and the Reality-Sense. 
Horney, K.—The Denial of the Vagina. 
Jones, E.—The Phallic Phase. 
Menninger, K. A.—Psvcho-Analvtic Aspects of Suicide. 
Reik, T.—New Wavs in Psvcho-Analvtic Technique. 
Schmideberg, M.—Unconscious Mechanisms in Pathological Sexuality. 
Searl, M. N.—The Psvchologv of Screaming. 

Plav, Realitv and Aggression. 
Ww ittels, F.—The Super-Ego in our Judgment of Sex. 


JOURNAL OF COMPARATIVE PSYCHOLOGY. 


Dorcus, R. M.—The Effect of Intermittent Rotation on Rats. 

Hamilton, J. A., and Krechevsky, I.—The Effect of Shock on Behaviour Plasticity. 

Harlow, H. F.—Social Facilitation of Feeding in Monkeys and the Attitude of Ascendance and 
Submission. 

Holck, H. G. O.—The Effect of Caffeine upon Chess Problem Solving. 

Leuba, C.— Rivalry in Young Children. 

Loucks, R. B.—Appraisal of Pavlov's Svstematization of Behaviour. 

Robinson, E. W.—Abstraction in a Monkey. 


JOURNAL OF MENTAL SCIENCE. 


Anderson, E. W.—Sexual Life in Psychoses Associated with Childbirth. 
Buzzard, E. F.—Education in Medicine. 

Coleman, S. M.—Misidentification and Non-recognition. 

Davie, T. H.—Jung’s Theorv of Tvpes. 

McHarrowes, W.—Depressive Reaction Tvpes. 

Miller, E.—E motional Factors in Intellectual Retardation. 

Murdoch, J. H.—Crime in Schizophrenic Reaction Types. 

Simmins, C.—Deterioration of '* G” in Psychotic Subjects. 

Suttie, I. D.—A Common Standpoint for Psychopathology. 

West, J.—Occupational Therapv. 


JOURNAL OF NERVOUS AND MENTAL DISEASES. 


, 


Bell, H.—Colitis Psvchogeneticallyv Motivated. 

Galant, J. S.—Rudimentary Functions in Schizophrenia. 

Gordon, A.—Mental Disorders following Cranial Traumatism and their Psychopathological 
Interpretation. 

Mittelmann, B.—Psvchogenic Factors in Hvperthvreosis. 


JOURNAL OF NEUROLOGY AND PSYCHOPATHOLOGY. 
Nal. 


LANCET. 
I. 


Critchley, M., and Ferguson, F. R.—Migraine. 

Gillespie, R. D.—Psychotherapv in General Practice. 

Haworth, N. A.—Occupational Therapv. 

Strachan, G. L, and Skottowe, I.—Menstruation and the Menopause in Mental Disease. 
Yates, S.—Some Problems of Adolescence. 
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II. 


Brown, W.—The Psychology of Personal Influence. 
Dicks, H. V.—Neurasthenia. 
Myers, C. S.—A Psychological Regard of Medical Education. 


MENTAL HYGIENE. 


Bennett, A.—The Retarded Child in the Rural School. 
Broadwin, I. T.—The School Clinic in Educating Teachers. 
Carpenter, W. S.—Mental Hygiene Clinics in New Jersey. 
Cushing, H. M.—Parent Education as a Mode in Mental Hygiene. 
Fairbank, R. E.—The Subnormal Child—17 years after. 
Hall, D. E., and Mohr, G. J.—Prenatal Attitudes of Primipare. 
Kanner, I., and Lachman, S. E.—Physical Illness and Behaviour Disorders in Children. 
Lampron, E. M.—Children of Schizophrenic Parents. 
Levy, J.—The Homeless Bovs' Retreat. 
T Conflicts of Culture and Children's Maladjustments. 
Lichtenberger, J. P.—The Changing Family in a Changing World. 
Line, W.—Educational Alibis. 
Marcus, G.—The Individual and his Family Relationships. 
Marsh, L. C.—Group Treatment of Patients. 
Myerson, A.—Sanity in Mental Hygiene. 
Noble, R. A.—Psychiatry in Medical Education. 
Rogers, C. R.—A Good Foster Home: Its Achievements and Limitations. 
Shimberg, M. E., and Reichenberg, W.—Success and Failure of Subnormal Problem Children. 
Stone, H. M., and Hart, H.—Contraception and Mental Hygiene. 
Strecker, E. A.—Psvchiatric Futures. 
Terhune, W. B.—Individual Mental Hygiene. 
Watson, G.—A Critical Note on Two Attitude Studies. 
Wittv, P. A., and Deamen, F. N.—The Play of Mental Deviates. 
Zachry, C. B.—The Role of Art in Personality Development. 


PERSONALITY. 


Barnett, J. H.—Personality in Primitive Society. 

Bleuler, M.—Delimitations of Influences of Environment and Heredity. 

Cantril, H., and others.—Determination of Personal Interests. 

Enke, E.—Affectivity of Kretschmer’s Types. 

Frischeisen- Kohler, I.—The Personal Tempo and its Inheritance. 

Kretschmer, E., McDougal], W., and others.—Svmposium on Experimental Methods in 
Psychological Research. 

Lange, J.—Facial Lupus and Personality. " 

Saudek, R.—Identical Twins Reared Apart. 

Watson, G.—The Next Step in Personality Measurement. 

Wolff, W.—Experimental Study of Forms of Expression. 


PHILOSOPHY. 


Garvie, A. E.— Values and their Relations. 
Langley, G. A.—Belief. 
Ross, G. T. R.— Relativity in Ethics. 


PROCEEDINGS OF THE ROYAL SOCIETY OF MEDICINE. 


Ashby, W. R.—The Phvsiological Basis of the Neuroses. 
Bennett, E. A.—The Psychopathology of Sexual Perversions. 
Culpin, M.—Occupationa] Neuroses. 

Hadheld, J. A.—Psychology of Sex Perversions. 

Lovell, C.—Small Measurements in Mental Disorder. 


PSYCHIATRIC QUARTERLY. 


Brew, M. F.— Precipitating Factors in Manic-Depressive Psychosis. 
Clark, L. P.— The Outlook in the Treatment of Amentia. 
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Gordon, A.—Obsessional Phenomena in Schizoid Individuals. 
Karrington, M.—Mental Hygiene and Psycho-Analysis. 
Witzel, A. E.— Regression in Manic-Depressive Psychosis. 


PsycHo-ANALYTICAL REVIEW. 


Bromberg, W., and Schilder, P.—Death and Dying. 
Clark, L. P.— Psychology of Organic Epilepsy. 

- The Treatment of Narcissistic Neuroses. 
Coghill, G. E.—The Biologic Basis of Conflict in Behaviour. 
Cronin, H. J.—Analysis of the Neuroses of Identical Twins. 
Eckstein, A. R.—The Problem of the Woman of 40. 
Jelliffe, S. E.—The Death Instinct in Somatic- and Psycho-pathology. 
Karpman, B.—Psvchic Impotence. 

Lewis, N. D. C.—Studies in Suicide. 

Lorand, S.—The Psychology of Nudism. 

Resnikoff, P.—Psvcho-Analytic Study of Lynching. 
Schilder, P.—Notes on Psychogenic Depression. 
Schroeder, T.—The Inner Conflict. 

Stekel, W.—The Future of Psycho-Analysis. 


PSYCHOLOGICAL REVIEW. 


Helson, H.—Fundamental Propositions of Gestalt Psychology. 
Klein, D. B.— Psychology and Freud. 

Rosenweig, S.—The Experimental Situation as a Problem. 
Witty, P. A., and Lehman, H. C.—Instinct versus Maturation. 


London Local Group. 


Amongst the aims of the Sub-Committee has been the one to promote exchange of ideas, 
and the formation of informal groups of workers interested in psychopathology. One such 
group is the London Discussion Circle, which meets, under the leadership of Dr. M. E. Franklin, 
at 8.30 p.m. on the first Tuesday of every month, at 3, Bulstrode Street, Welbeck Street, W. 1. 

Formed in January, 1928, it has held an uninterrupted course of most successful meetings, 
the average attendance being eighteen or nineteen. The subjects discussed have been very 
varied, and a sample selection is given below : 


Types of suicidal attempts. 

Mental testing in psychosis. 

Repetition. 

Behaviourism, Gestalt and psvcho-analvsis. 

Is psycho-analvtic investigation scientific ? 
Hadfield’s psychotherapy. 

Asocial children. 

The psychopathology of civilized communities. 
Constructive psvchotherapv. 

Feelings of isolation in mental disorder. 
Neurotic symptoms in healthy people. 

The selection of the method of treatment. 
The psvcho-biological views of Adolf Meyer. 
A type of frigidity in women. 

Drawing, modelling and writing of children. 
Sex jealousy as an artefact of culture. 
Genetic relationships of paranoia and hysteria. 
Psychological factors in contraception. 


The value of such informal meetings can hardly be over-estimated, and it is not surprising 
to find how popular these meetings have proved. Anyone interested, within reach of London, 
and who wishes to join, should communicate directly with Dr. Franklin at Bulstrode Street, 
or with the Secretary of the Sub-Committee. 
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Il. 


Brown, W.—The Psychology of Personal Influence. 
Dicks, H. V.—Neurasthenia. 
Myers, C. S.—A Psychological Regard of Medical Education. 


MENTAL HYGIENE. 


Bennett, A.—The Retarded Child in the Rural School. 
Broadwin, I. T.—The School Clinic in Educating Teachers. 
Carpenter, W. S.— Mental Hygiene Clinics in New Jersey. 
Cushing, H. M.—Parent Education as a Mode in Mental Hygiene. 
Fairbank, R. E.—The Subnormal Child—17 years after. 
Hall, D. E., and Mohr, G. J.—Prenatal Attitudes of Primipare. 
Kanner, I., and Lachman, S. E.— Physical Illness and Behaviour Disorders in Children. 
Lampron, E. M.—Children of Schizophrenic Parents. 
Levy, J.—The Homeless Boys’ Retreat. 
5% Conflicts of Culture and Children’s Maladjustments. 
Lichtenberger, J. P.—The Changing Family in a Changing World. 
Line, W.—Educational Alibis. 
Marcus, G.— The Individual and his Family Relationships. 
Marsh, L. C.—Group Treatment of Patients. 
Myerson, A.—Sanity in Mental Hvgiene. 
Noble, R. A.—Psychiatry in Medical Education. 
Rogers, C. R.—A Good Foster Home: Its Achievements and Limitations, 


Shimberg, M. E., and Reichenberg, W.—Success and Failure of Subnormal Problem Children. 


Stone, H. M., and Hart, H.—Contraception and Mental Hygiene. 
Strecker, E. A.—Psvchiatric Futures. 

Terhune, W. B.—Individual Mental Hygiene. 

Watson, G.—A Critical Note on Two Attitude Studies. 

Witty, P. A., and Deamen, F. N.—The Play of Mental Deviates. 
Zachry, C. B.—The Role of Art in Personality Development. 


PERSONALITY. 


Barnett, J. H.— Personality in Primitive Society. 

Bleuler, M.—Delimitations of Influences of Environment and Heredity. 

Cantril, H., and others.—Determination of Personal Interests. 

Enke, E.—Affectivity of Kretschmer’s Types. 

Frischeisen- Kohler, I.—The Personal Tempo and its Inheritance. 

Kretschmer, E., McDougall, W., and others.—Symposium on Experimental Methods 
Psychological Research. 

Lange, J.—Facial Lupus and Personality. " 

Saudek, R.—Identical Twins Reared Apart. 

Watson, G.—The Next Step in Personality Measurement. 

Wolff, W.—Experimental Study of Forms of Expression. 


PHILOSOPHY. 
Garvie, A. E.—Values and their Relations. 


Langley, G. A.—Belief. 
Ross, G. T. R.—Relativity in Ethics. 


PROCEEDINGS OF THE ROYAL SOCIETY OF MEDICINE. 


Ashby, W. R.—The Physiological Basis of the Neuroses. 
Bennett, E. A.—The Psychopathology of Sexual Perversions. 
Culpin, M.—Occupational Neuroses. 

Hadtield, J. A.— Psychology of Sex Perversions. 

Lovell, C.—Small Measurements in Mental Disorder. 


PSYCHIATRIC QUARTERLY. 


Brew, M. F.—Precipitating Factors in Manic-Depressive Psychosis. 
Clark, L. P.—The Outlook in the Treatment of Amentia. 


in 
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Gordon, A.—Obsessional Phenomena in Schizoid Individuals. 
Karrington, M.— Mental Hvgiene and Psycho-Analysis. 
Witzel, A. E.— Regression in Manic-Depressive Psychosis. 


PsYCHO-ANALYTICAL REVIEW. 


Bromberg, W., and Schilder, P.—Death and Dying. 
Clark, L. P.— Psychology of Organic Epilepsy. 

A The Treatment of Narcissistic Neuroses. 
Coghill, G. E.—The Biologic Basis of Conflict in Behaviour. 
Cronin, H. J.—Analysis of the Neuroses of Identical Twins. 
Eckstein, A. R.—The Problem of the Woman of 40. 
Jelliffe, S. E.—The Death Instinct in Somatic- and Psycho-pathology. 
Karpman, B.— Psychic Impotence. 

Lewis, N. D. C.—Studies in Suicide. 

Lorand, S.—The Psychology of Nudism. 

Resnikoff, P.—Psvcho-Analvtic Study of Lynching. 
Schilder, P.—Notes on Psychogenic Depression. 
Schroeder, T.—The Inner Conflict. 

Stekel, W.—The Future of Psycho-Analysis. 


PSYCHOLOGICAL REVIEW. 


Helson, H.—Fundamental Propositions of Gestalt Psychology. 
Klein, D. B.— Psychology and Freud. 

Rosenweig, S.— The Experimental Situation as a Problem. 
Witty, P. A., and Lehinan, H. C.—Instinct versus Maturation. 


London Local Group. 


Amongst the aims of the Sub-Committee has been the one to promote exchange of ideas, 
and the formation of informal groups of workers interested in psychopathology. One such 
group is the London Discussion Circle, which meets, under the leadership of Dr. M. E. Franklin, 
at 8.30 p.m. on the first Tuesday of every month, at 3, Bulstrode Street, Welbeck Street, W. rt. 

Forined in January, 1928, it has held an uninterrupted course of most successful meetings, 
the average attendance being eighteen or nineteen. The subjects discussed have been very 
varied, and a sample selection is given below: 


Types of suicidal attempts. 

Mental testing in psychosis. 

Repetition. 

Behaviourism, Gestalt and psvcho-analvsis. 

Is psvcho-analvtic investigation scientific ? 
Hadfield's psvchotherapy. 

Asocial children. 

The psychopathology of civilized communities. 
Constructive psychotherapy. 

Feelings of isolation in mental disorder. 
Neurotic svmptoms in healthy people. 

The selection of the method of treatment. 
The psvcho-biological views of Adolf Meyer. 
A type of frigidity in women. 

Drawing, modelling and writing of children. 
Sex jealousy as an artefact of culture. 
Genetic relationships of paranoia and hysteria. 
Psychological factors in contraception. 


The value of such informal meetings can hardly be over-estimated, and it is not surprising 
to find how popular these meetings have proved. Anyone interested, within reach of London, 
and who wishes to join, should communicate directly with Dr. Franklin at Bulstrode Street, 
or with the Secretary of the Sub-Committee. 


794 NOTES AND NEWS. [Oct., 


As a reminder, it might be added that the Sub-Committee is anxious not only to see other 
such groups formed in provincial centres, but to assist in any way it can study and research in 
the psychological aspects of mental disorder, and especially would it welcome any suggestion 
of joint or concerted action on any likely investigation to which the group method inight be 
applicable. J. ERNEST NICOLE, 

Hon. Secretary. 


OBITUARY. 


PROFESSOR OTTOLENGHI. 


WE regret to notice the death of a great leader in the science of forensic medicine and in the 
study of the criminal. 

Salvador Ottolenghi was born at Asti in 1861. He studied at the University of Turin, 
where he was assistant to Lombroso from 1886 to 1892. In 1893 he was appointed Professor 
of Forensic Medicine in the University of Siena, and from 1903, until his death on June 29, 
1934, he held the similar post in the University of Rome. He founded the “ Higher Police 
School” at Rome, an institution for the training of superior officers of the police force. In 
collaboration with De Sanctis, he wrote a Practical Treatise on Forensic Psychopathology. His 
death deprives us of one of the few surviving members of that band of eminent workers who 
founded the so-called positive school of criminologv, a school which had much influence during 
the closing years of the last centurv. M. H.S 


NOTICES BY THE HONORARY LIBRARIAN. 


The Librarv is open to members between the hours of ro a.m. and 6 p.m.; Saturdavs, 
to a.m, and 1 p.m. Books are issued to borrowers between 10 a.m. and 1 p.m., and between 
2.30 and 4.30 p.m. ; Saturdays, between ro a.m. and 12 noon. 

The Hon. Librarian will endeavour to obtain, as far as possible, any books on psychiatry 
and allied subjects required by members. 


Library Lending Department Regulations. 


. Books shall be lent onlv to members within the United Kingdom and the Irish Free 
State who are not in arrears with their subscriptions. 

2. No member may borrow from the Library more than three volumes at one time. 

3. Books and journals are sent carriage paid from the Library, but members are responsible 
for the books from the time they leave the Library until they are received back. 

4. Books damaged or lost while in possession of a member will be repaired at liis expense or 
must be replaced by him. 

5. À member borrowing a book or periodical from the Library shall be required to sign and 
return to the Librarian a form of receipt for the same, which will be regarded as an acceptance 
of these Regulations. 

6. A member shall be entitled to retain a book or periodical borrowed from the Library for 
a period of twenty-eight davs, unless the book is required by another member, in which case it 
can be recalled bv the Librarian at the expiration of fourteen days. 

7. In the event of a member failing to return any book or periodical within seven days after 
receiving notice from the Librarian (on the expiration of the period referred to in Rule 6), the 
Library Committee shall be at liberty to purchase another copy, the cost to be charged to such 
member, who shall not be allowed to borrow another book until the sum thus expended shall 
have been paid. 

8. All communications should be addressed to ‘‘ The Librarian, Royal Medico-Psychological 
Association, rr, Chandos Street, Cavendish Square, W. 1 
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Books Added to the Library. 
The Library Committee gratefully acknowledge the following gifts to the Library: 


Presented by Dr. J. E. Nicole: 
Jung (C. G.). Modern Man in Scarch of a Soul. London, 1933. 


Presented by Dr. G. W. T. H. Fleming: 
Burridge (W.). A New Physiological Psychology. | London, 1933. 


Presented by Prof. Rov Grinker (Chicago) per Dr. J. R. Whitwell: 
Grinker (R. R.). Neurology. London, 1934. 


Presented by Dr. J. R. Whitwell: 
Bartholomoeus Anglicus. De proprietatibus rerum. Nuremb., 1483. 
Die Literatur der Psychiatrie, Neurologie, und Psychologie, von 1459-1799, Band iii. 
Berlin, 1900. 


Circulation of Journals. 


The following journals are circulated from the Library 
American Journal of Psychiatry. 
The Psychological Review. 
Journal of Neurology and Pechou 
L’Encéphale. 
International Journal of Psycho-Analysts. 
Journal of Abnormal Psychology. 
Mental Hygiene. 
Journal of Nervous and Mental Diseases. 
Revue Neurologique. 
Archives of Neurology and Psychiatry. 
Journal of Comparative Psychology. 


** Sociorum Annales.’’ 


The Hon. Librarian is prepared to receive and store the life records of any member wishing 
to deposit them, on the understanding that they are solelv for the use and information of 
the Association. They should be sent in sealed packets (with the name clearly written on the 
outside) in covering envelopes addressed to the Hon. Librarian. 


NOTICES BY THE REGISTRAR. 
Bronze Medal and Prize for 1935. 


Dissertations for the Association's Bronze Medal and Prize must be delivered to the Registrar 
by April 30, 1935. 


Divisional Prizes for 1935. 


Papers certified as eligible for this competition must be forwarded to the Registrar not later 
than April 30, 1935. 


Gaskell Medal and Prize. 


The examinations for the Gaskell Medal and Prize and the examination for the Certificate in 
Psychological Medicine will be held in May, 1935. 

Applications for entry to each examination to be made to the Registrar, St. Andrew’s Hospital, 
Northampton. 

There is no fee for entrance to the Gaskell Prize Examination. 

The entrance fee for the examination for the Certificate in Psychological Medicine is three 
guineas. 
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NOTICES BY THE GENERAL SECRETARY. 


Deaths. 


Eric DANVERS MACNAMARA. HuGu KERR. 


Appointments. 
BARNES, FRANCIS GREGORY Lawson, M.B., B.S.Lond., M.R.C.S., L.R.C.P., D.P.M., to be 
Medical Superintendent, Long Grove Mental Hospital, Epsom. 


GRAHAM, WILLIAM SHEPHERD, M.B.,'B.Ch.R.U.I., to be Medical Superintendent, Somerset 
and Bath Mental Hospital, Cotford. Taunton. 
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INDEX TO VOL. LXXX. 


The General Index covers original articles, reviews and the epitome, and includes subjects 
dealt with as well as the title of articles. 

The following names are printed in SMALL CAPITALS: authors of original articles and oí 
books reviewed. Names of authorities referred to in the text are in ordinary type. 

(R.) indicates a Review; the title of the book reviewed is followed by the author's name, 
thus: '' Psvcho-analvsis and its Derivatives, by H. Crichton-Miller  (R.)." 

(E.) indicates the Epitome section ; the title of the abstract is followed by the author's 
name, thus: ' Age and human ability. Miles, W. R. (E.)." 

Obituary notices and references appear under the heading ‘‘ Obituaries ”. 

The names of authors referred to in the Epitome section are listed in Part II. 


PART L—GENERAL INDEX. 


Absinth, action on pial vessels | (E.), 130 
Absorption from the intestine: influence of nerve stimulation on; the humoral theory of 
nervous action. Gellhorn, E., and Northup, D. (E.), 454 
Influence of acetyl choline on absorption of glucose. Gellhorn, E., and Northup, D. 
(E.), 132 
Abstraction in a monkey, preliminary experiment on. Robinson, E. W. (E.), 144 
Acetyl choline, action in the body, 77 
and inhibition, 210 
ys », and svmpathin, 727 
3 „ in epilepsy, 526 
5 », influence on absorption of glucose (E.), 132 
choline-like substance: appearance of, in the coronary venous blood of warm-blooded 
animals, upon stimulation of the vagus nerve. Geldberg, 
W.,and Kraver, O (E.), 455 
‘<a 3 js in the portal blood of cats. Donomal,I. (E.), 727 

Acidosis produced bv barbituric acid and urethane  (E.), 747 
Adjustment and Masterv, by R. S. Woodworth  (R.), 578 
Adrenaline, action on pial vessels  (E.), 130 

ji and cholesterol, 77 

T: and choline, 79 
and insulin: effect of central nervous svstem on  (E.), 608 
mechanism of nervous discharge of. Felberg, W., Minz, B., and Tsudzimura, H. 

(E.), 582 
Adrenin-secreting mechanism, notes on behaviour of cats deprived of. Shirley, M. (E.), 581 
Aggression, instinct of : its connections with the sex instinct. Simonnet, H.  (E.), 586 
Agitation in melancholia (Lewis), 304 
Agnosia (E.), 448 
Aids to Neurology, bv E. A. Blake-Pritchard  (R.), 562 
Akinesia, hereditary, painful paroxysmal.  koulkov, A. E. (E.), 596 
Albuminuria, toxic, in psychoses associated with childbirth, 44, 45 
Alcohol and Anesthesia, by W. Burridge (R.), 563 
Alcoholic insanity, cranial nerve palsies as a manifestation of peripheral neuritis in, by Ruby O. 

Stern, I03-I10 

vs pseudo-paresis treated bv pyrifer, 524 

Alcoholism (sterilization report), 416 
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Alcoholism, chronic, Ceni’s skin reaction in (E.), 741 
" degeneration of the brain in. Marchiafava, E. (E.), 157 
Alkalosis and the excitability of the cortical sensori-motor centres. Martino, G., and de'Finis, 
L. (E., 450 
Alzheimer's disease  (E.), 593 
Amentia, The Nature and Treatment of, by L. Pierce Clark. (R.), 424 
Amines, effect of, on oxidations of the brain. Quastel, J. H., and Wheatley, A. H. M. (E.), 157 
25 pharmacology of. Chen, K. K., and Ling Chen, A. (E.), 749 
Amnesia in cases of infanticide, 70 
T specific, investigation of a. Erickson, Milton H. (E.), 145 
- with stupor for ten years (E.), 590 
Amnesic syndrome after skull injuries, pathogenesis and psychopathology of. Klein, R., and 
Kral, A. (E.), 595 : 
Amylase in blood and cerebro-spinal fluid in nervous disease (E.), 753-4 
Amyl nitrite test for brain lesions (E.), 744 
Amyostatic poisons, histo-pathological studies with tutocaine and holocaine in rabbits. Wake, I. 
(E.), 156 
Anemia, cerebral (E.), 606 
in psychoses associated with childbirth, 51 
Anesthesia and Alcohol, by W. Burridge (R.), 563 
Analytical Psychotherapy, Introduction to (R.), 556 
Anatomy and physiology (E.), 128, 429, 581, 726 
Animal behaviour, recent research on. Zuckerman, S. (E.), 141 
Annual Dinner of the Association, 1934, report of, 775-782 
», General Meeting of the Association, Ninety-third, 1934, 757-795 
Anoxamia (Recent Advances in Psychiatry) (R.), 422 
Anterior pituitary hormone, determinations of (E.), 158 
- roots, role of, in visceral sensibility. Stone, T. T. (E.), 129 
Antirabic vaccine (Pasteur): action of, on epileptic attacks, hebephrenic catatonic psychoses, 
and Parkinsonian states. Cruveilhier, L., Barbé, A., and Nicolau, S. (E.), 453 
ANTONOVITCH, S., and GOLLA, F., a note on the palmar chin reflex of Marinesco, 513-520 
Anxiety and deconditioning, 505 
T and neurasthenia, 495 
T and the Instinctual Life, by Sigmund Freud (R.), 419 
- and the psychoneuroses, 489 
* and the psychoses, 496 
Vs bromides for, 711 
$5 causes of, 488 
mA diet in, 714 
ji different reactions to, 487 
Ys expression of, 488 
25 hysteria (Fenichel) (E.), 132 
»3 in melancholia (Lewis), 355-359 
- its nature and treatment, by Henry Harris, 482-512, 705-715 


- medinal for, 712 

-* morphine for, 712 

» Pavlovian aspects of the problem (Henry Harris), 498 
j3 sandoptal for, 712 


tolerance in individuals, 511 

Aphasia, a study in. Weisenburg, T. H. (E.), 447 

ss Georges Dumas on (R.), 576 
Apraxia (E.), 448 
Argyll Robertson pupil. Merritt, H. H., and Moore, M. (E.), 448 
Arteriosclerotic psychoses, hydrotherapy in, 637 
ARTHUR, GRacr, A Point Scale of Performance Tests (R.), 568 
AsuHBv, W. R., and RupDoLr, G. DE M., the relative mortality of cancer in the general population 

and in the mental hospitals of England and Wales, 223-276 
on the nature of inhibition: a review, 198-221 

Asthma, basal metabolism in  (E.), 611 
Attitude to environment in melancholia (Lewis), 326-330 
Auditors, report of, 764 
Auditory acuity in the chimpanzee. Elder, J. H. (E.), 582 
Aura in epilepsy (E.), 443 
Autism, schizophrenic, prolonged narcosis for, 663 
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Autohemotherapy in chronic mental disease. di Mauro, S. (E.), 153 
Automatism, ambulatory, in epilepsy (E.), 443 
Automatisms, motor. Seham, M., and Boardman, D. V. (E.), 731 
Autonomic nervous system. Linell, E. A. (E.), 581 
- and metabolism, 483 
$5 tension and the central nervous svstem, 485 
Axon action potentials in nerve. Gasser, H. S. (E.), 727 


Babinski's sign, localizing significance of (E.), 129 
BAMroRrp, C. B., an analytical review of cases of insanity with pregnancy, 58-63 
Barbital, influence of, on the activity and learning of white rats. Omwake, L. (E.), 451 


sR intoxication, experimental, studies in treatment of. Savi, C. (E.), 746 
PA in urine, estimation of. Straub, J., and Mihalovits, E. (E.), 746 
js research, further contributions to methods of. Koppanyi, T., et al. (E.), 603 


Barbitals and diuresis (E.), 451 
Barbiturate narcosis, carbohydrate metabolism in. Mulinos, M. (E.), 745 
- poisoning, case of. Orford, T. J. (E.), 603 
Barbiturates, acute intoxication by, antidotal action of picrotoxin, strychnine and caffeine. 
Maloney, A. H. (E.), 451 ; 


i dangers of prolonged medication by, 53r 

» elimination of,in urine. Shoule, H. A., Keltch, A. K., Kempf, G. F., and Swanson, 
E. E. (E.), 603 

- habituation and cumulation (E.), 401 

si in epilepsy, by Richard Handley, 526-535 

» studies on. Koppanvi, T., Murphy, W. S., and Krop, S. (E.), 451 


see also under prolonged narcosis. 
Barbituric acid and urethane, production of acidosis by. Rakielen, N., Lahum, L. H., du 
Bris, D., Gilden, E. F., and Heniwich, H. E. (E.), 747 

ji us derivatives in ‘urine and tissues, determination of. Herwick, R. P. (E.), 162 

» acids, their toxicology. Desodt, G., 450 

- intoxication, hamatological changes in. Carratalá, L. E. (E.), 745 
Basal metabolism in asthma and epilepsy. Topper, A., and Mulier, H. (E.), 611 

ii in schizophrenics, effects of thyroid treatment.  Lingjaerde, O. (E.), 602 

BASSETT, Ciara, Mental Hygiene in the Community (R.), 571 
BASSOE, G, and EBaAvcH, F. G., Yearbook of Neurology and Psychiatry (R.), 561 
BAUDOUIN, CHARLES, The Mind of the Child (R.), 127 
Behaviour in its relation to development of the brain. Tilney, F. R., and Kubie, L. S. (E.), 


431, 432 
- of albino rats in choosing food. Hausmann, M. F. (E.), 142 
$3 of primates, comparative : VI, food preferences. Maslow, A. H. (E.), 143 


3? 9? 


social: I, social facilities of feeding in the monkey. Harlow, H. F., and 
Yudin, H. C. (E.), 143 . 

Benedek-Thurzo reaction in mental diseases, 87, 93, 754 

Bernreuter personality inventory, reaction of native white convicts to. Hargan, J. (E.), 436 

Berry, R. J. A., Mental Deficiency ; Stoke Park Studies, First Series (R.), 115 

Bi-coloured guaiac reaction in cerebro-spinal fluid (E), 754 

», in mental hospital practice, by S. W. Hardwick, 87-93 

Bi- dimensional ‘theory of mood, 486 

Biochemistry and pathology (E. ), 154, 454, 606, 750 

Birmingham (City and University) Joint Board of Research for Mental Disease: address bv 
Dr. Pickworth, 173 

Bismuth in treatment of neurosyphilis (E.), 453 

Black reaction in urine of epileptics. Armenise, P. (E.), 756 

BLAKE-PRITCHARD, E. A., Aids to Neurology (R.), 562 

Blinking reflex. Rademaker, G. G. J., and Garcin, R. (E.), 596 

Blood, a clinical and experimental investigation of the nervous regulation of the morphological 
elements in. Riccitelli, L. (E.), 429 

cerebro-spinal tluid barrier. Malamud, W., Miller, W. R., and Mullins, B. M. (E.), 456 

action of some diuretics on functioning of. Stern, L., and 
Kassil, G. (E.), 605 

bilirubin and the. Klein, N., and Szentinihalyi, S. (E.), 
457 

bromide and chloride distribution, Mishkis, M., Ritchie, 
E. B., and Hastings, A. B. (E.), 457 
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Blood cerebro-spinal fluid barrier, narcotics and the (E.), 747 
» passage of bromine and chlorine through.  Diserfori, B. 
(E.), 457 
», chemical composition of, influence of emotional excitement on. Obrastzov, G. D., 
Minker-Bogdanova, E. T., and Kallininkova, M. N. (E.), 458 
», Formation, Studies in, by T. D. Power  (R.), 562 
», groups and schizophrenia. Yorshis, M., and Gottlieb, J. (E.), 611 
», pressure and skin reflexes in psychotic states (E.), 737 
», Studies in schizophrenia. Jedlowski, P. (E.), 458 
bromine, cholesterol, lipoids, sugar, see under bromine, etc. 
Bodily postures assumed while sleeping. du Bois, P. H., and Forbes, T. W. (E.), 740 
Bolshevo : a Russian labour colony for criminals. Pritt, D. N. (E.), 164 
Board of Control: Nineteenth Annual Report (R.), ror 
Brain, affinity of parts of, to bromine. Bier, A. (E.), 605 
antibodies, diagnosis of metasyphilitic diseases by the demonstration of. Foerster, R. 
(F.), 162 
, antigen, chemical nature of. Rudy, H. (E.), 608 
» antigens, chemical nature of. (E.), 151 
5 j» in neurosvphilis (E.), 161 
» creatinine in (E.), 608 
», degeneration of, in chronic alcoholism (E.), 157 
destruction of Spirocheta pallida in (E.), 747 
detection and distribution of soporifics in. Fischer, A., and Hauschild, A. (E.), 746 
», development and behaviour (E.), 431 
histology in cases of fatal head injury (E.), 607 
glvcolvtic mechanisms of (E.), 157 
, influence of, on thymus. Ciabatti, O. (E.), 131 
inorganic and phosphagen phosphorus content of. Matsumoto, M. (E.), 607 
»  lipoids in carbon monoxide poisoning (E.), 162 
oxidations, effect of amines on (E.), 157 
parenchyma, phagocytic behaviour of interstitial cells in the rabbit. Lebowitch, R. J. 
(E.), 754 
»» phosphorus (E.), 160, 607 
», Stem, relation of psychic symptoms to (E.), 596 
tissue, a reducing substance in. Young, F. G., and Mitolo, M. (E.), 751 
tissue, effect of vitamin B, upon respiratory quotient of. Sinclair, H. McC. (E.), 
454 
of normal and avitaminous pigeons, pyruvic acid as an intermediary metabolite 
in. Peters, R. A., and Thompson, R. H. S. (E.), 751 
»5 trauma. Winkelman and Eckel, J. L. (E.), 595 
tumours and vascular and inflammatory lesions, amyl nitrite test for differentiation of. 
Hare, C. C. (E.), 744 
mental aspects of, in psychotic patients. Jamieson, G. R., and Henry, G. W. 
(E.), 444 
Brain, W. RvssELL, Diseases of the Nervous System  (R.), 11 
Brobdingnagian hallucinations, 94-102 
Bromides in epilepsv, absence of deteriorating effects. Paskind, H. A. (E.), 748 
T in the treatment of anxiety, 711 
Bromine affinities in the brain (E.), 605 
blood content, partition, and physico-chemical state of, in normal and pathological, 
but not insane cases. Guillaumin, C. O., and Merejkowski, B. (E.), 159 
in cerebro-spinal fluid and blood constituents. Urechia, C. I., and Relezeanu, A. (E.), 
608 
T in normal blood and in that of manic-depressives. Bignoni, A. (E.), 755 
Bulbocapnine, action of, on muscular contraction in vivo. Sarno, D. (E.), 727 
^ catatonia (E.), 460 
T 2: histopathology and localization. Rojas, L. (E.), 460 
effect on animals with lesions of central nervous system. Ingram, W. R., and 
Ransome, S. W. (E.), 604 
BURRIDGE, W., Excitability: A Cardiac Study. A New Physiological Psychology. Alcohol 
and Anesthesia (R.), 563 
BURT, CYRIL, et al. How the Mind Works (R.), 577 
Buscaino’s black reaction in urine of epileptics (E.), 756 
Bye-laws, revision of, 770 
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Caffeine, action on pial vessels  (E.), 130 
Calcium and potassium salts injected into the cerebral ventricles, mechanism of action of. 
Stern, L., Rossine, J. A., and Chroles, G. J. (E.), 450 
EN and sleep, 728 


"m in blood-serum and cerebro-spinal fluid, the determination of. Tingey, A. H. (E.), 
159 

S in cerebro- spina fluid, effect of activated ergosterol on. Johnston, C. R. K., and King, 
E. J. (E.), 609 
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